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THE  PRESIDENT’S  PAGE 


As  most  of  you  are  aware,  one  of  the  last  acts  of 
Congress,  before  it  adjourned  at  the  end  of  October,  was 
to  pass  the  Bennett  Amendment  to  H.R.  1,  which  was 
signed  by  President  Nixon,  to  become  P.L.  92-603.  What 
no  one  as  yet  fully  understands,  or  knows,  are  the  details 
of  how  this  law  will  be  fleshed  out  and  implemented 
by  administrative  regulations.  Nevertheless,  even  without 
these  details,  it  must  be  apparent  to  anyone  who  con- 
templates even  the  bare  outlines  thus  far  available,  this 
Amendment,  (Section  1151),  which  establishes  the  PSRO, 
(Professional  Services  Review  Organization),  is  the  single 
most  important  legislation  since  Medicare.  Its  impact  on  health  care  and  on  the 
functioning  of  every  physician  in  this  country,  while  not  yet  fully  appreciated, 
must  be  enormous. 

In  essence,  the  PSRO  will  set  up  hierarchical  review  organizations  across 
the  land,  with  the  Secretary  of  Health,  Education  and  Welfare  at  the  apex  of 
a pyramidal  structure,  with  the  ultimate  power  resting  in  the  hands  of  the  Secre- 
tary, who  will  sign  contracts  with  the  lower  echelons  of  review  bodies,  authorizing 
them  to  function,  after  they  have  organized  and  submitted  their  tables  of  organi- 
zation and  outlines  of  their  methods  of  operation.  They  will  then  be  empowered 
to  review  all  Medicare  and  Medicaid  cases.  They  are  not  to  be  confused  with 
what  we  have  known  as  peer  review  committees. 

The  Bennett  Amendment  is  an  insult  to  American  medicine,  since  it  implies 
that  it  was  necessitated  in  order  to  protect  the  public  from  gouging  physicians 
practicing  poor  medicine.  I submit  that  there  is  no  evidence  that  either  of  these 
existed  to  more  than  a slight  extent.  A statement  made  by  the  Senate  Finance 
Committee  says  “There  are  substantial  indications  that  a significant  amount  of 
health  services  paid  for  by  Medicare  and  Medicaid  are  in  excess  of  those  which 
would  be  found  to  be  medically  necessary  under  appropriate  professional  stand- 
ards. Furthermore,  in  some  instances,  services  provided  are  of  unsatisfactory 
quality.”  I cannot  speak  for  the  whole  country,  but  if  Connecticut  can  be  used 
as  a criterion,  neither  of  the  italicized  adjectives  in  the  preceding  statement  is 
justified.  But,  assuming  that  they  may  apply  elsewhere,  the  impetus  for  estab- 
lishing PSRO’s  is  to  control  costs,  and  the  easiest,  if  not  the  only  way  to  do 
this  is  to  curtail  services.  On  the  other  hand,  in  order  to  raise  standards  of 
quality,  norms  for  quality  care  will  be  established,  and  this  almost  inevitably 
implies  setting  up  minimum  standards,  such  as  laboratory  tests,  x-ray  procedures, 
etc.,  which,  if  breached,  would  indicate  poor  quality,  but,  if  observed,  would 
boost  costs. 

The  PSRO  is  no  longer  a vague  threat  of  Federal  government  intrusion 
into  the  practice  of  medicine,  but  a matter  of  law,  which  must  be  functioning 
by  Jan.  1,  1974,  and  which,  therefore,  must  be  reasonably  well  organized  by 
July  1973,  in  order  to  apply  for  approval  by  the  Secretary  of  HEW.  CSMS  has 
had  a Peer  Review  Committee  functioning  for  the  past  year,  and  it  could  tool 
up  and  speed  up  so  as  to  be  ready  to  submit  such  an  application  by  July  1973. 
There  are  other  organizations  eager  to  get  into  the  act.  Up  to  this  point  the 
CSMS  Peer  Review  Committee  has  functioned  purely  as  an  educational  method 
for  both  the  committee  and  those  physicians  asked  to  appear  before  it.  The  new 
ground  rules  go  far  beyond  an  educational  exercise,  even  to  the  extent  of  per- 
manently barring  a physician  from  treating  Medicare  and  Medicaid  patients,  or, 
for  a single  infraction,  HEW  may  require  a physician  to  pay  the  actual  or  esti- 
mated cost  of  any  “medically  improper  or  unnecessary  service”  he  performed 
up  to  $5000.00.  It’s  a new  ball  game  and  the  stakes  are  high. 

David  A.  Grendon,  M.D.,  President 
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The  papers  here  collected  are  based  on  talks  given  by  the  Authors  at  the 
Workshop  on  Community  Control  of  Streptococcal  Infections,  held  in  Hartford, 
Connecticut,  May  25  and  26,  1971.  The  workshop  was  sponsored  by  the  American 
Heart  Association  (Council  on  Rheumatic  Fever  and  Congenital  Heart  Disease; 
Committee  on  Community  Programs;  New  England  Region;  and  Upper  Atlantic 
Region,  in  cooperation  with  the  Connecticut  Heart  Association).  The  conference 
was  planned  by  a planning  committee  comprised  of  Mr.  Horace  Brown,  Mrs. 
Jerry  Bruner,  Dr.  Leon  Chameides,  Dr.  Ralph  D.  Cole,  Dr.  Stuart  W.  Cooper, 
Mr.  Nicholas  Lavnikevich,  Dr.  Milton  Markowitz,  Miss  Dorothy  Schober,  Miss 
Helen  Schreeder,  Dr.  Angelo  Taranta,  Dr.  Richard  Waters,  Dr.  Ruth  Whitte- 
more,  and  Dr.  Dennison  Young. 
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Introductory  Remarks:  Quantity,  Quality, 
And  Temptations  In  Streptococcal  Control 


Angelo  Taranto,  M.D. 


Over  the  past  fifteen  years  knowledge  of  the 
streptococcus  and  of  post-streptococcal  diseases  has 
expanded  to  a remarkable  extent.  New  streptococcal 
products  have  been  discovered,  new  effects  of  old 
products  have  been  described,  and  the  streptococcal 
cell  has  been  dissected  into  its  component  parts,  the 
shape  and  chemistry  of  which  have  been  elucidated. 
Plausible  models  of  at  least  one  of  the  sequels— 
acute  glomerulonephritis— have  been  developed  and 
analyzed.  Last  but  not  least,  the  natural  histories 
of  rheumatic  fever  and  post-streptococcal  glomeru- 
lonephritis have  been  described  in  critical  detail. 
It  is  a disconcerting  and  humbling  thought,  how- 
ever, that  all  this  new  knowledge  has  not,  so  far, 
proved  “relevant”  to  patient  management  and  to 
disease  prevention.  Ultimately,  we  hope,  it  will;  or 
some  other  bit  of  knowledge,  pursued  for  an  un- 
related reason,  suddenly  will  fall  into  place,  and 
the  whole  jig-saw  puzzle  of  the  post-streptococcal 
diseases  will  fit  together.  This  comprehension,  we 
trust,  will  lead  directly  and  naturally  to  the  con- 
trol of  these  diseases.  Thus  the  temptation  arises 
to  wait  and  see.  Someone  somewhere  is  going  to 
come  up  with  the  perfect  solution.  This  is  what  I 
would  call  the  temptation  of  science,  or,  to  be 
more  exact,  the  temptation  of  science  as  a spectator 
sport. 

In  the  meantime,  the  incidence  of  rheumatic 
fever  has  decreased,  though  exactly  how  much  it’s 
hard  to  say.  In  some  areas,  like  slums  and  barriadas 
and,  in  general,  wherever  people  are  overcrowded, 
the  incidence  of  the  disease  seems  not  to  have  de- 
creased. Since  the  decrease  of  rheumatic  fever  is 
so  closely  dependent  on  social  changes,  another 
temptation  arises— to  just  sit  and  wait  for  these 
social  changes  to  occur.  This  could  be  called  the 
temptation  of  society;  or,  again,  the  temptation  of 
societal  change  as  a spectator  sport. 

The  premise  of  this  workshop  is  at  variance  with 
both  of  these  tempting  attitudes.1'2  Although  we 
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favor,  of  course,  the  abolition  of  poverty,  we  are 
not  really  willing  to  wait  for  it.  Successful  medical 
intervention  in  the  midst  of  environments  which 
persist  in  being  unfavorable  are  on  record  in  other 
fields,  and  even  in  the  field  of  streptococcal  disease 
and  its  sequels  it  has  been  possible  to  cut  down 
morbidity  by  purely  medical  means  both  in  the 
military  and  (at  least  for  recurrences  of  rheumatic 
fever)  in  free-living,  slum-dwelling,  populations  of 
children.  Other  approaches  with  which  I am  less 
familiar  will  be  described  here  today. 

We  have  preferred,  as  the  specific  title  of  this 
conference,  “Community  Control  of  Streptococcal 
Infections”  over  the  time-honored  one  of  “Primary 
and  Secondary  Rheumatic  Fever  Prevention”.  By 
our  chosen  title  we  do  not  mean  restrictively  the 
control  of  streptococcal  infections  by  the  commun- 
ity— although  community  participation  is  essential 
and  will  be  properly  highlighted  in  at  least  one 
report— but  we  do  mean  control  of  streptococcal 
infections  in  the  community— and,  by  extension,  in 
the  population  at  large.  This  is  in  contrast  with  the 
notion  of  “Treatment  of  Streptococcal  Infections  in 
Office  Practice”  or  “Treatment  of  Streptococcal  In- 
fections in  the  Outpatient  Clinic,  or  in  the  Hos- 
pital”. Because  by  community  medicine  we  don’t 
mean— as  is  meant  too  often— merely  medicine  in 
the  out-patient  department.  By  this  term  we  imply 
most  of  all  an  orientation  to  consider  as  the  patient 
the  entire  community;  and,  by  extension,  the  popu- 
lation at  large.  This  shift  of  emphasis  and  of  loyalty 
entails  a recognition  that  the  patient  who  does  not 
come  to  the  doctor  may  need  the  doctor  more  than 
the  one  who  does— and  therefore  entails  efforts  to 
bring  this  patient  to  the  doctor,  or  the  doctor  to 
this  patient.  It  also  entails  the  concept  of  quantity 
medicine.  For  several  generations  now  this  country 
has  been  hung  up  on  the  concept  of  quality  medi- 
cine, a worthwhile  ideal  no  doubt,  but  limited  in 
scope,  by  which  a few  doctors  minister  to  a few 
patients  in  a way  approved  by  other  doctors.  That 
many  other  patients  remained  out  in  the  cold  and 
never  entered  the  “health  delivery  system”  until 
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too  late,  and  then  perhaps  with  a metastatic  car- 
cinoma of  the  cervix  (that  could  have  been  cured) 
or  with  a tight  mitral  stenosis  (that  could  have 
been  prevented)  seemed  somehow  irrelevant.  We 
are  beginning  to  see  now  that  there  may  be  virtue 
in  numbers  and  that  quantity  should  complement 
quality. 

This  shift  of  emphasis  in  patient  care  is  bringing 
with  it  the  expected  amount  of  hand-wringing  but 
also,  luckily,  more  useful  enterprises,  such  as  self- 
examination  of  physicians  and  hospitals.  Lawrence 
Weed  has  remarked  that  if  hospitals  and  communi- 
ties were  the  size  of  cells  their  study  would  be  more 
fashionable  and  we  would  know  much  more  about 
them  as  a result.3  Perhaps  he  is  right.  It  is  also  true 
that  to  know  others  is  much  easier  than  to  know 
oneself,  and  the  more  distant  and  foreign  the 
“other”,  the  easier.  The  sexual  life  of  the  polyp, 
and  even  of  the  Polynesians,  became  known  much 
earlier  than  that  of  Main  Street  Americans.  It  is 
fitting,  and  it  is  cause  for  hope,  that  in  the  present 
workshop  the  streptococcus  will  share  the  limelight 
not  only  with  the  patient,  but  with  the  physician 
and  with  other  health  workers  as  well.  Laboratory 
technicians,  nurses,  voluntary  health  aides,  as  well 
as  physicians,  are  all  part  of  the  system,  together 
with  the  strep  and  the  patient,  and  as  such  it  may 
lie  useful  to  study  them  also. 

Finally,  a word  on  the  latter  part  of  our  title, 
“streptococcal  infections”.  Heart  Associations  are, 
of  course,  cardiologically-oriented  health  agencies, 


and  therefore  it  would  make  more  sense,  at  least 
Public  Relations  sense,  to  have  a conference  on  the 
rheumatic  heart.  But  the  best  way  to  protect  rheu- 
matic hearts  and  to  prevent  other  hearts  from  be- 
coming rheumatic  is  by  killing  the  strep  or  by  keep- 
ing it  at  bay.  Therefore  we’d  better  be  to  the  point, 
and  concentrate  on  the  strep,  both  in  the  title  of 
the  workshop  and  in  its  program.  Moreover,  con- 
trol of  streptococcal  infections  has  some  not-incon- 
siderable  advantages  of  its  own,  such  as  reduction 
of  the  morbidity  that  they  cause  by  themselves, 
independently  of  rheumatic  fever.  And  there  is 
acute  post-streptococcal  glomerulonephritis,  the 
prevention  of  which  may  be  an  extra  dividend. 

But  we  are  not  going  to  accrue  dividends,  extra 
or  regular,  if  we  don’t  invest.  Right  now,  of  course, 
we  are  going  to  invest  mostly  in  words,  uttered  and 
listened  to  and  read,  about  which  I am  bullish; 
later,  I hope,  in  works,  and  the  future  quotations 
are  up  to  each  of  us. 
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Streptococcal  Control  In  Schools: 
The  Wyoming  Program 

Brendan  Phibbs,  M.D. 


The  rationale  of  the  control  program  started  in 
Natrona  County  in  1954  and  later  extended  to  the 
whole  state  of  Wyoming1  is  based  on  some  simple 
statements  about  which  everyone  will  agree: 

(1)  Streptococcal  pharyngitis  should  be  diagnosed 
accurately  and  treated  adequately— primarily  be- 
cause of  the  risk  of  rheumatic  fever  and  nephritis. 

(2)  Streptococcal  pharyngitis  is  a communicable 
disease  from  which  children  should  be  protected. 
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(3)  Most  children  with  streptococcal  pharyngitis 
are  of  school  age. 

(4)  Many  children  with  streptococcal  pharyngitis 
are  not  sick  enough  to  be  away  from  school. 

(5)  Children  with  streptococcal  pharyngitis  may 
have  an  inflamed  throat  and  still  may  not  complain. 

Unfortunately,  the  diagnosis  of  streptococcal 
pharyngitis  is  anything  but  simple.  Definitive  diag- 
nosis is  impossible  at  the  time  of  the  illness  since 
it  must  be  based  on  the  subsequent  rise  of  strep- 
tococcal antibodies.  On  the  other  hand,  a purely 
clinical  diagnosis  is  too  inaccurate. 
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The  best  guide  to  management  then  is  a pre- 
sumptive diagnosis  based  on  the  presence  of  symp- 
toms or  signs  of  pharyngitis  together  with  a positive 
culture  for  group  A beta-hemolytic  streptococci. 
The  determination  of  group  is  important  because 
only  group  A causes  rheumatic  fever  and  nephritis, 
and  because  in  our  experience  beta-hemolytic  streps 
of  other  groups  are  frequent. 

The  Natrona  County,  Wyoming  project  was 
based  on  just  such  considerations.  In  brief,  every 
child  in  the  primary  schools  of  Natrona  County, 
Wyoming,  who  describes  or  admits  symptoms  of 
pharyngitis  has  a throat  culture  taken  on  the  day 
symptoms  are  described.  Symptoms  are  elicited  by 
having  teachers  inquire  every  morning  in  every 
school  room  as  to  who  has  a cold  and  who  has  a 
sore  throat. 

In  addition,  to  detect  children  with  sigtis  of 
pharyngitis  without  symptoms  (a  very  large  group 
as  we  learned)  each  child  is  inspected  for  signs  of 
pharyngitis  once  a week.  If  any  sign  of  inflamma- 
tion is  present  in  the  pharynx,  a throat  culture  is 
taken. 

Early  in  the  program,  inspecting  and  throat 
swabbing  was  carried  on  by  school  nurses;  but 
when  thousands  of  children  were  included  in  the 
surveillance  and  treatment  program,  it  quickly  be- 
came clear  that  other  help  would  have  to  be  en- 
listed. “Paramedical"  personnel  were  recruited  from 
the  PTA  group  at  the  school.  Physicians  assigned 
to  each  school  or  group  of  schools  were  responsible 
for  training  the  volunteer  workers,  often  in  their 
own  office  or  clinic,  in  the  technique  of  inspecting 
the  pharynx  and  of  taking  the  throat  swabs. 

The  point  to  be  emphasized  is  that  the  proper 
technique  of  throat  swabbing  is  critical  in  any  de- 
tection program.  In  addition  to  swabbing  the  ton- 
sillar areas,  one  should  swab  the  back  wall  of  the 
pharynx,  lift  the  uvula  with  the  throat  swab,  and 
reach  as  high  as  possible  into  the  posterior  naso- 
pharynx while  producing  mild  gagging  reaction. 
Following  this  technique,  the  incidence  of  positive 
throat  culture  may  increase  up  to  50%.  By  teach- 
ing the  volunteers  this  type  of  attention  to  detail, 
a high  degree  of  accuracy  can  be  obtained. 

In  Wyoming,  any  child  in  whom  a throat  culture 
is  found  to  be  positive  for  group  A beta-hemolytic 
streptococci  is  excluded  from  school  until  adequate 
therapy  has  been  started  and  attested  by  a phy- 
sician, or  in  the  case  of  religious  scruples,  until  a 
negative  culture  can  be  demonstrated.  Standard 


American  Heart  Association  recommendations  are 
followed  for  treatment. 

Early  in  the  study  a consistent  pattern  of  strep- 
tococcal isolation  became  clear;  a high  level  of 
streptococcal  isolates  was  always  detected  in  the 
fall  with  some  rise  as  the  children  mingled  in  the 
schoolrooms  in  September  and  early  October.  As 
the  program  went  into  effect,  there  was  a prompt 
drop  in  the  streptococcal  isolates  which  was  main- 
tained throughout  the  school  year.  After  the  Christ- 
mas holidays,  there  was  almost  always  a rise  in  the 
number  and  the  percentage  of  positive  isolates  but 
this  was  almost  always  followed  by  a drop  through 
the  spring  months  (Fig.  1). 

As  the  program  progressed  to  involve  all  the 
schools  in  the  system,  it  was  possible  to  predict  that 
the  streptococcal  isolation  rates  would  be  brought 
under  5%  throughout  practically  all  the  school 
year  in  all  populations  studied. 

Dr.  Robert  Zimmerman,  Chief  of  the  Strepto- 
coccal Section,  Ecological  Investigations  Division, 
United  States  Public  Health  Service,  had  been 
carrying  on  epidemiologic  studies  of  streptococcal 
disease  in  Colorado  schoolchildren,  and  had  estab- 
lished firm  base  line  data  for  streptococcal  isolation 
rates  and  infection  levels  in  the  region.  An  overall 
isolation  rate  for  group  A streptococcus  of  12  to 
30%  had  emerged  as  the  usual  range  for  school- 
children  in  the  region,  not  included  in  surveillance/ 
treatment  programs. 

This  same  U.S.P.H.  team  came  to  Casper, 
Wyoming  in  March  and  April  1969  (which  are 


Figure  1 

Seasonal  pattern  of  group  A prevalence  in  school  children 
of  Natrona  County. 
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peak  winter  months  in  this  part  of  the  country) 
and  studied  the  Natrona  County  school  children 
using  the  same  technique  applied  in  the  Colorado 
communities  which  had  been  under  investigation 
by  this  team. 

Throat  cultures  were  taken  on  a randomized 
sample  of  almost  five  hundred  children.  The 
throat  swabs  were  placed  in  appropriate  media 
and  were  processed  in  the  United  States  Public 
Health  Service  laboratory  in  Ft.  Collins,  Colorado. 

Serum  samples  were  also  drawn  on  all  children 
studied  and  both  group  and  type  specific  antibody 
levels  were  determined. 

There  was  an  overall  isolation  rate  of  1.3  per 
cent  in  the  Natrona  County  school  children.  This 
is  lower  than  any  previously  reported  in  a temper- 
ate zone  schoolchild  population.  Detailed  data  are 
shown  in  Fig.  2. 

Group  A antibody  was  found  in  only  38.5%  of 
the  Natrona  County  school  children  in  comparison 
with  87-72%  found  in  Colorado  and  North  Dakota 
school  children.  Similarly,  type  specific  antibodies 
against  the  predominant  serotypes  were  found  only 
in  50%  of  the  children,  as  opposed  to  85%  in 
children  of  other  Colorado  communities  (Fig.  3). 
Analyzing  the  data  differently,  50%  of  the  Natrona 
County  schoolchildren  manifested  no  streptococcal 
antibody,  or  manifested  type  specific  antibody 
against  only  one  of  the  predominant  serotypes, 
while  only  15%  of  the  Colorado  schoolchildren  fell 
into  these  categories,  the  remainder  manifesting 
type-specific  antibody  against  two  or  more  of  the 
predominant  serotypes. 

Thus,  it  was  documented  beyond  question  that 
vigorous  surveillance  and  treatment  could  indeed 
lower  the  isolation  rate  and  lower  the  rate  of  in- 
fection as  manifested  by  antibody  levels. 

The  United  States  Public  Health  group  headed 
by  Dr.  Zimmerman  carried  on  a surveillance  and 
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Figure  2 

Comparison  of  group  A prevalence  during  similar  time 
periods  in  three  Colorado  communities  with  Casper,  Wyoming. 


treatment  project  in  the  Sangre  de  Cristo  school 
district  in  the  San  Luis  Valley  in  Colorado.2  A 
protocol  identical  to  the  Natrona  County  protocol 
was  used.  Starting  with  a high  isolation  rate  (over 
25%)  these  workers  found  that  the  streptococcal 
isolation  rate  dropped  almost  to  the  vanishing 
point  and  has  been  maintained  so  ever  since  (Fig. 

4). 

Other  observations  glowing  out  of  this  study  are 
that  there  is  a very  large  concentration  of  strepto- 
coccal isolates  in  kindergarten,  first,  and  second 
grade  children  with  a linear  drop  through  sixth 
grade.  This  has  been  a consistent  finding  of  every 
year  of  the  program. 

Another  finding  of  interest  has  been  the  concen- 
tration of  streptococcal  isolates  in  lower  socio- 
economic areas.  Consistently,  schools  which  drew 
from  areas  where  children  lived  in  poor,  crowded 
housing,  and  frequently  in  trailers  showed  strepto- 
coccal isolation  rates  manyfold  those  of  the  more 
prosperous  school  districts. 

But  the  ultimate  question  on  which  the  worth 


Casper.  Wyoming 

Colorado  Communities 

Age 

Age 

< 13yrs. 

_>  13yrs. 

Total 

< 13yrs. 

it'3 

yrs. 

Total 

Antibodies 
Against 
M Types 
1.5.6.  or  12 

No. 

%of 

all 

chil- 

dren 

No. 

®o  0 f 
all 
chil- 
dren 

No. 

loOf 

all 
chi  1 • 
dren 

No. 

%of 

all 

chil- 

dren 

No 

%of 

all 

chil- 

dren 

No. 

%of 

all 

chil- 

dren 

No  Strep 
Antibodies 

68 

16 

47 

11 

115 

27 

18 

5 

5 

2 

23 

7 

Antibodies 
Against 
1 M-Type 

72 

17 

29 

7 

101 

24 

21 

6 

5 

2 

26 

8 

2 M-Types 

46 

10 

35 

8 

81 

18 

42 

13 

29 

9 

71 

22 

3 M-Types 

29 

7 

25 

6 

54 

13 

58 

17 

40 

12 

98 

29 

4 M-Types 

27 

6 

51 

12 

78 

18 

56 

17 

58 

17 

114 

34 

TOTAL 

242 

56 

187 

44 

429 

100 

195 

58 

137 

42 

332 

100 

Figure  3 

Comparison  of  type  specific  antibodies  against  the  pre- 
dominant serotypes  with  Casper,  Wyoming  and  Colorado 
communities. 


Figure  4 

Comparison  of  group  A prevalence  in  Sangre  de  Cristo 
school  district  with  three  Colorado  communities. 
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of  such  a project  must  be  based  is  simple:  are  new 
cases  of  rheumatic  fever  or  nephritis  actually  being 
prevented? 

Statistics  in  the  State  Health  Department  which 
will  be  the  subject  of  a forthcoming  publication  in- 
dicate a sharp  drop  in  cases  of  rheumatic  fever  in 
communities  like  Casper  which  have  instituted  in- 
tensive streptococcal  surveillance  and  treatment 
programs  in  the  last  six  years  compared  to  those 
communities  which  have  not. 

In  addition,  a streptococcal  epidemic  occurred  in 
1957-59  at  a time  when  only  the  school  children 
had  been  included  in  the  prevention  program;  the 
remainder  of  the  population  in  the  County  could 
thus  be  considered  a control  group,  since  none  of 
the  tangential  benefits  of  our  program  had  yet 
accrued,  i.e.,  free  throat  swabs  provided  in  every 
physician’s  office,  family  follow-ups  found  to  be 
positive  for  strep,  and  vigorous  wide-spread  profes- 
sional and  public  education. 

During  the  epidemic  years  1957-58  and  1958-59 
there  were  25  new  cases  of  rheumatic  fever  in  the 
population  of  Natrona  County  not  under  surveil- 
lance, i.e.,  young  adults  and  a few  preschool  chil- 
dren (Fig.  5).  At  the  time,  there  were  only  four 
cases  of  rheumatic  fever  in  the  12,500  children 
under  surveillance.  Under  usual  circumstances,  the 
children  in  the  primary  school  population  should 
have  had  about  80%  of  all  cases  recorded;  and  so, 
it  seems  unmistakable  that  significant  protection 
was  in  fact  afforded. 


Figure  5 

New  cases  of  rheumatic  fever,  Natrona  County,  Wyoming. 


The  conclusion,  therefore,  is  that  this  type  of 
streptococcal  surveillance  and  treatment  program 
can  in  fact  alter  the  total  streptococcal  milieu  in 
a favorable  manner  and  that  in  an  epidemic  situa- 
tion it  can  afford  significant  protection  against 
occurrence  of  new  cases  of  rheumatic  fever. 

A few  final  comments  are  in  order:  first,  the 
use  of  paramedical  personnel  to  do  the  throat 
swabbing  was  at  first  regarded  as  a possible  liability. 
It  has  proved  instead  to  be  an  asset.  It  has  made 
the  cost  per  culture  so  low  that  the  program  is 
economically  feasible.  Second,  the  educational  im- 
pact of  training  several  thousand  mothers  thoroughly 
in  the  technicjues  of  streptococcal  detection  and 
treatment  is  remarkable.  It  is  safe  to  say  that  the 
lay  education  in  this  context  in  Natrona  County, 
Wyoming  is  far  ahead  of  the  usual  level  of  pro- 
fessional information  in  counties  without  such 
programs. 

Second,  the  possibility  that  streptococcal  disease 
or  the  sequelae  thereof  would  appear  in  the  young 
adult  population  which  had  grown  up  through  this 
program  was  a major  concern.  Careful  follow-up  of 
hospital  admissions  and  health  department  statistics 
for  15  years  have  shown  no  increase  in  rheumatic 
fever,  nephritis,  or  other  manifestations  of  strepto- 
coccal disease  in  the  young  adult  population  of  Na- 
trona Co.  One  may  assume  that  this  kind  of  program 
simply  “convoys”  the  children  through  the  ages  of 
peak  susceptibility  to  rheumatic  fever  and  nephritis, 
i.e.,  from  about  5-17  years  old,  after  which  time 
intimate  exposure  to  large  groups  decreases,  and 
with  it  the  risk  of  contagion.  The  immunity  of 
the  host  may  also  be  altered  in  a favorable  man- 
ner so  that  streptococcal  disease  in  the  adult  simply 
is  not  the  problem  it  is  in  the  young  to  adolescence 
group. 
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Streptococcal  Infections  And  Their  Control 

In  The  Inner  City: 

The  Sinai-Druid,  Baltimore  Experience 

Beryl  Rosenstein,  M.D. 


The  relation  of  rheumatic  fever  incidence  to 
poverty,  and  especially  to  overcrowding,  suggests 
that  the  most  effective  approach  to  rheumatic  fever 
prevention  may  be  through  screening  programs  in 
poverty  areas.  The  problems  involved  in  such  pro- 
grams are  considerable,  however,  as  I learned  by 
experience  in  conducting  a pilot  school-centered 
streptococcal  control  program  in  the  inner  city  of 
Baltimore. 

I he  project  was  carried  out  at  the  Sinai-Druid 
comprehensive  pediatric  care  clinic,  a Sinai  Hos- 
pital satellite  clinic,  originated  by  Dr.  Milton  Mar- 
kowitz. The  aim  of  the  project  was  to  detect  and 
to  treat  those  streptococcal  infections  that  because 
of  their  mildness  are  not  usually  brought  to  medical 
attention.  A secondary  aim  was  to  study  the  effect 
of  prior  clinic  attendance  on  patients’  compliance. 
The  program  involved  two  inner  city  elementary 
schools,  school  #101  with  690  pupils  and  school 
#137  with  980  pupils.  It  was  carried  out  from 
December  1968  through  April  1969  and  December 
1969  through  April  1970,  thus  covering  two  full 
“streptococcal  seasons’’.  These  schools  were  selected 
because  they  were  near  the  Sinai-Druid  Clinic,  and 
because  their  population  was  split  in  terms  of 
medical  care;  about  2/3  utilized  the  Sinai-Druid 
Clinic  and  1/3  a variety  of  other  community 
facilities. 

Letters  were  sent  to  all  parents  explaining  the 
program  and  asking  for  written  consent.  These 
letters  were  returned  by  only  71%  of  the  families. 

The  parent  of  a child  attending  one  of  the 
schools  was  trained  as  a community  health  aide, 
to  do  throat  cultures  and  to  keep  basic  records,  and 
a series  of  meetings  were  held  for  teacher  orienta- 
tion. Each  day  teachers  screened  the  children  in 

DR.  BERYL  ROSENSTEIN,  Assistant  Professor  of  Pedi- 
atrics, The  Johns  Hopkins  University  School  of  Medicine; 
Assistant  Attending  Physician,  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland. 


their  classroom  for  illness  evidenced  by  complaints 
such  as  headache  or  sore  throat  or  by  such  symp- 
toms as  cough,  tiredness,  etc.  The  children  thus 
identified  were  then  sent  to  the  health  station  where 
a throat  culture  was  taken.  The  cultures  were 
processed  at  the  streptococcal  disease  laboratory  of 
the  Sinai  Hospital.  The  following  morning  the  cul- 
tures were  examined  and  the  names  of  the  children 
with  cultures  positive  for  beta-hemolytic  strep- 
tococci were  communicated  by  phone  to  a health 
aide  in  the  school. 

These  children  were  then  given  a form  letter 
(Figure  1)  to  take  home,  which  explained  the 
potential  danger  of  a streptococcal  infection  and 
directed  the  parents  to  seek  immediate  medical  at- 
tention either  at  the  Sinai-Druid  Clinic  or  at  any 
other  facility  of  their  choice.  A return  postcard  was 
attached  to  the  letter,  to  be  signed  by  the  treating 
physician. 

If  the  postcard  did  not  come  back  within  48 
hours,  the  family  was  contacted  by  telephone  and 
if  it  did  not  come  back  within  72  hours,  a home 
visit  was  made  by  a public  health  nurse  from  the 
Clinic.  We  classified  the  responses  as  immediate, 
when  the  child  was  treated  on  the  basis  of  the  letter 
or  delayed,  when  he  was  treated  only  after  a tele- 
phone call  or  home  visit.  The  children  who  came 
to  the  Sinai-Druid  Clinic  were  treated  with  1.2 
million  units  of  Benzathine  penicillin  I.M. 

1330  cultures  were  obtained  from  668  children 
in  the  two  schools  and  of  these  190  or  14.3%  were 
positive  for  beta-hemolytic  streptococci  (Table  1). 
Of  the  668  children  who  were  cultured,  178,  or 
26.5%,  were  positive  on  at  least  one  occasion. 

These  culture  results  can  be  compared  with 
those  obtained  from  a small  group  of  108  well  chil- 
dren from  school  #104  and  also  with  the  results  of 
cultures  obtained  from  1,037  children  who  pre- 
sented to  the  Sinai-Druid  Clinic  with  a variety  of 
respiratory  infections  (Table  2). 
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FTW  DRI  ID  COMPREHENSIVE  PEDIATRIC  CENTER 
Druid  Health  Center 
1515  W.  North  Avc.  Balto.,  Md.  21217 


Dear  Mrs.  _________________ 

As  a result  of  a Throat  Test  taken  on  we 

found  a throat  infection  that  recruires  immediate  treatment. 

Please  bring  to  the  Sinai-Druid 

Kealh  Center,  1515  W.  North  Avenue,  which  is  open  from  9 a.m, 
to  8 p.m.  Monday  through  Friday  and  9 a.m.  to  Noon  on  Satur- 
days; OR  to  the  private  doctor  or  clinic  at  which  your  child 
is  usually  treated.  This  should  be  done  within  36  hours. 


1 he  percentage  of  positive  cultures  in  the  sick 
children  cultured  at  school  was  almost  3 fold  higher 
than  that  found  in  the  well  controls. 

In  comparing  the  streptococci  isolated  from  the 
sick  children  at  school  with  those  isolated  from 
children  with  a variety  of  respiratory  infections 
seen  at  Sinai-Druid  Clinic,  it  can  be  seen  that  there 
is  a slightly  higher  incidence  of  non-group  A iso- 
lates from  the  school  population  (Table  3).  80%  of 
the  isolates  from  the  sick  children  presenting  to 
Sinai  were  group  A,  and  70%  of  the  isolates  from 
the  school  population  were  group  A.  Of  the  group 
A isolates  however,  the  percentages  which  were 
typeable  were  similar  in  both  groups.  Also,  if  one 
looks  at  the  M and  T typing  data,  it  can  be  seen 
that  the  same  types  predominate  in  both  groups 
(Table  4). 

The  next  two  tables  show  family  compliance  in 
bringing  children  with  positive  cultures  for  medical 
care.  In  this  first  table  (Table  5)  we  compared  com- 
pliance in  two  groups  of  families,  one  group  having 


Please  bring  this  letter  with  you. 

Sincerely, 


TABLE  3 

COMPARISON  OF  STREPTOCOCCI  ISOLATED  FROM  SICK 
CHILDREN  AT  SCHOOL  104  AND  SINAI-DRUID  CLINIC 


No. 

Gr 

oup  A 

Typable 

Mrs.  Pearl  Holland 

Isolates 

No. 

Percent 

No. 

Percent 

Figure  1 

Sick  Children 

Form  letter  sent  by 

Druid  Clinic  to  parents  of  children 

Sinai-Druid 

found  to  have  throat 

culture  positive  for 

beta-hemolytic 

Clinic 

98 

80 

(82) 

58 

(73) 

strep. 

Sick  Children 

School  104 

106 

70 

(66) 

52 

(74) 

TABLE  1 

SCHOOL  THROAT  CULTURE  RESULTS 


Period 
of  Study 

School 

No. 

Children 

Cultured 

No. 

Cultures 

Obtained 

No. 

Positive  % 

Beta  Strep  Positive 

1/68-4/69 

#137 

344 

440 

84 

19.9 

1/69-4/70 

#104 

324 

890 

106 

11.9 

Total 

668 

1330 

190 

14.3 

TABLE  2 

COMPARISON  OF  THROAT  CULTURES  OBTAINED 
FROM  SICK  CHILDREN  AT  SCHOOL  AND  CLINIC 
AND  WELL  CONTROLS  AT  SCHOOL 

No.  Culture 

No.  Positive 

Group  Obtained 

Beta  Strep. 

Percent 

Sick  Children, 

School  1330 

Sick  Children, 

190 

14.3 

Sinai-Druid  Clinic  1037 

Well  Children, 

228 

22 

School  #104  108 

6 

5.6 

TABLE  4 

TYPING  OF  BETA  HEMOLYTIC  STREPTOCOCCI,  CROUP  A 
ISOLATED  FROM  SICK  CHILDREN  AT  SCHOOL  104 
AND  SINAI-DRUID  CLINIC 


Sinai-Druid  Clinic 
(58  Isolates) 

School  104 
(52  Isolates ) 

M-Type 

1 

3 

4 

3 

4 

1 

4 

— 

1 

5 

— 

4 

6 

3 

— 

11 

5 

4 

12 

10 

21 

T -Type 

1 

1 

1 

3 

9 

1 

6 

1 

— 

9 

1 

— 

5/11/12/27/44 

11 

10 

25/IMP  19 

12 

3 

28 

5 

9 
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had  any  type  of  prior  contact  with  the  Sinai-Druid 
Clinic  and  the  other  group  having  had  no  prior 
contact.  This  is  what  we  previously  referred  to  as 
the  split  population  in  terms  of  patterns  of  medical 
care.  It  is  obvious  from  these  data  that  there  is 
no  correlation  between  prior  clinic  contact  and 
immediacy  of  family  response.  There  was  an  im- 
mediate response  in  56%  of  those  families  with  no 
prior  contact  with  the  Clinic,  and  in  46%  of  those 
families  who  had  initiated  prior  contact  with  the 
Sinai-Druid  Clinic.  It  should  also  be  noted  that 
even  with  follow-up  by  telephone  and  by  home 
visiting  by  the  public  health  nurse,  we  were  not 
able  to  motivate  the  families  of  19%  of  these  chil- 
dren to  initiate  medical  care. 

On  the  next  table  (Table  6)  we  look  at  compli- 
ance from  school  #104,  in  relation  to  the  type  of 
contact  the  children  had  with  the  Sinai-Druid 
Clinic,  for  example:  for  acute  care  only,  preventive 
care,  or  no  clinic  contact.  These  numbers  are  of 
course  small  but  again  there  do  not  appear  to  be 
any  great  differences  among  the  groups,  as  far  as  a 
relationship  between  immediacy  of  response  or  re- 
sponse in  general  and  type  of  contact  they  had  with 
the  Sinai-Druid  Clinic. 

It  is  to  be  emphasized  that  these  data  represent 


preliminary  results  from  a pilot  study.  It  is  perti- 
nent, however,  that  there  were  many  problems  that 
had  to  be  resolved  with  school  officials  before  the 
program  became  operational.  We  found  it  very 
difficult  to  maintain  the  motivation  of  the  teachers 
throughout  the  duration  of  the  study.  There  were 
comments  from  school  officials  and  from  teachers 
that  there  was  just  too  much  interference  by  a 
variety  of  health  projects  which  they  thought  were 
overburdening  the  teachers  and  really  taking  up 
too  much  of  the  time  ordinarily  devoted  to  the 
educational  process.  During  the  same  period,  the 
children  were  being  studied  for  evidence  of  iron 
deficiency  anemia,  they  were  being  vaccinated 
against  rubella,  and  they  were  being  given  a variety 
of  achievement  tests.  We  think  that  this  multitude 
of  activities  interfered  with  the  motivation  of  the 
school  administration  and  teachers.  Be  that  as  it 
may,  only  71%  of  the  eligible  families  chose  to 
participate  in  the  program  and  even  with  inten- 
sive follow-up  efforts  only  81%  of  the  children  with 
positive  cultures  eventually  received  treatment.  Al- 
though it  is  logistically  feasible  to  screen  an  inner 
city  school  population  for  mild  streptococcal  infec- 
tions, it  will  take  considerable  organizational  effort 
to  make  it  succeed. 


TABLE  5 

FAMILY  RESPONSE  IN  INITIATING  THERAPY 
IN  RELATION  TO  PRIOR  CONTACT  WITH  CLINIC 


Patient  Status 

No. 

Immediate 

No. 

Response 

(%) 

Delayed  Response 
No.  (%) 

No 

No. 

Response 

(%) 

Prior  Contact 
With  Clinic 

140 

64 

(46) 

47 

(33) 

29 

(21) 

No  Prior  Contact 
With  Clinic 

50 

28 

(56) 

15 

(30) 

7 

(14) 

Total 

190 

92 

(48) 

62 

(33) 

36 

(19) 

TABLE  6 

FAMILY  RESPONSE  IN  INITIATING  THERAPY  IN  RELATION 
TO  PRIOR  CONTACT  WITH  CLINIC,  SCHOOL  #104  ONLY 

Immediate 

Response 

Delayed  Response 

No 

Response 

Patient  Status 

No. 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Preventive  Care 

64 

25 

(39) 

24 

(37) 

15 

(24) 

Acute  Care  Only 

20 

8 

(40) 

5 

(25) 

7 

(35) 

No  Clinic  Contact 

22 

12 

(54) 

5 

(23) 

5 

(23) 

Total 

106 

45 

(42) 

34 

(32) 

27 

(26) 
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Streptococcal  Control  In  Colorado 

Ham  Jackson,  M.D. 


It  is  well  known  that  the  diagnosis  of  strep- 
tococcal pharyngitis  cannot  be  made  accurately  on 
the  basis  of  the  clinical  picture  alone.  This  is  no 
less  true  in  Colorado  (and  in  our  own  practice) 
than  anywhere  else,  and  our  primary  reason  to  take 
throat  cultures,  therefore,  is  to  attain  diagnostic 
accuracy.  There  are  other  reasons,  however,  which 
are  less  commonly  appreciated. 

We  find  that  a positive  throat  culture  provides 
much  needed  additional  motivation  to  complete  the 
course  of  therapy,  whenever  an  oral  medication  is 
prescribed.  Without  the  intimation  of  seriousness 
provided  by  this  laboratory  test,  the  temptation 
may  be  irresistable  to  stop  therapy  as  soon  as  the 
symptoms  abate,  that  is,  after  2 or  3 days,  rather 
than  continuing  it  for  at  least  10  days  as  required 
for  optimum  eradication  of  the  streptococci  from 
the  throat  and  prevention  of  rheumatic  fever.  But 
even  with  adequate  treatment,  failures  to  eradicate 
the  organism  may  occur.  Follow-up  cultures  detect 
such  failures.  Moreover,  they  provide  additional 
motivation  to  complete  the  therapy,  as  well  as  an 
opportunity  to  interview  the  patient  regarding 
possible  sequelae. 

Throat  cultures  are  also  useful  in  identifying 
streptococcal  infections  among  close  family  con- 
tacts of  symptomatic  patients.  Treatment  of  con- 
tacts with  positive  throat  cultures,  even  if  they 
have  no  symptoms,  may  go  a long  way  toward  the 
prevention  of  those  cases  of  rheumatic  fever  that 
occur  without  a preceding  symptomatic  pharyngitis. 
Finally,  a throat  culture  prior  to  treatment  may 
facilitate  the  diagnosis  of  a subsequent  illness  sug- 
gestive of  ARF. 

Colorado's  Cultural  Program 

In  Colorado  the  streptococcal  control  program  is 
designed  to  fit  into  the  clinical  practice.  Ideally  all 
physicians  should  have  the  proper  training,  equip- 
ment and  motivation  to  process  pharyngeal  cultures 
in  their  own  offices.  However,  since  this  was  not 
the  case,  in  1959  the  Colorado  Heart  Association 
and  the  State  Health  Department  cooperatively 
established  and  promoted  a mail-in  culture  service.1 

DR.  HAM  JACKSON,  Attending  Physician,  Fort  Morgan 
Community  Hospital,  Fort  Morgan,  Colorado. 


Since  then  the  service  has  been  made  available  in 
6 local  health  department  laboratories  around  the 
state.  The  rapid  growth  to  over  325,000  cultures 
per  year  (147  cultures  per  1000  population)  did  not 
occur  without  extensive  lay  and  professional  educa- 
tion. 

The  Office  Procedure  Using  The  Mail  in  Service 

The  usual  routine  when  a patient  presents  with 
an  upper  respiratory  infection  is  to  swab  the 
pharynx  with  a dacron-tipped  applicator  getting 
behind  the  posterior  pillar  and  rubbing  any  in- 
flamed or  exudative  areas.  To  insure  an  adequate 
specimen,  this  should  be  done  with  enough  vigor 
to  induce  gagging.  Incidentally,  this  frequently 
brings  unsuspected  inflammatory  areas  into  view. 
The  swab  is  then  rolled  on  a small  filter  paper  strip 
provided  by  the  health  department.  Prior  to  fold- 
ing into  its  protective  covering,  the  strip  is  allowed 
to  dry.  Streptococci  survive  drying  better  than  other 
pharyngeal  bacteria2  and  therefore  drying  is  a selec- 
tive procedure.  The  labelled  specimens  are  mailed 
in  daily  to  the  appropriate  health  department 
where  they  are  processed  as  described3.  Unless  indi- 
cated by  purulent  complications,  antibiotics  are 
withheld  pending  the  culture  results.  Positives  are 
reported  to  the  physician  via  phone  often  within 
48  hours,  usually  by  72  hours,  and  only  rarely  after 
96  hours.  When  a positive  report  is  received  the 
patient  or  his  parent  is  contacted  and  requested 
to  pick  up  an  appropriate  antibiotic  prescription 
and  to  bring  in  all  family  contacts  for  cultures. 
Finally  the  patients  are  instructed  to  return  3 or 
4 days  after  completing  therapy  for  a follow-up 
culture. 

Physician  Acceptance 

A 1967  survey  showed  that  of  the  physicians  who 
treat  respiratory  infections  in  Colorado,  89%  did 
some  throat  culturing  and  40%  took  throat  cultures 
routinely4.  Fifty-five  percent  of  the  physicians  used 
the  mail  in  service,  33%  used  private  laboratories 
and  24%  processed  cultures  in  their  own  office. 
These  figures  suggest  that,  contrary  to  what  one 
might  expect,  the  health  department  service  stimu- 
lated rather  than  inhibited  these  alternative  means 
of  processing  throat  cultures. 
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Patient  Acceptance 

Not  only  are  patients  willing  to  accept  cultures, 
they  soon  learn  to  expect  and  even  demand  them. 
Figures  1 and  2 from  a previous  report5  graphically 
illustrate  that  patients  almost  always  return  for  the 
necessary  medication,  that  cultures  are  done  on  a 
high  percentage  of  family  contacts,  and  that  a 
surprisingly  high  percentage  (G8%)  will  return  after 
they  are  well,  for  a follow-up  culture. 

Results 

T he  effect  of  a throat  culture  program  on  the  in- 
cidence of  streptococcal  infections  and  sequels  has 
never  been  studied  in  a rigorously  controlled  man- 
ner. However,  a detailed  study  in  Northeast 
Colorado5  showed  a marked  reduction  of  the  ARF 
incidence  in  Morgan  County,  where  the  culture 
program  was  being  extensively  used,  but  not  in  the 
neighboring  5 counties,  where  it  was  used  much 
less  (Figures  3 and  4).  Over  a 15-year  period  end- 
ing in  1967  Colorado’s  death  rate  for  ARF  de- 
creased from  22.6  to  1.54/million,  and  its  rank 
among  the  States  improved  from  48th  to  10th.G 
Data  for  all  50  states  indicate  a correlation  between 
the  utilization  of  throat  cultures  and  the  decrease 
of  ARF  death  rates.7 


Figure  1 

Acceptance  of  recommended  treatment  in  2004  patients 
with  streptococcal  pharyngitis  (Courtesy  of  the  J.A.M.A.). 
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Figure  2 

Acceptance  of  household  contact  cultures  (Courtesy  of  the 
J.A.M.A.). 


Cost 

Fhe  cost  per  culture  is  60£  for  the  state  health 
department  and  from  80(2!  to  $1.29  for  local  health 
departments,  depending  on  the  number  of  cultures 
processed.8  The  added  cost  in  the  physician’s  office 
is  small  and  is  easily  covered  by  a charge  of  $1  or 
$2  per  culture.  The  financial  impact  on  the  patient 
and  the  public  is  complex;  however,  data  from 
Morgan  County  suggest  considerable  direct  savings 
as  a result  of  the  program,  even  on  a short  term 
basis.7 

Summary  and  Conclusion 

We  have  the  knowledge,  the  technical  ability, 
the  facts,  the  figures  and  the  logic  to  back  up  what 


County  Counties 

Figure  3 

Utilization  of  pharyngeal  cultures.  Comparison  of  the  six 
counties  of  Northeastern  Colorado  (1961-1963)  (Courtesy  of 
the  J.A.M.A.). 
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Figure  4 

Rheumatic  fever  incidence  in  Northeastern  Colorado  be- 
fore and  after  Colorado  Heart  Association  pharyngeal  cul- 
ture program  (Courtesy  of  the  J.A.M.A.). 
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we  are  doing.  The  problem  is  how  to  convert 
knowledge  into  useful  action.  In  Colorado  this  has 
been  accomplished  largely  through  cooperation  be- 
tween a very  strong  Heart  Association,  enlightened 
health  departments  and  medical  societies,  and  a 
few  medical  evangelists. 
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New  Insight  On  Resistance 
To  Influenza  In  Man 

Influenza  A virus  has  two  distinct  glycopro- 
teins on  its  surface;  hemagglutinin  and  neura- 
minidase. Antibodies  to  the  internal  proteins  of 
the  virus  appear  to  offer  no  protective  advan- 
tage.1 For  this  reason  attention  has  been  directed 
largely  towards  the  two  external  proteins.  The 
proteins  of  the  coat  are  antigenically  distinct 
structures  and  each  may  independently  undergo 
mutation.  There  is  substantial  evidence  in  man 
that  anti-hemagglutinin  antibody  confers  resist- 
ance to  influenza  illness.  In  contrast  there  is  no 
information  concerning  the  possible  role  of  anti- 
neuraminidase antibody  (ANAB)  in  resistance 
to  influenza  in  man. 

In  vitro  studies  suggest  that  antibody  to  neu- 
raminidase prevents  release  of  virus  from  infected 
cells  and  can  bring  about  immune  aggregation. 
Mice  and  chickens  which  possess  specific  ANAB 
without  accompanying  anti-hemagglutinin  anti- 
body exhibit  resistance  to  fatal  disease  when 
challenged  with  influenza  A virus.  Murphy  and 
his  colleagues3  now  provide  the  first  evidence 
that  antibody  directed  against  influenza  virus 
neuraminidase  is  also  associated  with  resistance 
to  disease  in  man. 

They  studied  21  volunteers  with  regard  to 
their  content  of  ANAB  and  their  response  to  a 
challenge  of  Hong  Kong  influenza  A.  Men  who 
lacked  antibody  to  hemagglutinin  and  also  had 
varying  levels  of  ANAB  as  a result  of  natural 
infection  with  a preceding  influenza  A virus  sub- 
type  were  in  the  group  studied.  Those  without 
antibody  to  neuraminidase  developed  the  full 
blown  disease.  When  challenged  with  influenza 
A virus  those  with  small  amounts  of  anti-neura- 
minidase antibody  developed  mild  clinical  disease 
and  those  with  moderate  amounts  of  ANAB  de- 
veloped subclinical  infection  on  challenge  and 
little  shedding  of  virus.  As  expected  those  with 
considerable  amounts  of  anti-neuraminidase 
antibody  were  immune  on  challenge  with  the 
influenza  A virus. 

The  findings  from  this  study  suggested  that 
ANAB  provided  protection  against  illness  experi- 


mentally induced  by  influenza  A virus.  When 
one  analyzes  the  epidemiologic  data  obtained 
from  surveillance  of  influenza  A virus  infections 
over  the  past  40  years  a similar  effect  of  this 
antibody  is  not  immediately  apparent.  However, 
the  naturally  occurring  influenza  infection  is  a 
complex  problem.  For  example  the  virus  respon- 
sible for  the  1957  pandemic  differed  from  pre- 
ceding influenza  viruses  in  both  its  hemagglu- 
tinin and  neuraminidase.  Therefore  anti-neura- 
minidase antibody  was  not  present  before  the 
disseminations  of  the  1957  virus.  The  1968 
pandemic  was  caused  by  a virus  that  had  under- 
gone major  antigenic  change  only  in  the  hemag- 
glutinin. 

We  now  need  some  understanding  of  the  im- 
munologic events  that  follow  the  encounter  of 
neuraminidase  with  antibody.  Antibody  may  act 
by  inhibiting  enzyme  action  that  may  be  essen- 
tial for  virus  survival  or  it  may  act  simply  by 
combining  with  neuraminidase  that  happens  to 
be  conveniently  located  on  the  surface  of  the 
virus.  Our  paucity  of  knowledge  of  the  mech- 
anism of  neuraminidase  antibody  activity  should 
not,  however,  detract  from  an  appreciation  of  its 
possible  importance.  Perhaps  the  Hong  Kong 
pandemic  of  1968-69  might  have  been  more 
severe  if  major  antigenic  changes  had  occurred 
in  both  hemagglutinin  and  neuraminidase  as  in 
1957.  And  of  course  one  can  speculate  as  to  the 
effectiveness  of  a neuraminidase  vaccine  in  the 
event  of  a pandemic  caused  by  a virus  that  ex- 
hibits major  antigenic  changes  only  in  the 
hemagglutinin  as  occurred  in  1968-69. 

In  this  regard  Kilbourne4  has  gone  one  step 
further  and  suggested  that  such  a vaccine  may 
even  be  preferable.  He  reasons  that  a person  with 
antibody  to  neuraminidase  would  upon  exposure 
to  the  prevalent  strain  become  infected  but  not 
ill  and  not  likely  to  transmit  the  disease  to 
others.  In  the  process  he  would  gain  the  best 
possible  immunity  from  the  natural  infection. 

Murphy’s  findings  have  clear  therapeutic  im- 
plications if  confirmed.  We  can  no  longer  ignore 
a major  antigenic  constituent  of  the  influenza 
virion.  Surveillance  of  influenza  viruses  must  be 
concerned  with  antigenic  changes  in  both  the 
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hemagglutinin  and  the  neuraminidase.  All  vac- 
cines, live  or  inactivated,  must  be  formulated 
and  evaluated  on  the  relevancy  and  potency  of 
both  these  antigens. — L.H.N. 
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An  Animal  Model  For 
Studying  Human  Hypertension 

By  selective  breeding,  a colony  of  spontane- 
ously hypertensive  rats  was  developed  by  Pro- 
fessor Kozo  Okamoto  of  the  Department  of 
Pathology,  Kyoto  University,  Japan.  With  the 
cooperation  of  Professor  Okamoto,  a colony  was 
established  at  the  NIH  in  1966  under  the  super- 
vision of  Dr.  Carl  Hansen.  From  this  initial  colony 
at  Bethesda  there  now  exist  some  40  groups 
throughout  this  country  that  have  established 
colonies  of  these  hypertensive  rats.  Colonies  exist 
in  many  other  countries  as  well. 

Genetic  strains  of  hypertensive  animals  offer 
certain  advantages  as  experimental  models  of 
hypertension  inasmuch  as  the  hypertension  de- 
velops without  intervention  of  surgery  or  other 
manipulative  practice.  The  basic  question,  of 
course,  concerns  the  pathogenesis  of  the  hyper- 
tension in  these  animals  and  the  question  of 
whether  the  progressive  hypertension  that  is 
seen  with  increasing  age  and  the  course  of  histo- 
pathology  that  ensues  is  similar  to  that  of  essen- 
tial hypertension  in  man. 

A large  proportion  of  papers  at  the  symposium 
in  Kyoto1  and  the  discussion  was  centered  on 
the  sympathetic  nervous  system  and  the  renin- 
angiotensin  system  to  determine  whether  these 
were  implicated  in  the  hypertension  in  the  ani- 
mal model.  A number  of  groups  reported  that  if 
anything,  this  system  exhibited  reduced  activity 
as  a compensatory  mechanism  for  hypertension. 
Thus,  the  spontaneously  hypertensive  rat  ap- 
pears to  be  an  excellent  model  of  human  essen- 
tial hypertension  in  that  the  hypertension  is  a 
hereditary  component  and  does  not  appear  to 
be  of  primary  repal  or  simple  neurogenic  origin. 


Studies  were  reported  also  on  the  use  of  these 
animals  to  evaluate  the  therapeutic  efficacy  of 
antihypertensive  agents.  Despite  the  availability 
of  many  animal  models  to  evaluate  hypotensive 
drugs,  the  action  of  the  commonest  used  hypo- 
tensive drugs  was  first  observed  in  man.  In  gen- 
eral, it  was  found  that  the  spontaneously  hyper- 
tensive rat  appears  to  be  a sensitive  experimental 
model  for  evaluating  hypotensive  drugs.  Studies 
on  two  new  and  interesting  drugs,  fusaric  acid 
and  oudenone,  were  presented. 

Another  point  repeatedly  brought  out  was  that 
the  sequelae  of  hypertensive  rats  resemble  those 
seen  in  essential  hypertension  in  man.  These  in- 
clude the  cerebral  damage,  arteriosclerosis  and 
cardiac  hypertrophy.  Of  great  significance  to 
clinical  medicine  is  the  observation  that  these 
changes  did  not  occur  in  animals  in  which  the 
pressure  was  kept  from  rising  by  treatment  with 
antihypertensive  drugs. 

These  animal  models  offer  an  opportunity  to 
answer  critical  questions  with  regard  to  human 
essential  hypertension.  Futhermore,  the  fact  that 
they  are  available  makes  it  possible  to  compare 
the  results  of  investigators  in  different  labora- 
tories.— L.H.N. 
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Placement  Opportunities 


Allergist— Board  eligible  or  certified,  preferably  with  special 
interest  in  chest  disease  as  associate,  partner  and  eventual 
purchaser  of  a large  and  growing  practice  in  allergy  and 
chest  disease  in  an  excellent  professional  social  community. 
Availability  immediately  or  by  July  1,  1973  would  both  be 
suitable  for  introduction  of  the  appropriate  physician  to 
assume  this  excellent  opportunity— initially  with  the  assist- 
ance of  the  present  allergist  and  a staff  of  several  registered 
nurse  clinicians.  Opportunity  for  immediate  professional  and 
economic  growth  is  unparalleled. 

Allergist— Third  allergist  needed  for  rapidly  growing  group 
practice  in  central  Connecticut.  Present  partners  under  40 
years  of  age. 

Associate  Medical  Director— Duties  require  performing  pre- 
placement,  special,  periodic  and  executive  medical  examina- 
tions. Assist  in  administration  of  corporate  medical  programs. 
Background  in  internal  medicine  and/or  industrial  medicine 
would  be  helpful.  Salary  negotiable. 

Director  Environmental  Health— Provide  medical  advice  and 
counsel  in  all  aspects  of  environmental  health.  Experience  as 
either  a general  practitioner,  surgeon  or  orthopedic  man, 
with  industrial  medicine.  Salary  open.  Contact:  BK  Associ- 
ates, Hartford.  Phone:  527-9107. 

Pediatrician— Board  certified  or  Board  eligible  to  join  two 
young  pediatricians  in  an  established  group,  next  to  hospital 
and  nearby  medical  center.  Northwestern  Connecticut.  Area 
abounds  in  skiing  and  recreation  area.  Numerous  lakes. 
Winsted  Pediatrics  Associates,  71  Spencer  Street,  Winsted, 
Connecticut  06098.  203-379-0793. 

Surgery— Practice  of  deceased  physician  available  in  New 
Haven.  Fully  equipped  office.  Nurse  to  former  physician 
available  to  assist  with  orientation. 

Pediatrician  — Needed  immediately.  Litchfield-Torrington 
area.  50,000  population.  200  bed  hospital.  Full  coverage.  Pres- 
ent pediatrician  in  poor  health.  Contact  Joseph  F.  Curi, 
M.D.,  Torrington.  489-0441  or  482-8177. 

Emergency  Room— Ambulatory  Services— Full  time  position 
in  250  bed  community  hospital.  Excellent  new  facilities. 
Group  renders  emergency  and  primary  care  to  75,000  popu- 
lation. Apply  Richard  P.  Fredericks,  Executive  Vice  Presi- 
dent, Bristol  Hospital,  Brewster  Road,  Bristol,  Connecticut 
06010.  Phone  589-2000. 

Family  Practice— Central  Connecticut.  Physician  leaving  after 
15  years  of  solo  practice  to  accept  position  as  director  of 
family  practice  residency  program  in  another  city.  No  OB. 
Grossing  $80,000  plus.  Modern  leased  office.  Good  com- 
munity coverage.  Open  staffed  300  bed  hospital.  Available 
January  1,  1973. 

Internal  Medicine  or  Family  Practice— Leaving  practice  for 
full  time  hospital  post.  Available  January  1,  1973,  in  Milford. 
150  bed  hospital.  Physician  urgently  needed  in  60,000  mem- 
ber community.  X-ray  unit  available.  Physician  will  assist 
with  orientation  of  new  practitioner. 

Family  Practice— Young  physician  wanted  to  join  group 
practice  in  northwestern  part  of  the  state.  Internist  will 
be  considered. 


Family  Practice— Suburb  of  Hartford.  Physician  in  search 
of  an  associate.  Convenient  location.  Attractive  community. 
Family  Practice— Northeastern  sector  of  the  state.  Conven- 
ient to  Boston  and  Rhode  Island.  Associate  type  arrange- 
ment possible  with  physician  presently  in  practice. 

Family  Practice— Community  search  committee  wishes  to  con- 
tact interested  physicians.  Northwestern  part  of  the  state. 
Richard  N.  Collins,  M.D.,  The  Sharon  Clinic,  Sharon,  Con- 
necticut 06069. 

Primary  Physicians  Needed— Northeast  corner  of  Connecticut 
covering  ten  town  area  of  60,000  people  needs  general  prac- 
tice and  specialty  physicians.  Lowest  per  capita  physician 
ratio  in  Connecticut.  Attractive  residential  environment,  ex- 
cellent schools.  190  bed  modern  hospital  primary  care  facility 
for  the  ten  towns  also  needs  salaried  emergency  room  physi- 
cians. Doctors  office  building  next  to  hospital  presently  un- 
der construction  has  office  space  available  that  can  be  built 
to  incoming  physician's  specifications.  Write  Dr.  John  Meyer, 
Chairman  recruitment  committee,  or  administrator  William 
J.  Derevlany,  Day  Kimball  Hospital,  320  Pomfret  Street,  Put- 
nam, Connecticut  06260,  or  call  collect  203-928-6541. 

General  Practice,  Internal  Medicine.  Needed  in  town  of  Tor- 
rington. 200  bed  hospital.  50  physicians,  over  50,000  popula- 
tion. Contact  Joseph  F.  J.  Curi,  M.D.,  Chairman  of  Search 
Committee,  Charlotte  Hungerford  Hospital,  Torrington,  Con- 
necticut 06790.  203-482-0441. 

General  Practice  and  Internal  Medicine— Both  for  solo  and 
hospital  based  practice.  Medium  sized,  north  central  com- 
munity. Community  hospital.  Needed  immediately. 

General  Medicine  and  Internal  Medicine— Northwestern  Con- 
necticut community  seeking  to  attract  practitioners.  Associate 
type  practice  possible. 

Industrial  Medicine— Internist  needed  for  large  Connecticut 
employer.  Contact:  R.  J.  Leonard,  M.D.,  Medical  Supervisor, 
Pratt  & Whitney  Aircraft,  East  Hartford,  Connecticut  06108. 
Internist— Four  man  group  in  Fairfield,  Connecticut,  in 
search  for  an  associate.  Send  resume  to  the  Physician  Place- 
ment Service. 

Internist— General  medicine.  To  join  young  internist  in 
growing  practice.  Early  partnership.  New  London-Mystic 
area. 

Internist— Several  opportunities  with  the  State  of  Connec- 
ticut. Contact  John  J.  Crowley,  Personnel  Administrator,  79 
Elm  Street,  Hartford,  Connecticut  06115  or  Edmund  Beutsch, 
Veterans’  Home  and  Hospital,  Rocky  Hill,  Connecticut. 
Internist— Two  internists,  hospital  based,  seeking  expansion 
into  larger  group. 

Internist— Board  eligible  or  certified  New  office  complex. 
Multi-Specialty  coverage.  Multi-specialty  coverage.  Covers 
Connecticut  and  Rhode  Island  area.  Anthony  Fusco,  M.D., 
Westerly  Medical  Center,  83  Beach  Street,  Westerly,  Rhode 
Island  02891.  (596-0174). 

Internist— To  join  three  man  group  in  New  Haven.  Excellent 
opportunity  for  beginning  physician.  Contact  Chapel  Medical 
Group,  1308  Chapel  Street,  New  Haven.  865-5111. 

Internist— Shore  community  only  a few  miles  from  New 
Haven.  Physician  will  assist  with  establishing  practice. 
Cardiologist— Board  certified  to  assume  active  practice  in 
greater  New  Haven  area. 

Internist— Board  certified  or  eligible  with  interest  in  allergy. 
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rheumatology  or  infectious  diseases  wanted  to  associate  with 
Grove  Hill  Clinic.  W.  T.  Livingston,  M.D.,  Grove  Hill 
Clinic,  New  Britain,  Connecticut. 

Internist— Third  physician  needed  for  internal  medical  prac- 
tice in  Hartford. 

Internist— Need  for  cardiologist  in  the  Waterbury  area. 
Internist— Preferably  Board  Certified  or  eligible,  for  chronic 
disease  and  cancer  hospital  having  sections  for  TB  in  adults 
and  children.  35  hr.  week,  11  paid  holidays,  sick  leave,  3 
weeks  vacation  after  one  year  of  service.  Salary  level:  $23,227- 
28,333.  Paid  health  insurance  and  minimum  charge  for  life 
insurance.  Apartment  available  for  physician  with  small  fam- 
ily. Write  Medical  Director,  Uncas-on-Thames  Hospital,  Nor- 
wich, Connecticut  06360. 

Internist— Associate  needed  to  join  two  other  internists  in 
southern  Fairfield  County.  Conveniently  located.  Community 
hospitals  in  the  vicinity. 

Internist— Medium  sized  Berkshire  Hills  Community  in 
northwest  Connecticut  within  easy  access  to  Hartford,  New 
York,  Boston.  Modern  85  bed  hospital  with  new  coronary 
intensive  care  unit.  Academic  affiliations  available.  Oppor- 
tunities available  with  another  ABIM  certified  specialist  for 
multi-specialty  group  practice  to  provide  guaranteed  free 
time.  Initial  competive  subsidy. 

Internist  or  Family  Practitioner— Needed  for  the  Groton- 
New  London  area.  Possible  association  with  another  practi- 
tioner. 

Primary  Physician  needed  for  the  town  of  Stonington.  Coastal 
location.  Town  search  committee:  James  M.  Spellman,  Ston- 
ington, Connecticut. 

Ophthalmologist— Four  vacancies.  Each  in  the  larger  cities 
of  Connecticut.  Immediate  opportunities. 

Otolaryngologist— Associate  needed  to  join  two  other  phy- 
sicians in  an  urban  area  in  central  Connecticut. 
Otolaryngologist— Central  Litchfield  County  in  search  for 
specialist. 

Pathologist— Small  community  hospital  in  the  greater  New 
Haven  area. 

Pediatrics— Suburb  of  New  Haven.  Physician  in  search  of 
associate. 

Pediatrician— Send  resume  to  Administrator,  Day  Kimball 
Hospital,  Putnam,  Connecticut.  Search  committee  wishes  to 
attract  physicians. 

Pediatrics— Needed  for  growing  community  in  the  central 
Connecticut  area.  Small  community  hospital.  Search  Com- 
mittee willing  to  assist  with  the  establishing  of  a practice. 

Pediatrics— Third  pediatrician  needed  to  join  two  young 
Board  certified,  Fellows  of  AAP,  eastern  part  of  the  state. 
Large,  general  pediatrics  practice.  Good  first  year  salary  with 
corporate  benefits  and  full  partnership  after  two  years. 

Pediatrics— Additional  coverage  needed  in  the  New  London 
area. 

Psychiatrist— Part  time  opportunity  with  methodone  Clinic 
under  supervision  of  town  department  of  health.  Coastal 
community  in  southwestern  part  of  the  state. 

Psychiatrist— For  greater  Bridgeport  Community  Mental 
Health  Center  to  be  opening  in  October,  1972.  Contact: 
Robert  J.  McCully,  1862  East  Main  Street,  Bridgeport,  Con- 
necticut. 


Psychiatrists— Needed  for  state  facility.  Write  Superintendent, 
Norwich  Hospital,  Norwich,  Connecticut  06360. 
Psychiatrists— Openings  in  mental  hospitals  and  mental 
health  clinics  under  the  auspices  of  the  State  of  Connecticut. 
Write  Personnel  Administrator,  Department  of  Mental 
Health,  90  Washington  Street,  Hartford. 

Psychiatrist— Attractive  suburban  community  north  of  Hart- 
ford has  opportunity  for  psychiatrist  in  professional  group- 
ing. 

Surgery— Thoracic  surgeon  who  will  do  general  surgery  or 
general  surgeon  with  thoracic  subspecialty.  Central  Connecti- 
cut. Conveniently  located  between  Hartford  and  New  Haven. 
Medium  sized  community. 

Family  Practice— Associate  leading  to  full  partnership,  needed 
by  young  family  practitioner  in  Fairfield  County,  Connect- 
icut; excellent  schools;  400  bed  hospital  located  nearby;  send 
curricula  vitae  to  CSMS. 

Child  Psychiatrist— Chief  administrator  of  small,  inner-city 
child  guidance  center  with  core  staff  of  many  disciplines— 
$25,598-$30,974.  All  State  benefits  provided.  Write:  C.  Launi, 
Connecticut  Department  of  Mental  Health,  90  Washington 
Street,  Hartford,  Connecticut  06115.  203-566-5237. 

Director  of  Environmental  Health— Physician  needed  to  be 
liaison  between  home  office  of  insurance  company  and  in- 
dustrial clients.  Industrial  experience  as  physician  required. 
To  make  recommendations  on  how  to  improve  industrial 
environment  and  lower  insurance  rates. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS  ASKED  TO 
CONTACT  THE  PHYSICIANS’  PLACEMENT  SERVICE, 
160  ST.  RON  AN  STREET,  NEW  HAVEN,  CONNECTICUT 


Placement  Wanted 


Allied  Personnel 

Physician’s  Assistant— 40  years  of  age.  College  degree.  Avail- 
able December  1972.  Presently  in  training  under  U.S.  Public 
Health  Service  Program.  Robert  B.  Weinheimer,  25  East  213 
Street,  Bronx,  New  York  10467. 

MEDIHC  Program— Former  military  medics;  number  of  can- 
didates available.  Contact:  Henry  J.  Miller,  Military  Experi- 
ence Directed  into  Health  Careers,  640  Chapel  Street,  New 
Haven,  Connecticut  06510.  Phone:  865-0862. 


Anesthesia— 32  years  old.  Board  eligible.  (FLEX)  Presently 
in  practice.  Interested  in  medium  sized  community  in  group 
or  associate  type  practice.  Husband  a general  surgeon.  Celia 
Mercado-  Sagullo,  M.D.,  138  Terrace  Place,  Brooklyn,  New 
York  11218. 

Anesthesiology— Available  January  1973.  (FLEX)  Connecticut 
license  pending.  Board  eligible.  Prefers  to  locate  in  large  city. 
Group  or  institutional  or  associate  or  solo  practice  in  order 
of  preference.  Trained  in  Czechoslovakia.  Presently  instructor 
and  attending  assistant  in  New  York  medical  center. 
Dermatology— Board  Certified.  Presently  Chief  of  Dermatol- 
ogy at  the  Naval  Dispensary,  Washington,  D.C.  Interested  in 
associate,  partnership  or  solo  practice  in  a metropolitan  area. 
Robert  P.  Feinstein,  M.D.,  9146  Springhill  Lane,  Greenbelt, 
Maryland  20770. 
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Emergency  Room  Physician— 30  years  old.  Available  mid- 
1973.  National  Boards.  Yale  trained.  Gerald  L.  Springer, 
M.D.,  1221  Bellaire  St.,  Denver,  Colorado  80220. 

Emergency  Room  Physician— Board  certified  in  pediatrics. 
Connecticut  license.  Available  immediately.  Industrial  medi- 
cine or  institutional  position  will  be  considered.  Spencer  F. 
Brown,  M.D.,  12  Homstead  Road,  Darien,  Connecticut  06820. 
Emergency  Room  Physician  — Connecticut  license.  Desires 
position  from  March,  1973,  to  July,  1973.  ER  experience. 
Presently  in  the  service.  Perin  W.  Diana,  Jr.,  M.D.,  USA 
Medical  Center,  Box  130,  APO  San  Francisco,  California 
96331. 

Emergency  Room  Physician— Connecticut  license.  Recently 
discharged  from  the  Navy.  30  years  old.  Presently  covering 
part  time.  Available  immediately.  James  Raffa,  M.D.,  771 
Savin  Avenue,  Apt.  46,  West  Haven,  Connecticut  06516. 
932-1314. 

Family  Practice— Connecticut  license.  Presently  in  practice, 
but  wishes  to  relocate.  41  years  old.  Prefers  to  assume  active 
practice  from  retiring  physician.  Available  early  1973. 
Family  Practice— 35  year  old.  Connecticut  license.  Interested 
in  group  or  solo  practice.  Indarjit  Singh,  M.B.,  Ch.B., 
Georgetown  Apts.,  1-4  Bradley  Circle,  Enfield,  Conn. 

Internal  Medicine-CV— National  Boards,  Board  certified.  48 
years  old.  Connecticut  license.  Interested  in  hospital  related 
position  or  group  practice.  John  J.  Mead,  M.D.,  211  East 
53rd  Street,  New  York,  New  York  10022. 

Internal  Medicine— Available  January  1973.  Board  eligible. 
Connecticut  license.  Solo  or  associate  practice.  42  years  of 
age.  Bernard  L.  Meyers,  M.D.,  18  Second  Street,  Troy,  New 
York,  12180. 

Internal  Medicine  and  Endocrinology— Available  immedi- 
ately. Board  eligible.  FLEX.  42  years  old.  Group  or  associate 
type  practice.  T.  N.  Paul,  M.D.,  2900  S.  Lincoln  Avenue, 
North  Riverside,  Illinois  60546. 

Internal  Medicine— Part  time  work  in  Hartford  area.  Board 
eligible.  Connecticut  license.  Clinic  work  or  ER  will  be  con- 
sidered. 29  years  old. 

Internal  Medicine— Rheumatology— Connecticut  license.  Avail 
able  immediately.  Desires  group  or  institutional  practice  in 
large  city.  38  years  of  age.  Will  consiler  emergency  room 
position. 

Internal  Medicine— Primary  care.  Adult  medicine.  Group  or 
associate  practice  in  medium  sized  community.  Connecticut 
license.  Board  eligible.  Has  interest  in  community  clinic. 
Internal  Medicine— Infectious  Diseases  and  Pulmonary  Med- 
icine-Board certified.  New  York  license.  Group,  associate  or 
institutional  practice  in  large  or  medium  sized  community. 
Internal  Medicine— Gastroenterology.  Presently  fellow  at 
Hanemann  Hospital  in  Philadelphia.  Board  eligible.  FLEX. 
Group  or  associate  practice  in  large  or  medium  sized  city. 
Internal  Medicine— Hematology  and  Oncology— Board  cer- 
tified. New  York  and  California  licenses.  31  years  old.  Group 
or  associate  practice  in  large  or  medium  sized  community. 
Harry  B.  Richardson,  Jr.,  M.D.,  30  Casa  Way,  San  Francisco, 
California  94123. 

Internal  Medicine— Group  or  associate  practice.  Virginia 
license.  Board  eligible.  National  Boards.  28  years  old. 
Internist— Cardiology.  Board  eligible.  Desires  group  or  asso- 
ciate practice  in  large  community.  Available  July  1973. 


Internal  Medicine— Gastroenterology— Board  eligible.  31  years 
of  age.  (FLEX)  Group  or  associate  or  institutional  practice 
in  large  or  medium  sized  community. 

Internal  Medicine— Pulmonary  Diseases.  Group  or  associate 
or  institutional  practice.  National  Boards.  30  years  old. 
Internist— Gastroenterology— Board  certified.  33  years  old. 
Group  practice  in  large  or  medium-sized  community. 
Internist— Board  eligible.  Connecticut  license.  Desires  medium 
or  small  community.  Solo,  group  or  associate  practice.  32 
years  of  age.  Presently  at  Alaskan  Native  Medical  Center. 
John  J.  Posner,  M.D.,  7420  Branche  Drive  #A,  Anchorage, 
Alaska  99502. 

Internal  Medicine— Emphasis  on  ICU-CCU  and  cardiology. 
30  years  old.  Board  eligible.  Group  practice  in  medium  sized 
community.  Abner  B.  Preacher,  Jr.,  M.D.  University  Hos- 
pitals—Dept.  of  Medicine,  Iowa  City,  Iowa  52240. 

Internal  Medicine— Available  early  spring  1973.  Group  prac- 
tice in  larger  community.  Boards  taken  in  June  1972.  Pres- 
ently at  Mayo  Clinic.  Sheldon  L.  Markowitz,  M.D.,  5018  16th 
Avenue,  N.W.,  Rochester,  Minnesota  55901. 

Rheumatology— 31  years  old.  Board  eligible.  Desires  group 
or  associate  practice.  Presently  in  the  service.  Stephen  B. 
Miller,  M.D.,  700  Locke  Court,  Virginia  Beach,  Va.  23462. 
Internal  Medicine— Available  April  1973.  Board  eligible.  De- 
sires small  group  practice  in  medium  sized  communty. 
Frederick  W.  Neinas,  M.D.,  1520  S.E.  9th  Avenue,  Rochester, 
Minnesota  55901. 

Internal  Medicine-Rheumatology— 33  years  old.  Board  eligi- 
ble. Group  or  associate  or  institutional  practice.  Desires 
southwestern  or  western  Connecticut.  Kenneth  J.  Lippman, 
M.D.,  305  E.  24th  Street,  New  York  City,  New  York  10010. 
Cardiologist— Board  eligible.  Board  certified  in  internal  med- 
icine. 30  years  of  age.  Interested  in  medium  or  small  sized 
community.  Group,  associate  or  solo  practice.  Robert  G. 
Matthews,  M.D.,  219  Race  Street,  Pittsburgh,  Pennsylvania 
15218. 

Internist— Board  Certified.  Board  eligible  for  cardiology.  Pres- 
ently staff  cardiologist  at  Naval  Hospital  in  Portsmouth, 
Virginia.  Group,  associate  or  institutional  practice  desired 
in  larger  or  medium  sized  community. 

Internal  Medicine— Hematology-Oncology.  Available  immedi- 
ately. 34  years  old.  Board  eligible.  Group  or  associate  prac- 
tice. Completing  2 year  fellowship  at  U.C.L.A.  John  S.  Hunt, 
M.D.,  11611  Chenault  Street,  Los  Angeles,  California  90049. 
Internal  Medicine— Board  certified.  Available  mid-1973. 
Group  or  associate  practice.  David  J.  Meltz,  M.D.,  203  Valley 
Road,  Middletown,  Rhode  Island  02840. 

Internal  Medicine— Board  certified.  New  York  license.  Avail- 
able mid-1973.  31  years  old.  Group  or  associate  practice. 
Internal  Medicine— Board  certified.  Connecticut  license  pend- 
ing. Recently  discharged  from  the  service.  Available  immedi- 
ately. Group  or  associate  practice  in  medium  sized  com- 
munity in  the  southwestern  part  of  Connecticut. 

Internist— Hematology  and  Oncology.  Available  January  1973. 
Board  eligible.  Group  or  associate  practice.  33  years  old. 
Internist— Cardiology— Specialist  in  Rheography.  Connecticut 
license.  Presently  in  practice  in  Greece.  Available  in  10 
months. 

Cardiology— 30  years  old.  Board  certified  in  internal  medicine. 
Board  eligible  in  cardiology.  Private  practice  or  hospital 
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, based.  Richard  H.  Landesman,  M.D.,  477  Comstock  Place, 
Highland  Park,  Illinois  60035. 

Internist— 30  years  of  age.  Board  certified.  Interest  in  general 
internal  medicine  with  nephrology  as  sub-specialty.  Desires 
group  practice  in  large  community.  Neil  P.  Dreyer,  M.D., 
1835  Corporal  Kennedy  Street,  Bayside,  New  York  11360. 
Internist— Cardiology.  Board  certified.  Presently  on  cardiology 
fellowship  at  Ohio  State,  30  years  old.  Group,  associate,  or 
institutional  practice.  Toby  R.  Engel,  M.D.,  2043  D Prince 
George  Drive,  Columbus,  Ohio  43209. 

Internal  Medicine— Oncology  and  Hematology.  32  years  old. 
Board  eligible.  Group,  associate  or  institutional  practice. 
Large  or  medium  sized  community.  Harold  Glucksberg,  M.D., 
70-28  17th  N.E.,  Seattle,  Washington  98115. 

Internist— Connecticut  license.  Board  eligible.  Interested  in 
pulmonary  diseases.  Solo  or  group  practice  in  large  or 
medium  sized  community.  Available  in  December  1972. 
Internist— Connecticut  license.  Board  eligible.  Desires  group 
or  associate  practice  in  medium  sized  community.  Greater 
New  Haven  area,  if  possible.  Richard  J.  Barse,  M.D.,  195 
Hepburn  Road,  Hamden,  Connecticut  06517. 

Internal  Medicine-Hematology  — Available  December  1972. 
Board  eligible.  Medium  size  community  with  group  or  asso- 
ciate practice  desired. 

Internal  Medicine-Cardiology— Board  eligible.  35  years  old. 
(Flex)  Prefers  institutional  type  appointment. 

Internal  Medicine— Board  certified.  Large  or  medium  sized 
community  in  group  or  associate  practice.  Available  in 
January.  Subspecialty— nephrology. 

Internal  Medicine— Available  immediately.  Board  Certified. 
Connecticut  license  pending.  30  years  of  age.  Medium  sized 
community  desired.  Group  or  associate  practice.  Resume  on 
file. 

Neurology— Board  eligible.  Group  or  associate  practice  in 
large  or  medium  sized  community.  Massachusetts  license.  28 
years  old.  Mark  A.  Kozinn,  M.D.,  33  Pond  Avenue,  Brookline, 
Massachusetts  02146. 

Neurology— Board  eligible.  Group  or  associate  practice  in 
medium  sized  community.  31  years  old.  Lanny  Edelsohn, 
M.D.,  241  Winchester  Street,  Brookline,  Massachusetts. 
Neurology— Board  eligible.  33  years  old.  Group  or  associate 
practice  in  medium  sized  or  small  community.  Richard  M. 
Sax,  M.D.,  3541  East  Glencoe  Street,  Coconut  Grove,  Florida 
33133. 

Neurology— Connecticut  license.  Board  eligible.  Solo,  Group, 
Associate  or  institutional  practice.  32  years  of  age.  Available 
in  June. 

OB/Gyn— Board  eligible.  New  York  license.  34  years  old. 
Desires  association  with  another  physician  in  large  or 
medium  sized  community.  Can  be  available  in  short  notice. 
Allan  Zarkin,  M.D.,  300  E.  33rd  Street,  New  York,  New  York 
10016. 

Ob/Gyn— Board  eligible.  Associate,  Group,  Institutional  or 
Solo  Practice.  Connecticut  native  wishing  to  return  to  state. 
28  years  of  age.  Presently  at  Georgetown  Medical  Center. 
Ob/Gyn— 32  year  old  Ob/Gyn  desires  group  or  associate 
practice.  University-trained,  Junior  Fellow,  board  eligible 
with  military  obligation  complete  July,  1973.  Married  with 
two  children.  Ronald  A.  Cwik,  M.D.,  U.S.  Army  Hospital, 
Box  607,  Fort  Ord,  California  93941.  (408)  242-4075— office, 
242-5312-home. 


Ob/Gyn— 36  years  old.  Desires  group  or  associate  practice  in 
medium  sized  community.  Available  July  1973. 

Ob/gyn— Board  exams  taken  in  June.  FLEX.  Interested  in 
group  practice.  Elie  N.  Shuhaibar,  M.D.,  The  Western  Penn- 
sylvania Hospital,  4800  Friendship  Avenue,  Pittsburgh,  Penn- 
sylvania 15224. 

OB/GYN— Board  eligible.  Connecticut  license.  Available  early 
1973.  36  years  of  age.  Group,  associate  or  institutional  type 
practice. 

OB/GYN— Board  eligible.  Michigan  license.  31  years  old. 
Desires  group  or  associate  practice  in  large  or  medium  sized 
city.  Available  mid  1973.  Songkyu  Shin,  M.D.  2502  Alter 
Road,  Detroit,  Michigan  48215. 

Ophthalmologist— Board  eligible.  National  Boards.  30  years 
old.  New  York  license.  Desires  solo,  group  or  associate  prac- 
tice in  medium  or  small  sized  community.  Barry  M.  Epstein, 
M.D.,  36  Jamstead  Court,  Williamsville,  New  York  14221. 
Ophthalmologist— Board  eligible.  National  Boards.  Desires 
solo,  group  or  associate  practice.  New  York  and  Maine 
licenses.  30  years  of  age.  Lloyd  R.  Hoffman,  M.D.,  455-69 
North  Broadway,  Yongers,  New  York  10701. 

Ophthalmologist— 34  years  old.  Board  eligible.  National 
Boards.  Large  or  medium  sized  city  desired.  Group,  solo,  asso- 
ciate practice  desired.  Available  immediately. 
Ophthalmologist— Connecticut  license.  National  Boards.  30 
years  old.  Wishes  to  return  to  Connecticut  to  establish  solo 
or  group  practice.  James  R.  Wilson,  Jr.,  M.D.,  111  Sheraden 
Avenue,  Staten  Island,  New  York  10314. 

Ophthalmologist— Available  February,  1973,  Board  certified. 
Desires  group  or  associate  or  institutional  practice  in  larger 
city.  FLEX.  34  years  old.  Brij  B.  Ojha,  M.D.,  Timberbrook 
#38,  Bristoe,  Indiana  46507. 

Ophthalmologist— Connecticut  license.  National  Boards.  De- 
sires solo,  group  or  associate  practice.  Internship  at  St. 
Francis,  Hartford.  31  years  of  age.  Theodore  W.  Maron,  Jr., 
M.D.,  362  Park  Avenue,  Apartment  6A,  East  Orange,  New 
Jersey  07017. 

Ophthalmologist— Connecticut  license.  Board  eligible.  Na- 
tional Boards.  Solo  or  associate  practice.  Large  or  medium 
sized  city  desired.  Edward  J.  Martin,  M.D.,  1024  New  Scot- 
land Road,  Albany,  New  York  12208. 

Ophthalmology— Board  eligible.  Desires  solo,  group  or  asso- 
ciate practice  in  medium  or  small  community.  Stephen  M. 
Adalman,  M.D.,  172-70  Highland  Avenue,  Apt.  9T,  Jamaica, 
New  York  11432. 

Ophthalmology— Board  certified.  Desires  community  over 
75,000  for  solo,  group  or  associate  practice.  Presently  in  the 
U.S.  Air  Force.  Ned  M.  Reinstein,  M.D.,  105-2  Chevy  Chase, 
Minot,  North  Dakota  58701. 

Orthopaedics— 32  years  old.  Board  eligible.  Desires  medium 
sized  community  with  solo  or  group  practice.  Gregory  Chiar- 
monte,  M.D.  222  Lenox  Road,  Brooklyn,  New  York,  11226. 
Orthopaedic  Surgery— Connecticut  license.  31  years  old.  Pre- 
fers city  of  20-60,000.  Group  or  associate  practice.  David  G. 
Publow,  M.D.,  126  Edgemont  Road,  Rochester,  New  York 
14620. 

Orthopaedics— Board  certified.  Connecticut  license.  Desires 
large  or  medium  sized  community  in  group  or  associate  prac- 
tice. Presently  staff  orthopaedic  surgeon  at  Eglin  Air  Force 
Base.  32  years  of  age.  Gerald  L.  Smolensky,  M.D.  729  Osceola 
Circle,  Eglin  AFB,  Florida  32542. 
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Orthopedic  Surgery— 35  years  old.  Board  eligible.  Associate 
practice.  Trained  in  spine  and  hand  surgery. 

Orthopedics— Board  eligible.  (FLEX)  32  years  old.  Associate 
position  desired.  Swiss  trained.  Residency  at  Mt.  Sinai,  New 
York  City. 

Orthopedics— Board  certified.  FLEX.  32  years  old.  Institu- 
tional appointment  desired.  S.  G.  Khrishman,  M.D.,  407 
Genessee  Street,  Orlean,  New  York  14760. 

Orthopedic  Surgery— Board  eligible.  FLEX,  Maine  license. 
34  years  old.  Solo,  group  or  associate  practice.  Available 
early  1973.  Presently  fellow  at  Detroit  Medical  Center. 

Orthopedics— Connecticut  license.  Available  mid  1973.  Pres- 
ently at  Yale.  Group  or  associate  type  practice  in  medium 
sized  community. 

Orthopedics— Board  certified.  New  York  license.  Group  or 
associated  practice  desired.  Jeffrey  B.  Steckler,  M.D.,  106-20 
Shore  Front  Parkway,  Rockaway  Park,  New  York  11694. 

Orthopedics— Board  certified.  Desires  solo,  group  or  associate 
practice  in  medium  sized  community.  32  years  old.  Presently 
only  orthopedic  surgeon  at  Ft.  Monmouth,  New  Jersey.  Jay 
B.  Bosniak,  M.D.,  19  Hemphill  Road,  Eatontown,  New  Jersey 
07724. 

Otolaryngologist— Board  certified.  Desires  group  or  associate 
practice.  31  years  of  age.  New  York  and  Pennsylvania  licenses. 
Edward  B.  Gaynor,  M.D.,  585  Maple  Street,  Fort  Devcns, 
Massachusetts  01433. 

Otolaryngologist— Board  eligible.  National  Boards.  New 
York  license.  Desires  large  or  medium  sized  community  with 
group  or  associate  practice.  31  years  of  age.  Stephen  R.  Geller, 
M.D.,  3807  Pecan  Street,  Portsmouth,  Virginia  23703. 

Otolaryngologist— Board  certified.  Desires  associate  practice 
in  large  community.  Presently  in  practice  in  California. 

Otolaryngologist— Dcsites  solo,  group  or  associate  practice  in 
medium  sized  city.  New  York  license.  32  years  old.  George 
W.  Hicks,  M.D.  6139  Broadmoor  Plaza,  Indianapolis,  Indiana 
46208. 

Otolaryngologist— Board  certified.  Massachusetts  and  New 
Jersey  license.  Desires  group  or  associate  practice  in  large 
community.  31  years  of  age.  Joseph  A.  Moretti,  M.D.,  805 
Finisterre,  Lindenwold,  New  Jersey  08021. 

Otolaryngologist— Board  eligible.  National  Boards.  32  years 
old.  Pennsylvania  license.  Desires  solo,  group  or  associate 
practice. 

Otolaryngologist— Board  certified.  National  Boards.  32  years 
old.  Solo  practice  in  large  city.  Minnesota  license.  Gary  L. 
Townsent,  M.D.,  117  Nebraska,  Dyess  AFB,  Abilene,  Texas 
7907. 

Otolarnygologist— National  Boards.  Board  Eligible.  Desires 
solo,  group  or  associate  practice  in  medium  sized  city.  33 
years  of  age.  William  K.  Trzcinski,  M.D.,  16605  N.E.  19th 
Place  Bellevue,  Washington  98008. 

Otolaryngologist— Board  certified,  34,  married,  five-year  uni- 
versity residency  training  in  all  phases  of  otolaryngology  and 
maxillofacial  surgery.  Completing  military  service.  Available 
in  July  1973.  Seeking  private  practice,  association,  group  or 
solo,  practicing  all  aspects  of  the  specialty.  Contact  Gustav 
Braun,  M.D.,  Box  "O”,  Balboa  Heights,  Canal  Zone. 


Pathologist— National  Boards.  Connecticut  license.  Board 
certified.  Yale  residency.  Desires  group  or  associate  practice 
in  large  or  medium  sized  community.  Southern  Connecticut, 
if  possible.  31  years  old.  Mark  A.  Cohan,  M.D.,  5407  Green- 
field Drive  South,  Portsmouth,  Virginia  23703. 

Pathologist— Board  certified.  California  license.  31  years  of 
age.  Solo  or  group  or  associate  practice  in  medium  sized 
community.  Loren  J.  Wolsh,  M.D.  9050  La  Linda  Avenue, 
Fountain  Valley,  California  92708. 

Radiology— Connecticut  license  pending.  Board  eligible.  Avail- 
able July  1973.  James  F.  Ferguson,  III,  M.D.,  1585  NW  103rd 
Street,  #164,  Miami,  Florida  33147. 

Pediatrics— Presently  doing  training  in  child  psychiatry. 
Massachusetts  license.  Group  practice.  A.  Joseph  Kantharaj, 
M.D.,  Taunton  State  Hospital,  Taunton,  Mass.  02780. 

Pediatrics— Board  eligible.  Group  or  institutional  practice. 
Interested  in  learning  disabilities  and  mental  retardation. 
30  years  old. 

Pediatrics— Board  certified.  30  years  old.  Completing  fellow- 
ship in  neonatology  and  pulmonary  disease  at  New  York  Hos- 
pital. Available  June  1973.  Group  or  associate  practice. 

Pediatrics— Board  eligible.  Medium  or  small  community  in 
group  or  associate  practice  desired.  Evan  Brodie,  M.D.,  Quar 
ters  1280,  M.C.B.,  Quantico,  Virginia  22134. 

Pediatrics— Board  eligible.  Connecticut  license  pending.  Asso- 
ciate, group  or  solo  practice.  Background  in  neonatology  and 
adolescent  medicine.  Prefers  Fairfield  County  area.  28  years 
old.  Peter  Czuczka,  M.D.,  2121  Paulding  Avenue,  Bronx,  New 
York  10462. 

Pediatrics— Board  eligible.  Group  or  associate  practice  in 
medium  sized  community.  30  years  old.  Dennis  Gertzer,  M.D., 
39  Broad  Street  Ext.,  Groton,  Connecticut  06340.  Available 
June  1973. 

Pediatrics— A Hending  physician  at  Kennedy  Memoral  Hos- 
pital, Philadelphia,  Pennsylvania,  33  years  old.  Harnish  V. 
Shah,  M.D.,  4820  Fillmore  Terrace,  Philadelphia,  Pennsyl- 
vania 19124. 

Pediatrics— Board  eligible.  Group  or  associate  practice.  Con- 
necticut license  pending.  29  years  old.  Thomas  H.  Williams, 
M.D.,  1008  9th  Street  NE.  Rochester,  Minnesota  55901.  Pres- 
ently at  Mayo  Clinic. 

Pediatrics— Connecticut  license.  Board  eligible.  Available  in 
June.  Desires  associate  arrangements  in  Fairfield-New  Haven 
area.  Stuart  E.  Beeber,  M.D.,  Apt.  2E-5  260  Garth  Road, 
Scarsdale,  New  York  10583. 

Pediatrics— Board  eligible.  Canadian  license.  Connecticut 
through  endorsement.  Group  practice.  36  years  old.  Jana  T. 
Bruckner,  M.D.,  357  Rusholme  Road,  Apt.  1107,  Toronto 
173,  Ontario,  Canada. 

Pediatrics— Board  eligible.  Pennsylvania  license.  Available  in 
July.  32  years  old.  Neonatology.  Charles  J.  Hyman,  M.D., 
545  Trenton  Drive,  Pittsburgh,  Pennsylvania  15221. 

Pediatrics— Board  certified.  New  York  license.  Presently  on 
hematology  fellowship.  Group  practice  in  medium  sized  com- 
munity desired.  John  T.  Benjamin,  M.D.,  (4-F  Stratford  Hills 
Apts.,  Chapel  Hill,  North  Carolina,  27514. 
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Pediatrics  and  Pediatric  Hematology— Board  eligible,  37 
years  old.  New  York  license.  Solo  or  group  practice.  Chi-Yen 
Kuo,  M.D.,  20  St.  Paul’s  Court,  Apartment  ID,  Brooklyn, 
New  York  11226. 

Pediatrics— 38  years  old,  Board  certified,  Connecticut  license 
through  endorsement.  Fellow  of  A.A.P.  Available  with  three 
month’s  notice.  Prefers  salaried  arrangement  for  first  year. 
Group  or  associate  practice. 

Pediatrics— Board  eligible.  Will  consider  clinic  or  public 
health  position  in  western  part  of  the  state.  28  years  of  age. 
Married.  Available  immediately.  Part  or  full  time.  Ann  H. 
Hines,  M.D.,  82  South  Street,  Danbury,  Connecticut  06810. 
Psychiatry— Part  time  position  in  adult  and  child  psychiatry. 
Connecticut  license.  Guilford  or  shore  area  desired.  Board 
certified. 

Psychiatry— Connecticut  license.  National  Boards.  Third  year 
resident  at  Yale.  Available  in  mid-1973.  Robert  A.  Kaye, 
M.D.,  67  Florence  Road,  1-C,  Branford,  Connecticut  06405. 
Radiologist— 42  years  old.  Fully  certified  by  the  American 
Board  of  Radiology.  Eligible  for  a Connecticut  license. 
G.  H.  Hussein,  M.D.,  2411  Fifth  Street,  Fort  Lee,  New  Jersey 
07024. 

Surgery-General— National  Boards.  Board  eligible.  Group  or 
associate  practice  in  large  or  medium  sized  community  100 
miles  from  New  York  City.  32  years  of  age.  Available 
February,  1973.  George  A.  Knaysi,  Jr.,  M.D.,  14  LeMoy  Street, 
Fort  Bragg,  North  Carolina  28307. 

Surgery-General— Board  eligible.  Presently  full  time  hospital 
staff.  (FLEX)  solo  or  group  practice  in  medium  sized  com- 
munity. Wife  practicing  anesthesiologist.  Nestor  M.  Segullo, 
M.D.,  138  Terrace  Place,  Brooklyn,  New  York  11218. 
Surgery— General  surgeon,  board  certified,  university  trained, 
extensive  trauma  and  vascular  experience,  desires  associate 
or  group  situation.  Available  December  1972. 

Surgery— General  and  thoracic.  Board  certified.  Small  or 
medium  sized  town.  Group  or  associate  practice.  Available 
immediately.  Harold  McWilliams,  M.D.,  3119  Plymouth  Rd., 
Norristown,  Pennsylvania  19403. 

Urology— Board  eligible.  Presently  in  practice.  Available  in 
2 or  3 months.  Group  or  associate  practice  preferred.  Solo 
practice  will  be  considered.  35  years  of  age.  Wishes  to  move 
back  east.  Harvard  and  Columbia  trained.  Southern  Con- 
necticut preferred.  Albert  V.  Assili,  M.D.,  40184  San  Carlos 
Place,  Fremont,  California  94538. 

Urology— Certified  in  surgery;  eligible  in  urology.  Solo,  group 
or  associate  practice.  Available  July,  1973.  N.J.,  N.Y.  and 
Vermont  licenses.  38  years  of  age. 

Urology— Board  eligible.  FLEX.  31  years  old.  Available  in 
July  for  solo,  group  or  associate  type  practice.  Habib  R. 
Kelly,  M.D.,  7647  Brookhaven  Road,  Philadelphia,  Pennsyl- 
vania 19151. 

Urology— Board  eligible.  Massachusetts  license.  30  years  old. 
Available  mid-1973,  Chief  of  Urology  at  Westover  AFB  in 
Masachusetts.  Eugene  Lind,  M.D.,  4B  Collins  Street,  West- 
over  Air  Force  Base,  Massachusetts  01022. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS  ASKED  TO 
CONTACT  THE  PHYSICIANS’  PLACEMENT  SERVICE, 
160  ST.  RONAN  STREET,  NEW  HAVEN,  CONNECTICUT 
06511 


Treatment  Of  Shock  After 
Myocardial  Infarction 

Mueller,  et  al  in  Circulation  45:335,  1972,  meas- 
ured cardiac  output,  coronary  flow  and  myocardial 
metabolism  in  21  patients  with  shock  following 
myocardial  infarction.  Three  methods  of  treatment 
were  used:  (1)  isoproterenol  (2)  norepinephrine  and 
(3)  intra-aortic  counterpulsation. 

Isoproterenol  improved  cardiac  function  but  at  a 
cost  of  deterioration  in  myocardial  oxygenation. 

Norepinephrine  improved  myocardial  perfusion 
and  oxygenation  but  did  not  improve  myocardial 
function. 

Intra-aortic  counterpulsation  improved  the  pe- 
ripheral flow  and  also  changed  myocardial  metab- 
olism but  only  temporarily.  The  mortality  for  each 
of  the  three  treatments  was  over  90  percent. 


No  Lead  Contamination  — Milk 
Powders  Can  Be  Safe  And  Wholesome 

According  to  U.S.  Department  of  Agriculture 
chemists  the  safety  and  wholesomeness  of  milk 
powders  need  not  be  jeopardized  by  lead  contam- 
ination in  the  air  used  in  spray  drying  milk.  The 
lead  can  be  simply  filtered  out  before  the  air  enters 
the  drier. 

Tests  capable  of  detecting  as  little  as  .02  part  of 
lead  per  million  parts  of  milk  solids  were  made  for 
lead  in  the  air  and  in  milk  before  and  after  spray 
drying.  The  tests  were  also  made  in  a few  com- 
mercial samples  of  powdered  milk.  Samples  of 
powdered  milks  made  by  three  different  manufac- 
turers (selected  at  random  from  supermarket 
shelves)  were  also  evaluated.  These  milks  con- 
tained so  little  lead  that  the  sensitive  techniques 
used  could  hardly  detect  it,  indicating  that  the  air 
used  in  manufacturing  the  powders  was  either  low 
in  lead  content  initially  or  had  been  filtered. 
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Special  Article 

The  New  Anti-Intellectualism 


Robert  U.  Massey,  M.D. 


Opposition  to  the  intellectual  is  not  new  in  our 
society  nor  in  the  older  societies  of  the  Western 
World.  Intellectualism,  as  opposed  to  intelligence, 
has  always  been  suspect.  The  attack  on  scholarship 
comes  today  from  a new  quarter,  however.  It  comes 
from  the  scholars  themselves,  who  seem  to  have 
called  into  question  the  very  processes  of  reason. 

Historically  the  scholar  has  had  to  defend  his 
realm  against  the  hostility  of  the  common  man, 
the  scorn  of  the  practical  man,  and  the  muted  cen- 
sure of  government.  To  the  common  man  the  in- 
tellectual man  represents  a threat  to  the  traditional 
order.  His  penchant  for  examining  ideas  and  values 
which  seemed  to  be  fixed  in  the  eternal  nature  of 
things  has  made  him  the  recurring  heretic.  His 
demand  for  excellence  and  his  concern  for  academic 
freedom  and  honors  has  appeared  antithetical  to 
our  egalitarian  bias  and  has  suggested  secret  sym- 
pathies with  some  old  and  despised  aristocracy. 
Further,  he  has  seemed  to  have  access  to  sources 
of  power  denied  to  the  common  man,  with  which 
he  might  someday  exercise  an  irresistible  and,  per- 
haps, irresponsible  control  over  the  destinies  of  the 
world.  In  short,  he  has  been  by  turns  the  heretic, 
the  traitor,  and  the  magician. 

There  is,  of  course,  a distinction  to  be  made  be- 
tween the  intelligent  man  and  the  intellectual.  The 
intelligent  man  is  rarely  distrusted.  He  is  regarded 
as  capable,  practical,  skillful,  helpful,  clever,  and 
universally  useful.  The  intellectual,  often  distrusted, 
may  be  regarded  as  impractical,  unreliable,  disturb- 
ing, subversive,  even  unintelligent.  Richard  Hof- 
stadter1  has  suggested  that  there  are  two  essential 
characteristics  of  intellect:  playfulness  and  piety. 
Neither  quality  has  seemed  useful  to  practical  men 
with  important  concerns  in  the  real  world. 

For  the  practical  man  the  intellectual  has  not 
always  been  so  much  a threat  as  an  annoying  com- 

DR.  MASSEY  (aHa,  Wayne  State  College  of  Medicine, 
1945)  is  Dean  of  the  School  of  Medicine  at  the  University 
of  Connecticut  Health  Center.  This  paper  is  based  on  an 
address  which  Dr.  Massey  delivered  at  the  annual  faculty 
retreat  of  the  Schools  of  Medicine  and  Dentistry  at  the 
University  of  Connecticut  in  June,  1971. 


petitor  and  a builder  of  academic  hurdles.  Here  the 
lines  of  combat  are  sometimes  most  keenly  drawn 
because  the  scholar  and  the  practical  man  fre- 
quently find  themselves  in  situations  of  mutual  de- 
pendence. This,  of  course,  is  the  old  battle  between 
the  basic  and  the  applied  sciences.  It  is  probably 
the  even  older  battle  between  faith  and  works, 
which  engaged  medieval  scholars  and  clergy 
throughout  eight  centuries  and  culminated  in  the 
wars  of  religion  in  the  sixteenth  century.  It  prob- 
ably has  something  to  do  with  the  separate  but 
interdependent  excellences  of  mind  and  hand. 

Finally,  government  authorities  are  frequently 
fearful  of  intellect.  This  fear  is  justified,  for  the 
intellectual  may,  in  fact,  be  dangerous  to  the  estab- 
lished order  and  its  guardians.  He  is  disinterested, 
speculative,  theoretical,  evaluative,  critical.  His 
allegiance  is  to  a different  order,  and  his  pieties 
relate  to  a different  religion;  he  may  give  his  coin 
to  Caesar  but  not  his  heart,  and  he  clearly  knows 
the  difference.  His  concerns  are  not  necessarily  re- 
lated to  this  time  or  to  this  place;  he  may  even 
regard  the  apparently  momentous  problems  of  this 
moment  as  of  no  moment.  To  the  scholar,  said 
Emerson,  “This  world  of  any  moment  is  the 
merest  appearance.  Some  great  decorum,  some  fetish 
of  a government,  some  ephemeral  trade,  or  war,  or 
man,  is  cried  up  by  half  mankind  and  cried  down 
by  the  other  half,  as  if  all  depended  on  this  par- 
ticular up  or  down.  The  odds  are  that  the  whole 
question  is  not  w'orth  the  poorest  thought  which 
the  scholar  has  lost  in  listening  to  the  controversy. 
Let  him  not  quit  his  belief  that  a popgun  is  a 
popgun,  though  the  ancient  and  honorable  of  the 
earth  affirm  it  to  be  the  crack  of  doom.”2  These 
may  be  in  some  times  and  places  dangerous  words, 
and  in  all  ages  the  powerful  of  the  earth  have 
sought  legitimate  means  of  censorship  and  thought 
control  and  yet  paradoxically  have  recognized  that 
they  must  not  totally  achieve  it  because  there  are 
times  when  events  so  order  themselves  that  the 
services  of  the  intellectual  are  indispensable  and 
the  intellectual  serves  willingly  because  he  wants 
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to  be  reconciled  to  his  own  time  and  his  own  place, 
if  it  will  have  him.  Barzun  refers  to  the  love-hate 
relationship  between  society  and  the  university  and 
says  that  “if  society  summons  its  residual  institution 
to  perform,  it  must  turn  to  and  do  the  best  it  can.”3 

These  three  are  the  old  enemies  of  the  intellec- 
tual, though  not  at  all  times  and  in  all  places 
equally  inimical:  the  commons,  the  practical  men, 
the  State.  The  differences  here  must  remain  irrec- 
oncilable in  the  main,  but  pure  thought  is  not 
always  on  one  side  of  the  barricades,  and  pure 
act  on  the  other.  The  laborer  is  by  fits  a thinker, 
the  practical  man  must  speculate,  and  the  states- 
man may  seek  his  nation’s  archives  to  find  his  own 
place  or  way  in  history.  Likewise,  the  intellectual 
may  labor,  may  build,  and  may  occasionally  be 
called  to  Washington.  There  are  tensions  between 
these  polarities  which  are  sometimes  relaxed,  but 
more  often  very  tight. 

Anti-intellectualism  of  a kind  well  known  in 
America  is  gaining  ground  and  may  well  be  the 
characteristic  feature  of  the  seventies:  There  is  dis- 
illusion with  the  intellectual  process,  with  youth, 
and  with  liberal  thought,  which  has  many  of  the 
marks  of  know-nothingism.  It  arises  easily  among 
the  commons,  is  eagerly  supported  by  economic 
interests,  and  quickly  becomes  the  animating  spirit 
of  government.  There  are  no  surprises  in  this  kind 
of  anti-intellectualism.  Education,  scholarship,  re- 
search, creativity  in  all  forms  languish  during  these 
periods  but  generally  survive. 

There  is  now,  however,  a new  opponent  who  has 
emerged  in  the  past  decade:  the  intellectual  him- 
self. This  is  a recent  development,  but  not  an 
entirely  novel  one.  Intellectual  theologians  during 
the  Protestant  Reformation  were  frequently  openly 
antirational,  and  Luther  himself  seemed  at  times 
to  condemn  reason  as  a way  of  knowing.  The  ex- 
cesses of  scholasticism  had  contributed  to  that  six- 
teenth century  revolt  of  the  scholars.  The  roman- 
ticism of  the  late  eighteenth  century  and  early 
nineteenth  is  clearly  another  example  of  anti- 
rationalism which  gained  support  among  some 
scholars,  especially  the  literary,  artistic,  and  phil- 
osophical. It  was  during  and  shortly  after  this 
period  that  the  “two  cultures”4  began  to  separate. 

We  are  well  into  another  period  of  antireason 
which  seemed  to  surface  shortly  after  the  assassina- 
tion of  John  Fitzgerald  Kennedy  in  November, 
1963,  an  event  which  began  a painful  process  of 
national  self-examination  and  self-accusation.  Dur- 
ing the  preceding  twenty-five  years  the  intellectuals 


had  played  a role  in  American  society  to  an  extent 
which  was  probably  unique  in  Western  history. 
The  economists  and  political  scientists  in  the 
thirties,  the  physicists  in  the  forties,  and  the  bio- 
medical scientists  in  the  fifties  had  counseled  with 
and  had  been  supported  by  those  in  the  “corridors 
of  power”5  in  a way  which  had  never  been  known 
before  in  America.  For  what  may  be  the  first  time 
in  history,  exploding  population  became  a palpable 
phenomenon,  and  man  was  swinging  precariously 
from  the  steep  wall  of  his  exponential  curves  and 
not  liking  it.  If  this  world  was  of  his  making  and 
these  exponential  heights  the  products  of  himself, 
perhaps  he  would  need  to  take  control  of  the  his- 
torical process. 

In  the  early  sixties  the  system  seemed  clearly  not 
to  be  working.  Scholars  had  warned  long  before 
that  there  might  be  a mortal  sickness  in  modern 
society;  suddenly  the  commons  realized  it,  confirm- 
ing the  scholars  in  their  fears. 

Two  things  began  to  happen.  The  academic 
establishment  blamed  itself  for  its  deep  involve- 
ment in  a society  which  seemed  to  be,  at  the  best, 
imprudent,  at  the  worst,  immoral.  If  there  had 
been  a conspiracy,  the  intellectuals  were  guilty 
because  they  obviously  had  participated.  If  there 
had  been  failure,  they  must  to  some  degree  share 
the  blame  for  the  general  ineptitude.  They  could 
no  longer  accuse  the  State  of  being  too  political; 
they  had  been  the  advisers  to  the  State.  Second, 
the  problems  which  sprang  into  terrible  clarity 
after  those  November  events  in  1963  seemed  to 
develop  overwhelming  proportions.  Their  complex- 
ities appeared  at  first  glance,  and  even  after  more 
careful  inspection,  to  defy  the  usual  analytic 
methods.  Furthermore,  there  was,  or  seemed  to  be, 
a threat  of  imminent  social  dissolution  if  the  prob- 
lems of  war,  population,  pollution,  and  energy  de- 
pletion could  not  be  brought  under  control  before 
the  end  of  the  century,  now  only  thirty  years  away. 
Faced  with  tasks  for  which  he  was  evidently  so  ill- 
prepared,  the  intellectual  began  to  suspect  that  he 
finally  had  been  promoted  by  society  to  a position 
beyond  his  capability;  that  he  was  in  fact  a colossal 
example  of  the  Peter  Principle.  Furthermore,  he 
seemed  to  be  carrying  a load  of  guilt,  which, 
judging  by  some  events  occurring  in  his  institu- 
tions, had  partially  crippled  him.  He  found  that 
if  he  taught  mankind  to  control  his  destiny,  he 
would  end  by  destroying  his  freedoms. 

Caught  up  in  the  contagion  of  guilt,  depressed 
and  weakened  by  it,  and  despairing  before  prob- 
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lems  which  were  tangled  webs  demanding  resolu- 
tion of  penalty  of  death,  the  scholars  began  their 
drift  toward  antirationalism.  The  usual  ways  of 
knowing  became  suspect;  the  patterns  and  forms 
of  academic  life  were  suddenly  out  of  place.  Rele- 
vancy became  the  test.  The  faith  that  all  knowledge 
was  in  someway  useful  was  challenged  by  the  de- 
mand for  clear  evidence  of  immediate  relevance, 
and  the  challengers  seemed  to  deny  the  contingent 
and  transitory  nature  of  today’s  objectives.  Action 
was  to  be  preferred  to  thought.  The  disciplined, 
examined  life  was  seen  to  inhibit  creativity  and 
spontaneity.  Learning  for  the  fun  of  learning,  dis- 
covery only  because  the  unknown  is  all  around,  art 
for  art’s  own  reasons  no  longer  seemed  sufficient  to 
provide  legitimacy  to  scholarship.  Education  be- 
came “education  for  what?”  and  began  to  look 
more  like  training.  The  faith  that  the  quest  for 
the  good,  the  true,  and  the  beautiful  might  fulfill 
a man  and  humanize  his  societies  seemed  to  belong 
to  a simple,  naive  era,  an  era  which  cultivated 
irrelevancies. 

It  was  not  difficult  for  the  commons,  the  prac- 
tical men,  and  the  government  to  understand  and 
support  this  new  direction.  It  made  it  easier  for 
them  to  continue  their  favors  to  the  scholars  and 
his  universities  and  institutions  if  he  could  only 
demonstrate  the  immediate  usefulness  of  his  work. 
If  he  hesitated,  he  could  be  bought,  more  easily 
now  since  he  was  beginning  to  share  their  opinions. 

Abjuring  the  faith,  confessing  their  guilt,  and 
lured  by  the  bait,  the  scholars  in  large  numbers 
feel  an  overwhelming  urge  to  enter  the  world,  to 
change  it  perhaps,  but  also  to  become  one  with  it. 
The  secularization  of  scholarship,  its  dilution  and 
dispersion  in  a world  naturally  anti-intellectual 
could  mean  the  loss,  not  of  scholarship  alone,  but 
the  essential  thread  of  civilization. 

The  Weltanschauung  of  anti-intellectualism  is  an 
easy  one  to  sustain;  it  is  romantic,  unstructured, 
natural,  uncompelling.  History  suggests,  however, 
that  it  has  a perverse  way  of  slipping  into  tragedy: 
witch-hunting,  intolerance,  greed,  totalitarianism, 
tyranny,  inhumanity. 

American  medicine  neglected  the  basic  sciences 
during  the  greater  part  of  the  nineteenth  century. 
There  were  many  reasons  for  this  phenomenon. 
To  a large  degree  it  represented  the  ascendency  of 
practical  men  over  intellectual  men  in  a develop- 
ing nation;  to  some  extent  it  represented  revolt 
against  the  older  forms  of  Europe.  While  this 
neglect  represented  anti-intellectualism  in  medi- 


cine, or  in  science  generally,  it  curiously  did  not 
correspond  to  an  anti-intellectualism  in  literature. 
Further,  it  was  clearly  not  shared  by  European 
medicine  and  science.  In  1910  with  the  Flexner 
Report,  American  medical  education  began  to  re- 
gain its  intellectual  foundations  and  during  the  en- 
suing half  century  has  rebuilt  its  structure  on  the 
firm  ground  of  biology.  “The  professor,”  Osier  said 
in  1911, 7 “has  three  duties— to  see  that  patients  are 
well  treated,  to  investigate  disease,  and  to  teach 
students  and  nurses.  He  should  be  a man  of  wide 
sympathies  and  trinocular  vision.  He  should  have 
a comprehensive  and  thoroughly  scientific  training, 
and  should  enter  clinical  medicine  through  one  of 
thre  portals— physiology,  chemistry,  or  bacteriology 
and  pathology.  He  must  be  keenly  practical,  keenly 
scientific,  fond  of  his  patients,  fond  of  his  work, 
and  devoted  to  his  students.” 

Sixty  years  later,  medicine,  dentistry,  and  the  re- 
lated health  professors  have  joined  with  their  col- 
leagues in  the  academy  in  assessing  their  accom- 
plishments and  have  found  them  wanting.  Health 
services  are  poor  and  becoming  relatively  poorer 
in  rural  America  and  in  the  decaying  urban  cen- 
ters. Our  life  expectancy  is  not  the  highest  in  the 
world,  and  in  fact  has  increased  little  during  the 
past  fourteen  years.  Our  neonatal  mortality  rate  is 
strikingly  high  in  comparison  with  many  other 
developed  nations.  We  seem  to  have  accomplished 
relatively  little  in  the  prevention  or  cure  of  heart 
disease,  stroke,  cancer,  alcoholism,  mental  disease. 
Against  all  of  this,  however,  are  some  notable 
achievements  of  biomedical  research— the  rheumatic 
fever,  poliomyelitis,  and  rubella  stories  come 
quickly  to  mind.  A patient  now  can  confidently 
expect  to  benefit  from  an  encounter  with  His  phy- 
sician, an  expectation  which  was  not  justified  sixty 
years  ago.  There  has  been  an  exponential  growth 
rate  of  scientific  information  during  the  past 
twenty-five  years.  That  its  application  has  not  been 
as  rapid  as  we  would  have  liked  can  hardly  be 
ascribed  to  the  knowledge  itself,  nor  imputed  to 
the  investigators  whose  motives  were  perhaps  more 
intellectual  than  practical.  Our  students  will  not 
be  better  because  they  have  had  less  science.  Our 
new  health  professionals  will  not  be  made  more 
effective  by  denying  them  access  to  this  storehouse 
of  information,  nor  will  our  health  problems  be 
solved  more  quickly  by  denying  support  to  scientific 
investigation.  Medical  education  in  the  days  before 
the  1910  Report  of  the  Carnegie  Foundation  for 
the  Advancement  of  Teaching  was  shorter  in  time, 
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less  discriminating  in  student  selection,  more  prac- 
tical in  curriculum  design,  and  placed  less  emphasis 
on  research.  There  is  more  than  a hint  that  we  are 
being  asked  to  consider  these  older  patterns  once 
again  in  1972;  perhaps  the  Flexnerian  era  is  over. 
Are  we  subtly  being  asked  to  consider  it  a failure? 

Scholars  are  used  to  the  traditional  anti-intellec- 
tualism  of  the  commons,  the  practical  men,  and  the 
State.  They  will,  in  fact,  face  a formidable  round 
of  it  in  the  decade  to  come.  They  expect  that  strug- 
gle to  continue  and  in  their  more  candid  moments 
hope  neither  side  will  gain  anything  like  an  ulti- 
mate victory.  But  civil  war  is  another  matter,  and 
some  are  joining  the  other  side.  The  last  thirty 
years  of  this  century  will  assuredly  offer  the  facul- 
ties of  the  world’s  academies  a greater  series  of 
challenges  than  those  presented  in  the  fifth  cen- 
tury. The  biological,  behavioral,  and  social  scien- 
tists, along  with  the  health  professionals,  have  al- 
ready fallen  heir  to  a considerable  number  of  these 
challenges.  Induction  and  the  scientific  method 
have  proved  to  be  useful  in  the  business  of  prob- 
lem-solving; there  is  no  compelling  reason  to  aban- 
don them  now. 

Freedom  for  the  intellectual  establishment  is  at 
issue,  and  the  intellectuals  themselves  question 
whether  it  is  worth  defending.  Societies  and  whole 
civilizations  grow  old,  sicken,  and  clie  for  reasons 
that  we  are  only  beginning  to  understand.  Whether 
decay  has  set  in  irretrievably  in  the  West,  or  whether 
we  are  approaching  the  true  High  Renaissance  after 
six  hundred  years  is  not  really  knowable  from  the 
perspective  of  the  late  twentieth  century.  If  the 
slope  of  the  curve  is  downward,  science,  literature, 
art,  and  critical  judgment  may  not  be  able  to  re- 


verse it.  What  is  certain  is  that  it  cannot  be  re- 
versed without  them.  If  the  intellectual  abandons 
his  fight  for  the  free  exercise  of  mind,  the  heart 
of  culture  could  be  lost  in  two  generations.  If  the 
slope  of  the  curve  of  history  is  upward,  its  direc- 
tion cannot  be  sustained  if  the  scholars  themselves 
see  academic  and  intellectual  freedom  as  irrele- 
vancies. 

Complex  problems  demand  complex  solutions, 
and  intuition  will  not  serve  where  systems  analysis 
is  called  for.  The  intellectual  disciplines,  human- 
istic as  well  as  scientific,  will  need  to  share  their 
best  insights  and  their  humor  before  we  have  seen 
this  century  out.  The  poet,  the  philosopher,  and 
the  scientist  may  have  to  abandon  their  narrow 
professionalism;  this  is  not  the  same  as  abandoning 
their  disciplines,  which  are  based  on  a playful  atti- 
tude before  ideas  and  a sense  of  pious  awe  before 
fact. 
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Though  a little  one,  the  master-word  . . . Work  . . . looms  large  in  meaning. 
It  is  the  open  sesame  to  every  portal,  the  great  equalizer  in  the  world,  the  true 
philosopher’s  stone  which  transmutes  all  the  base  metal  of  humanity  into  gold. 

— Sir  William  Osier 
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What  Is  Your  Diagnosis? 


Forly  year  old  gentleman  was  evaluated  for  exer- 
tional chest  pain  intermittently  for  two  years.  Pre- 
viously admitted  in  1962  for  “inflammation  of  the 
heart”  with  an  abnormal  electrocardiogram.  A re- 
cent electrocardiogram  was  abnormal. 

Physical  Examination : Pulse  70  per  minute  regu- 
lar. Blood  pressure  128/80  mm.  of  mercury.  No 
cardiomegaly.  First  heart  sound  normal.  Second 
heart  sound  paradoxically  split.  Fourth  heart  sound 
audible  at  the  mitral  area. 

Chest  X-Ray : Normal  heart  and  lungs. 

Laboratory  Data : Normal.  VDRL  non-reactive. 
Lipoprotein  phenotyping  Type  IV. 

What  Is  Your  Diagnosis?  What  Is  Your  Treatment? 

1.  Left  Bundle  Branch  Block 

2.  Wolff  Parkinson  White  Syndrom— Type  B 

3.  Left  Bundle  Branch  Block  With  Septal  Infarct 

The  electrocardiogram  demonstrates  regular  sinus 

rhythm.  Atrial  and  ventricular  rates  79  per  minute. 
PR  interval  0.16  seconds.  QRS  is  0.14  seconds  and 
is  prolonged.  ST  segments  and  T waves  demon- 
strate reciprocal  changes. 

The  diagnosis  of  left  bundle  branch  block  is  made 
by: 

1.  QRS  interval  exceeding  0.12  seconds. 

2.  Notching  or  slurring  of  the  QRS  complexes. 

3.  Absence  of  Q wave  in  1,  AVL  and  V6  and 
presence  of  Q wave  in  2,  and  3. 

4.  Large  T waves  opposite  in  direction  to  the 
ventricular  depolarization. 

5.  Delayed  intrinscoid  deflection  (0.06  seconds) 
in  left  precordial  leads  V5  and  6. 

6.  A small  R wave  and  a deep  S wave  present 
in  the  right  precordial  leads. 


Wolff  Parkinson  White  Syndrome  excluded  by: 

1.  Normal  PR  interval. 

2.  Absence  of  delta  wave. 

Anteroseptal  infarction  in  presence  of  left  bundle 
branch  block  excluded  by: 

1.  Normal  initial  QRS  in  transverse  plane  (an- 
terior and  to  the  right).  See  vectorcardiogram. 

Genesis  of  Left  Bundle  Branch  Block 

The  main  bundle  of  HIS  which  is  a specialized 
conduction  system  originates  at  the  anterior  margin 
of  the  AV  node.  At  the  level  of  the  muscular  por- 
tion of  the  interventricular  septum,  it  divides  into 
two  separate  bundles.  The  right  bundle  passes 
down  the  endocardial  surface  of  the  right  side  of 
the  septum  to  the  apex  of  the  right  ventricle.  The 
left  bundle,  however,  during  its  course  into  the 
sub-endocardial  surface  on  the  left  side  of  the  sep- 
tum separates  into  two  divisions.  One  is  called 
superior  or  anterior  division  of  the  left  bundle 
preferably  called  the  anterior  fascicle  and  the  other 
group  courses  inferiorly  and  posteriorly  to  the  in- 
ferior surface  of  the  left  ventricle.  This  is  called 
the  inferior  or  posterior  division  of  the  left  bundle 
and  is  usually  referred  to  as  the  posterior  fascicle. 
Along  the  route  of  the  two  divisions  of  the  left 
bundle,  many  small  branches  of  Purkinje  fiber 
spread  in  all  directions  to  meet  the  endocardium 
of  the  left  ventricle.  This  Purkinje  network  anas 
tomosis  quite  freely  in  the  lower  part  of  the  ven- 
tricular septum  as  well  as  in  the  free  wall  of  the 
left  ventricle.  The  terminal  Purkinje  fibers  enter 
the  ventricular  muscle  and  at  the  ramification  are 
difficult  to  be  identified. 

The  right  bundle  runs  parallel  to  the  left  an- 
terior fascicle.  In  addition,  the  right  bundle  is  thin 
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and  therefore  it  is  not  uncommon  for  a lesion  to 
produce  combined  conduction  problem  of  the  right 
bundle  as  well  as  the  left  anterior  fascicle  defined 
as  bilateral  bundle  branch  block. 

Ventricular  depolarization  begins  in  two  separate 
areas  of  the  left  ventricle  supplied  by  two  fascicles. 
In  the  right  ventricle  the  activation  begins  in  the 
region  of  the  anterior  papillary  muscle  and  septal 
activation  moves  over  to  the  center  of  the  septum. 
Because  of  the  greater  mass  of  the  tissue  from  the 
left  ventricle,  the  septal  vector  is  usually  from  left 
to  right  and  this  is  the  first  vector  or  the  septal 
vector.  After  the  beginning  of  the  septal  depolariza- 
tion, an  excitation  continues  from  the  bundle  to 
the  free  wall  i.e.  endocardium  to  the  epicardium 
with  the  inscription  of  the  QRS  complex.  The  right 
ventricular  wall  is  thin  and  therefore  this  activity 
is  terminated  earlier.  The  left  ventricular  wall  is  a 
thicker  and  a greater  mass  and  therefore  predomi- 
nants in  the  QRS  forces  pointing  to  the  left  and 
posteriorly. 

The  septal  activation  from  left  to  right  is  re- 
sponsible for  the  R wave  in  VI  and  2 and  Q wave 
in  V5  and  6.  In  the  left  bundle  branch  block,  the 
obstruction  is  in  either  the  main  left  bundle  or  it 
involves  its  two  fascicles  equally.  Because  of  the 


block,  the  septal  activation  is  from  right  to  left. 
In  such  circumstances,  VI  and  V2  leads  are  facing 
the  negative  side  of  the  activation  wave  and  would 
record  a QS  or  a small  r and  large  S configuration. 
Similarly  V5  and  6 would  face  the  positive  side  of 
the  activation  wave  and  would  therefore  record  R 
waves  with  abscence  of  Q waves.  The  left  ventricu- 
lar activation  is  delayed  and  would  therefore 
demonstrate  a delay  in  the  intrinscoid  deflection 
which  indicates  left  ventricular  activation  time. 
The  right  ventricular  activation  time  is  normal 
with  normal  intrinscoid  deflection  in  the  right  pre- 
cordial leads.  Because  of  the  delay  in  the  ventric- 
ular depolarization  i.e.  due  to  slow  conduction  in 
the  non-Purkinje  tissue,  the  QRS  duration  is  pro- 
longed. 

Sodi  Pollares  has  described  three  degrees  of  left 
bundle  branch  block  depending  on  the  QRS  inter- 
val. In  the  first  degree  of  left  bundle  branch  block 
the  QRS  duration  is  of  0.09  to  0.10  second  and  Q 
waves  are  either  absent  or  embryonic  or  small  in 
lead  V5  and  6 and  there  is  a slight  delay  in  the 
onset  of  intrinscoid  deflection  in  the  left  precordial 
leads. 

In  the  second  degree  of  left  bundle  branch  block 
however  the  QRS  duration  is  up  to  0.1 1 second  the 
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intrinscoid  deflection  on  V5  and  6 is  approximately 
0.07  to  0.08  seconds  and  the  third  degree  is  com- 
plete left  bundle  branch  block  which  is  described 
in  this  electrocardiogram. 

The  Etiology  of  Left  Bundle  Branch  Block 

The  most  common  forms  of  heart  disease  asso- 
ciated with  left  bundle  branch  block  are  hyperten- 
sion and  ischemic  heart  disease.  In  a combined 
series  of  716  patients  left  bundle  branch  block  was 
associated  with  hypertension  in  230  patients,  coro- 
nary artery  disease  in  142  patients,  both  combined 
in  196  patients,  chronic  rheumatic  valve  disease 
aortic  valve  lesions  in  55  patients.  Cardiomyopathy 
is  also  frequently  complicated  by  left  bundle 
branch  block.  It  may  occur  rarely  as  a familial 
anomaly.  Hiss  and  Lamb  in  1962  found  17  exam- 
ples of  left  bundle  branch  block  in  122,043  fit  air 
force  personnel  and  similar  incidence  has  been  re- 
corded in  two  other  series.  Because  the  right  bundle 
branch  block  is  small  and  thin,  a small  lesion  is 


required  to  produce  a conduction  problem  in  this 
system.  The  left  bundle  stands  out  over  a wider 
area  and  extensive  ventricular  damage  is  necessary 
to  involve  the  complete  left  bundle  system.  In  addi- 
tion the  left  posterior  fascicle  receives  double  blood 
supply.  Because  of  these  findings  and  anatomical 
characteristics  of  the  left  bundle,  the  complete 
block  of  the  left  bundle  branch  system  is  con- 
sidered to  carry  a worse  prognosis  than  the  right 
bundle  branch  block.  In  a small  series  of  12  pa- 
tients studied  by  Lewis  and  his  group,  normal  coro- 
nary arteries  were  demonstrated  in  5 patients  of 
left  bundle  branch  block  who  did  not  have  primary 
myocardial  or  congenital  heart  disease.  It  was  sug- 
gested by  these  authors  that  short  left  main  coro- 
nary arteries  which  were  present  in  these  patients 
was  responsible  for  abnormal  shearing  forces  which 
damage  the  early  septal  branches  responsible  for 
the  perfusion  of  the  main  left  bundle.  It  is,  there- 
fore, possible  that  the  small  coronary  arteries  and 
microcirculation  problems  may  be  responsible  for 
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this  conduction  system  abnormality  in  these  patients. 

Our  patient  was  studied  because  of  the  chest 
pain  and  development  of  left  bundle  branch  block. 
Hemodynamic  data  and  coronary  arteriograms  were 
normal.  The  left  ventriculogram  demonstrated 
moderately  decreased  contractility  diffusely  present. 
This  was  consistent  with  the  diagnosis  of  left  bun- 
dle branch  block.  The  patient,  therefore,  had 
cardiomyopathy  responsible  for  left  bundle  branch 
block.  Since  there  was  no  evidence  of  decompensa- 
tion, he  does  not  require  any  treatment  but  re- 
quires followup  for  evaluation  of  the  acceleration 
of  the  conduction  problem.  In  a large  series  of  AV 
block  of  95  patients  by  Lasser,  Hess  and  Freiclberg, 
left  bundle  branch  block  was  present  in  9%  prior 
to  the  development  of  complete  heart  block. 
Though  uncommon,  it  is  possible  that  these  pa- 
tients will  ultimately  develop  complete  heart  block 
and  its  complications.  Appropriate  treatment  in 
the  terms  of  pacing  would  be  necessary  then.  When 
they  develop  congestive  heart  failure  as  the  result 


of  cardiomyopathy,  then  the  conventional  therapy 
for  congestive  heart  failure  would  be  mandatory. 

Suggested  Readings 

Lenegre,  J.  Etiology  and  Pathology  Of  Bilateral  Bundle 
Branch  Block  In  Relation  To  Complete  Heart  Block 
Prog.  Cardiovas.  Dis.  6:409—1964. 

Lasser,  R.  P.,  Hoyt,  J.  I.,  Friedberg,  C.  K.  The  Relationship 
Of  Right  Bundle  Branch  Block  With  Marked  Left  Axis 
Deviation  To  Complete  Heart  Block  And  Syncope.  Cir- 
culation 37:429-1968. 

Sodi  Pollares,  D.,  Bisteni,  A.,  Medrano,  G.  A.,  Cisneros,  I-'. 
Activation  Of  Free  Left  Ventricular  Wall  In  The  Dog’s 
Heart  In  Normal  Candidates  And  In  Left  Bundle  Branch 
Block.  Arner.  Heart  J.  49:587—1955. 

Trevino,  A.  J.,  Beller,  B.  M.  Conduction  Disturbances  Of 
The  Left  Bundle  Branch  Block  System  And  Their  Rela- 
tionship To  Complete  Heart  Block.  Amer.  J.  Med.  51: 
362-1971. 

Hiss,  R.  G.,  Lamb,  L.  E.  Electrocardiography  Findings  In 
122,043  Individuals.  Circulation  25:947—1962. 

Davies,  M.  J.  Pathology  Of  Conducting  Tissue  Of  The  Heart. 
New  York  Appleton  Century  Crofts  1971,  p.  129. 


Marihuana  and  Glaucoma 

Scientists  have  confirmed  an  accidental  discovery  made  in  1971  that 
marihuana  smoking  causes  a significant  decrease  in  intraocular  pressure,  a find- 
ing which  may  mean  that  active  components  of  marihuana  might  eventually 
become  useful  in  treating  glaucoma,  a disease  involving  increased  pressure  within 
the  eye.  Studies  of  the  effect  of  marihuana  and  its  psychoactive  ingredient — 
delta-9-tetra-hydrocannabinol  (THC)-on  intraocular  pressure  in  30  normal  sub- 
jects and  one  patient  with  severe  glaucoma  were  reported  recently  at  the  Fifth 
International  Congress  on  Pharmacology  in  San  Francisco,  California.  The  re- 
search was  conducted  under  a contract  from  The  National  Institute  of  Mental 
Health,  an  agency  of  The  U.S.  Department  of  Health,  Education  and  Welfare. 
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In  serious  gram-negative  infections' 

Simplified 
dosage  guideline 


Usual  adult  dosage  - - I.M.  and  I.V.  - - in  patients  with 

normal  renal  function 

132  lbs.  or  less  Over  132  lbs. 


1 .5  cc.  (60  mg.) 
every  8 hours 


2 cc.  (80  mg.) 
every  8 hours 


2 S 4 J 
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Serious  Infections:  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 
3 mg. /kg. /day  administered  in  three  equal 
doses  every  8 hours. 


Life-Threatening  Infections:  Dosages  of 
up  to  5 mg./kg./day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg./kg./day  as 
soon  as  clinically  indicated. 


Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg./kg./day  in  three  equal  doses 
every  8 hours 


I 

0 
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WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  With 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


creatinine  or  oliguria).  Evidence  o 
icity  requires  dosage  adjustment! 
continuance  of  the  drug. 

In  event  of  overdose  or  toxic  ri 
peritoneal  dialysis  or  hemodialysis 
in  removal  of  gentamicin  from  th 
Serum  concentrations  should  be 
ed  when  feasible  and  prolonged  co 
tions  above  12  meg. /ml.  should  be 
Concurrent  use  of  other  neuroto 
or  nephrotoxic  drugs,  particularly 


40  mg.  per  cc. 

Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


>mycin,  kanamycin,  cephaloridine, 
polymyxin  B,  and  polymyxin  E 
should  be  avoided, 
icurrent  use  of  gentamicin  with  po- 
ics  should  beavoided,  since  certain 
ay  themselves  may  cause  ototoxic- 
lition,  when  administered  intrave- 
jretics  may  cause  a rise  in  gentami- 
ievel  and  potentiate  neurotoxicity. 
't  PREGNANCY  Safety  for  use 
ncy  has  not  been  established. 


Duration  of 
therapy-I.M.  and  I.V. 

The  usual  duration  of  treatment  is  7 to  10  days.  In 
difficult  and  complicated  infections,  a longer  course 
of  therapy  may  be  necessary. 

Instructions  for  LV  use 

Dilution— A single  dose  is  diluted  in  1 00  or  200  cc.  of 
sterile  normal  saline  or  in  a sterile  solution  of  dextrose 
5%  in  water;  in  infants  and  children,  the  volume  of 
diluent  should  be  less.  The  concentration  of  gentamicin 
in  solution  should  not  exceed  1 mg./cc.  (0.1  %). 

Infusion  time— The  solution  is  infused  over  a period  of 
1 to  2 hours. 

Premixing— GARAMYCIN  Injectable  should  not  be 
physically  premixed  with  other  drugs  but  should  be 
administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage 
schedule. 


In  adults  with 
impaired  renal  function 

The  single  dose  of  GARAMYCIN  Injectable  given  by 
patient  weight  remains  the  same;  however,  the  interval 
between  doses  must  be  extended. 

This  interval  may  be  approximated  by  multiplying  the 
serum  creatinine  by  eight  as  follows: 

Serum  creatinine  X8  = frequency  of  administration 
(mg. /100  ml.)  (in  hours) 

This  dosage  schedule  is  not  intended  as  a rigid 
recommendation,  but  is  provided  as  a guide  to  dosage 
when  the  measurement  of  gentamicin  serum  levels  is 
not  feasible. 


See  Clinical  Considerations  section  which  follows . . . 


Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
For  Parenteral  Administration 


WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and 
prolonged  concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  vio- 
mycin,  polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity. 
In  addition,  when  administered  intravenously,  diuretics  may  cause 
a rise  in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
Warning  Box.  In  the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 


Organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  in- 
clude increased  serum  transaminase  (SGOT,  SGPT),  increased  serum  bili- 
rubin, transient  hepatomegaly,  decreased  serum  calcium;  splenomegaly, 
anemia,  increased  and  decreased  reticulocyte  counts,  granulocytopenia, 
thrombocytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized 
burning,  joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased 
salivation,  lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibro- 
sis, hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given 
intramuscularly  or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  pa- 
tients with  serious  infections  and  normal  renal  function  is  3 mg. /kg. /day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less, 
the  usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg. /kg./ 
day  may  be  administered  in  three  or  four  equal  doses.  This  dosage  should 
be  reduced  to  3 mg. /kg. /day  as  soon  as  clinically  indicated. 

’In  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe 
burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033.  slr  m 
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Connecticut  Regional  Medical  Program 

Health  Care  Planning 


The  following  is  a major  excerpt  from  a paper 
on  the  subject  of  Health  Care  Planning  presented 
by  Dr.  Henry  T.  Clark,  Jr.,  CRMP  Director,  on 
February  18,  1972  at  an  invitational  conference  of 
nationally-known  health  leaders,  called  by  Gover- 
nor Ogilvie  of  Illinois  to  explore  “The  Role  and 
Responsibility  of  a State  in  Promoting  Good 
Health  for  Its  People.” 

My  task  today,  as  I see  it,  is  to  suggest  an  ap- 
proach to  planning  the  future  health  care  delivery 
system  which  builds  on  the  best  of  the  present 
system,  which  allows  the  major  providers— and  rep- 
resentative consumers— to  participate  in  the  plan- 
ning process,  and  which  permits  phasing-in,  over 
time,  so  that  new  roles  and  relationships  can  de- 
velop among  various  organizations  and  institutions. 
As  you  will  see,  the  state  has  a central  role  in  my 
suggested  approach. 

Let  me  mention  briefly  some  of  the  primary 
health  problems  or  issues:  there  are  probably  not 
enough  health  personnel  to  serve  the  growing  needs 
of  the  American  people;  there  is  developing  an 
oversupply  of  some  types  of  highly  specialized 
medical  personnel  and  a great  undersupply  of  other, 
less  specialized  types,  especially  primarly  physicians; 
there  is  generally  an  oversupply  of  personnel  in 
the  affluent  suburbs  of  our  cities  and  an  under- 
supply in  the  inner  cities  and  rural  areas;  there 
are  many  other  deficiencies,  too,  in  health  care 
delivery  in  the  inner  cities  and  rural  areas;  there  is 
little  coordination  among  the  operating  programs 
of  our  general  hospitals,  leading  to  some  unneces- 
sary duplication  in  expensive  facilities  and  services, 
but,  more  important,  gaps  in  other  services;  there 
is  poor  medical  care  being  rendered  in  the  nursing 
homes  and  long-term  care  facilities  of  our  country 
and  no  real  linkage  between  these  units  and  gen- 
eral hospitals  which  could  provide  technical  back- 
up services  and  quality  supervision  for  patients; 
home  health  services  are  inadequately  developed 
and  inadequately  linked  with  hospitals  and  with 
medical  practitioners;  there  is,  as  yet,  no  effective 
overall  linkage  between  general  hospitals  and  com- 
munity colleges  and  technical  high  schools  in  the 
training  of  health  personnel;  there  is  a gap  between 


our  preventive  medicine  and  curative  medicine 
systems,  to  the  disadvantage  of  all  our  people;  the 
present  system  of  financing  health  care  is  designed 
to  perpetuate  existing  evils  in  health  delivery  rather 
than  encourage  their  correction;  there  is  a high 
degree  of  autonomy  and  vested  interest  in  each 
segment  of  the  health  delivery  system  which  makes 
it  resistant  to  change;  there  is  a great  scarcity  of 
qualified  research  personnel  to  study  local  health 
problems  and  help  chart  a constructive  plan  of 
action;  and,  perhaps  most  important  of  all,  there 
is  an  almost  total  absence  of  local  leadership— both 
medical  and  lay— capable  of  understanding  the  com- 
posite problems  cited  here  and  of  pointing  the  way 
toward  a solution  at  the  local  level. 

The  fact  is  that  all  of  these  problems  are  inter- 
related; and  there  is  no  single  organization,  agency 
or  governing  instrument  which  has  the  capacity  or 
the  established  leadership  role  to  solve  them.  The 
federal  government  has  been  striving  mightily  in 
this  connection  in  recent  years,  but  its  efforts  have 
often  led  to  bits  and  pieces  of  programs  which  have 
produced  greater  fragmentation  rather  than  coales- 
cence of  the  delivery  system.  While  federal  legisla- 
tion and  financial  support  are  important  in  bring- 
ing about  greater  order  in  health  care  delivery,  the 
actual  instrumentality  which  produces  and  oversees 
change  must  operate  closer  to  home,  where  it  can 
react  to  the  true  circumstances  of  the  community 
and  its  institutions. 

There  is  a desperate  need  for  the  various  parts 
of  the  health  establishment— i.e.  the  practicing  pro- 
fessions, the  university  health  centers,  the  general 
hospitals  and  long-term  care  institutions,  the  public 
agencies  such  as  departments  of  public  health, 
mental  health  and  welfare,  and  a host  of  voluntary 
agencies— to  work  together  to  solve  present  prob- 
lems of  health  care  delivery  in  order  to  provide 
optimum  care  to  all  people  in  an  efficient  way. 
Unfortunately,  the  American  system  of  free  enter- 
prise, which  has  made  this  nation  economically 
great,  has  molded  a tradition  of  organizational  in- 
dependence which  is  the  very  antithesis  of  the  co- 
operative spirit  needed  to  solve  our  health  crisis. 
In  the  past  it  has  been  only  in  times  of  national 
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calamity,  such  as  war,  or  overwhelming  national 
idealism,  such  as  the  space  program,  when  the 
American  people  have  forced  the  free  enterprise 
system  to  serve  a common  purpose.  It  appears  that 
some  bending  of  that  system  is  needed  to  solve  our 
health  care  crisis  today. 

Against  this  somewhat  dismal  background  I think 
I detect  a tiny  patch  of  blue  in  the  sky.  In  several 
recent  developments— e.g.,  the  Regional  Medical 
Program  Legislation,  the  Comprehensive  Health 
Planning  Legislation,  the  Perloff  Report  of  the 
American  Hospital  Association— there  is  an  impli- 
cation that  the  principles  of  medical  regionaliza- 
tion, which  were  enunciated  in  the  1930’s,  should 
be  resurrected,  dusted  off,  modernized  and  made 
fully  operative,  beginning  in  the  1970’s.  I think 
this  is  our  best  hope  for  putting  needed  order  in 
our  health  care  delivery  system. 

The  basic  concept  of  medical  regionalization  for 
the  1970’s  is  relatively  simple.  Each  state  should  be 
sub-divided  into  a number  of  health  service  regions, 
each  region  to  contain  an  appropriate  number  of 
people  to  be  served  along  with  the  health  person- 
nel. agencies  and  institutions  to  provide  the  neces- 
sary services.  Ideally,  a health  service  area  should 
contain  all  the  essential  ingredients,  including  a 
university  health  center,  which,  if  properly  coordi- 
nated, will  provide  optimum  service  to  all  the 
people  of  the  area.  If  the  necessary  personnel  and 
facilities  are  not  all  available  at  the  beginning, 
acquiring  them  becomes  a task  for  phase-in  over 
time. 

Presiding  over  each  health  service  area  should  be 
a Health  Care  Authority  whose  job  it  is  to  oversee 
and  coordinate  the  functioning  of  the  component 
parts  so  that  the  health  providers  will  function 
effectively  together  in  the  service  of  t he  total  popu- 
lation of  the  area.  Each  Health  Care  Authority 
should  have  a research  and  planning  arm  to  study 
local  health  problems,  in  company  with  local  pro- 
viders and  consumers,  and  to  chart  action  pro- 
grams—this  arm  also  to  be  a mechanism  for  evalua- 
tion and  feed  back  at  a later  stage  of  program  de- 
velopment. Each  Health  Care  Authority  should  be 
assigned  responsibility  for  overseeing  the  implemen- 
tation of  the  many  bits  and  pieces  of  federal  and 
state  legislation  which  affect  health  care  delivery 
in  its  region.  And  each  Health  Care  Authority 
should  have  responsibility  for  supervising  the  ex- 
penditure of  at  least  a part  of  the  health  care 
delivery  dollar  in  order  to  promote  the  necessary 


collaboration  among  providers  in  delivering  com- 
prehensive health  care  to  all  the  people. 

Now  this  is  merely  the  barest  outline  of  a plan 
of  action  and  it  needs  a very  extensive  spelling-out. 
The  spelling-out  should  not  be  done  by  so-called 
health  planners,  acting  alone  in  the  back  room;  it 
should  be  done  in  the  public  arena  with  the  main 
providers  of  health  care  and  representative  con- 
sumers having  a full  participatory  role.  Onlv  in 
this  way  will  these  elements  recognize  the  need  for 
the  drastic  course  of  action  proposed  here  and 
accept  a part  in  its  effective  implementation. 

In  order  to  carry  this  idea  forward  I suggest  that 
the  State  Legislature  activate  a study  commission 
to  function  over  a two  to  three-year  period  to  con- 
sider the  desirability  of  establishing  an  overall  pro- 
gram of  medical  regionalization  for  the  state  and, 
if  such  seems  desirable,  to  chart  an  action  program, 
stage  by  stage,  to  implement  it.  The  study  com- 
mission should  contain  appropriate  representatives 
of  health  providers  and  consumers.  It  should  vali- 
date the  deficiencies  in  health  care  delivery  which 
I noted  earlier.  It  should  determine  the  proper 
boundaries  for  health  service  areas  in  the  state. 
And  it  should  determine  the  proper  composition 
and  functioning  of  the  Health  Care  Authority  itself. 

Let  me  make  clear,  if  this  is  not  already  obvious, 
that  the  course  of  action  I am  describing  is  not  a 
simple  one.  The  proposed  study  commission  will 
have  an  enormously  difficult  and  complex  assign- 
ment. Furthermore,  the  implementation  of  its 
recommendations,  particularly  if  this  calls  for  the 
creation  of  the  Health  Care  Authorities  discussed 
above,  will  take  several  years  to  effectuate.  One  of 
the  most  acute  problems  relates  to  the  fact  that 
the  personnel  needed  to  operate  the  Authorities 
in  an  effective  way  are  very  few  at  the  present 
time.  Many  must  be  trained— and  must  then  de- 
velop in  experience  and  sophistication. 

However,  the  problems  which  my  overall  recom- 
mendation addresses  are  not  going  away— they  are 
getting  worse.  It  would  be  well  to  start  a course 
of  treatment  now,  rather  than  let  the  situation 
deteriorate  further. 

How  do  Regional  Medical  Programs  relate  to 
our  discussion  today?  And  Comprehensive  Health 
Planning? 

Regional  Medical  Programs  (RMP’s)  stem  from 
federal  legislation  enacted  in  1965.  At  the  outset 
RMP’s  sought  “through  regional  cooperative  ar- 
rangements” to  link  peripheral  medical  care  insti- 
tutions to  centers  of  academic  excellence  and  thus 
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help  carry  the  full  benefits  of  modern  medicine  to 
all  victims  of  heart  disease,  cancer  and  stroke.  Later 
the  legislation  was  broadened  to  include  a concern 
for  primary  care. 

RMP’s  have  been  handicapped  by  the  fact  that 
they  have  not  had  statutory  authority  to  implement 
their  goals,  only  a modest  grants  program  to  spon- 
sor demonstrations.  Thus  with  very  little  carrot  and 
almost  no  stick  RMP’s  have  had  to  function  almost 
entirely  by  persuasion  to  achieve  measurable  re- 
sults. Some  of  the  56  RMP’s  across  the  country 
have  accomplished  very  little.  Others,  however,  are 
serving  as  instruments  to  open  discussions  between 
different  parts  of  the  health  establishment  in  their 
regions,  which  are  leading  to  significant  demonstra- 
tions of  joint  program  activity  in  the  public  in- 
terest. These  expanding  dialogues  between  parts  of 
the  health  establishment,  and  the  joint  program 
activities  which  are  resulting,  are  fundamental 
building  blocks  for  the  more  extensive  and  more 
complete  medical  regionalization  program  in  the 
future. 

What  about  CHP?  The  Comprehensive  Health 
Planning  Law  was  passed  by  Congress  in  1966  and 
modified  on  two  occasions  since  that  time.  It  en- 
visions a statewide  “A”  agency  which  is  to  correlate 
overall  health  programs  of  the  state,  and  a number 
of  “B”  agencies,  serving  each  identifiable  health 
service  area  of  the  state,  which  are  to  determine 
the  health  needs  of  the  people  of  its  service  area 
and  chart  action  programs  to  meet  those  needs. 

Like  many  RMP’s,  CHP’s  generally  have  been 
handicapped  by  inability  to  secure  experienced 
staff.  Few  CHP’s  have  managed  to  develop  a satis- 
factory research  arm.  Most  are  plagued  with  prob- 
lems of  financing  their  basic  organization.  And,  in 
contrast  with  RMP,  there  are  no  direct  operating 
funds  available  to  implement  the  fruits  of  planning. 

The  effectiveness  to  date  of  many  CHP  “A”  agen- 
cies and  “B”  agencies  has  been  very  limited.  How- 
ever, as  in  the  case  of  RMP’s,  these  agencies  do 
represent  an  ongoing  effort  to  come  to  grips  with 
problems  of  overall  health  care  delivery— and  as 
such  they  provide  an  experience  base  on  which  to 
build  in  charting  the  more  sophisticated  medical 
regionalization  program  of  the  future. 

I have  been  neglecting  Dr.  Snoke’s  43  questions 
and  I should  turn  back  to  them  now  as  I move 
toward  a conclusion  of  these  remarks.  The  fact  is, 
I was  intimidated  by  Dr.  Snoke’s  very  first  ques- 
tion: “Just  what  is  planning?’’ 


I do  not  know  what  planning  is— or  how  to  go 
about  is  successfully— in  isolation,  as  Dr.  Snoke’s 
question  implies  and,  indeed,  as  the  title  of  this 
paper  suggests.  To  me  planning  is  a part  of  a 
process  that  starts  with  studying  a problem  situa- 
tion, continues  with  charting  a solution  and  con- 
cludes with  its  implementation.  During  most  of 
my  professional  life  I have  functioned  from  an 
operating  base,  first  as  Assistant  Director  of  a Uni- 
versity Hospital,  then  as  Director  of  another  Uni- 
versity Hospital,  and  later,  for  fifteen  years,  as  Vice 
Chancellor  of  Health  Affairs  at  a third  University. 
I have  also  had  occasional  opportunities  to  serve 
as  a consultant  to  other  organizations  and,  there- 
fore, to  view  planning  from  that  vantage  point. 
From  both  vantage  points  I have  considered  plan- 
ning a tool  of  management,  a means  of  solving 
problems,  but,  equally  important,  a process  through 
which  people  of  different  persuasions  often  can 
learn  to  work  together  by  arriving  at  common  an- 
swers to  difficult  questions. 

Dr.  Snoke’s  second  question  was:  “How  do  we 
move  from  theorizing,  philosophizing  and  wishing 
into  action  and  results?”  By  way  of  reply,  I would 
like  to  stress  two  basic  priciples  in  effective  plan- 
ning. First,  planning  should  be  carried  out  by  those 
responsible  for  its  implementation,  not  for  those 
responsible  for  implementation.  In  most  of  my  con- 
sultation work  I have  insisted  on  using  the  guided 
self-study  technique  rather  than  functioning  as  the 
expert  handing  down  the  Tablet  from  the  Mount. 
The  guided  self-study  is  more  time-consuming,  less 
remunerative  financially  and  more  demanding  on 
the  consultant— yet  there  is  a much  greater  pay-off 
in  implementation  of  plans. 

The  second  principle  is  a corollary  of  the  first: 
planning  should  be  a part  of  a flowing  process  that 
starts  with  analyzing  a problem,  continues  with 
designing  a solution  and  ends  with  its  implementa- 
tion. If  the  ultimate  implementors  participate  in 
analyzing  the  problem  and  designing  a solution, 
the  implementation  usually  is  assured. 

Let  me  cite  three  of  my  own  experiences  in 
health  planning  that  seem  to  validate  these  princi- 
ples. The  first  stems  from  my  early  days  in  the 
field  of  medical  administration.  My  first  job  was 
that  of  Assistant  Director  of  Strong  Memorial  Hos- 
pital, Rochester,  New  York,  in  which  capacity  I 
was  a deputy  to  Dr.  Basil  MacLean,  a national 
figure  as  a medical  care  planner  and  consultant. 
I assisted  Dr.  MacLean  with  some  of  his  consul- 
tant activities.  One  such  activity,  in  1947,  involved 
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a review  of  a distinguished  southern  university 
teaching  hospital  which  was  having  severe  oper- 
ating and  financial  problems.  We  visited  the  hos- 
pital on  two  occasions,  gathered  extensive  data  and 
wrote  a comprehensive  report  with  a detailed  set 
of  recommendations.  Several  months  later,  the 
president  of  the  university  wrote  to  say  that  the 
report  was  excellent  but  that  nothing  was  happen- 
ing:—“Could  Dr.  MacLean  send  someone  down  to 
implement  it?”  I was  the  youngest  and  most  ex- 
pendable member  of  the  Rochester  staff— so  1 was 
elected. 

1 left  Rochester  on  June  1,  1958.  On  my  first 
day  in  my  new  office  I opened  the  closet  door  and 
discovered  all  but  two  of  the  reports  which  we  had 
sent  down  several  months  previously.  The  local 
people  had  not  been  adequately  involved  in  the 
initial  study  and  planning  process  and  they,  there- 
fore, simply  ignored  the  report.  How  often  does 
this  occur  under  similar  circumstances? 

My  second  experience  had  a happier  end.  in 
May,  1956  I was  invited  by  the  Secretary  of  Health 
for  Puerto  Rico  to  consider  the  relative  merits  of 
five  health  organizations  joining  forces  to  create  an 
integrated  health  center  versus  these  same  organiza- 
tions pursuing  separate  construction  programs.  I 
spent  10  days  in  San  Juan  talking  with  spokesmen 
for  the  five  organizations.  At  the  end  of  that  time 
it  was  patently  clear  that  an  integrated  health  cen- 
ter would  offer  distinct  advantages  for  overall  pa- 
tient care,  for  health  educational  activities,  for 
medical  research,  and  for  economies  of  initial  con- 
struction and  later  operation.  It  was  necessary,  how- 
ever, to  find  a way  to  overcome  the  organizational 
and  institutional  pride  of  many  people  and  to  en- 
courage them  to  become  important  parts  of  a larger 
whole. 

A special  device  was  employed.  I set  forth  briefly 
my  thesis  in  support  of  the  medical  center  concept 
but  stated  that  every  part  of  this  thesis  should  be 
examined  by  local  spokesmen  before  a final  report 
was  written.  I participated  in  the  beginning  or- 
ganization of  16  local  committees  to  examine  in 
detail  every  aspect  of  this  medical  center  thesis.  I 
then  went  home. 

Three  months  later  I returned  to  Puerto  Rico. 
I had  the  heartwarming— and  somewhat  humorous 
—experience  of  sitting  as  a single  visiting  authority 
to  hear  the  reports  of  16  local  committees.  Their 
reports  confirmed  and  spelled  out  the  earlier  ten- 
tative proposal  to  create  an  integrated  medical 
center.  My  final  report,  then,  figuratively  contained 


the  signatures  of  150  local  co-signers.  The  hand- 
some $100,000,000  Puerto  Rico  Medical  Center 
which  exists  today  on  the  southern  outskirts  of 
San  Juan  is  in  many  respects  a tribute  to  these 
150  local  co-signers  because  they  saw  the  construc- 
tion through  in  the  months  ahead. 

My  final  example  to  validate  the  basic  planning 
principles  cited  is  still  in  process.  I present  it  be- 
cause of  its  special  relevance  to  us  today. 

I went  to  Connecticut  in  October,  1966  to  be- 
come Director  of  the  Connecticut  Regional  Medical 
Program  (CRMP),  an  activity  originally  sponsored 
by  the  Yale  and  University  of  Connecticut  Schools 
of  Medicine.  Since  1968  CRMP  has  functioned 
under  a public-private  board  of  42  citizens  who  are 
broadly  representative  of  the  public  and  health  in- 
terests of  Connecticut. 

We  in  CRMP  took  a liberal  view  of  the  RMP 
legislation,  feeling  that  it  was  really  aimed  toward 
improving  the  quality,  equity  and  efficiency  of 
overall  health  services.  Beginning  in  1966,  there- 
fore, we  launched  an  18  month  study  of  the  health 
delivery  system  of  Connecticut,  under  the  aegis  of 
nine  representative  statewide  task  forces  supported 
by  research  personnel  from  the  Yale  University 
School  of  Public  Health.  The  purpose  of  the  study 
was  to  determine  the  main  deficiencies  in  the  de- 
livery system,  to  chart  an  action  program,  and  to 
get  the  necessary  consensus  among  providers  for  its 
implementation. 

The  results  of  this  study  established  the  CRMP 
grand  strategy,  which  was  set  forth  in  the  1968  re- 
port to  Washington.  This,  in  turn,  has  provided 
the  primary  basis  for  CRMP’s  requests  to  Wash- 
ington for  operating  funds  up  to  1975. 

A full  statement  about  CRMP’s  grand  strategy 
is  beyond  the  scope  of  this  paper  but  its  central 
thrust  is  relevant  because  it  builds  a broad  base 
for  medical  regionalization.  In  essence,  Connecticut 
has  been  divided  into  its  10  natural  health  service 
areas.  The  general  hospitals  in  each  health  service 
area  are  being  encouraged  to  work  together.  Each 
of  the  33  general  hospitals  is  being  challenged  to 
develop  into  a true  community  health  center,  with 
local  outreach  into  the  neighboring  inner  city  and 
with  the  development  of  more  effective  home  health 
services.  New  medical  leadership  is  being  provided 
through  the  appointment  of  a core  of  full-time 
staff  in  each  hospital.  This  whole  process  is  being 
fostered  by  the  development  of  affiliation  arrange- 
ments between  each  of  the  33  hospitals  and  one  or 
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the  other  of  the  two  University  Medical  Centers 
of  the  state. 

Let  me  indicate  very  quickly  with  the  aid  of  lan- 
tern slides  the  progress  that  has  been  made  in  Con- 
necticut since  1968  in  the  development  of  affilia- 
tions between  community  hospitals  and  the  Uni- 
versity Centers  and  the  further  progress  that  has 
been  made  in  the  appointment  of  full-time  chiefs 
of  service  in  community  hospitals.  [Brief  slide  pre- 
sentation] You  will  note,  in  summary,  that  affilia- 
tions now  cover  29  of  the  33  community  hospitals, 
that  some  22  of  these  hospitals  have  now  moved 
to  appoint  full-time  chiefs  of  service,  and  that  other 
affiliations  and  appointments  are  pending. 


1 want  to  make  it  quite  clear  that  Connecticut 
is  only  building  a base  for  medical  regionalization. 
It  has  a long  way  to  go.  But  the  establishment  of 
the  linkages  described  to  suggest  that  even  complex 
organizations  can  be  brought  together  functionally 
if  the  key  individuals  concerned  are  fully  involved 
in  the  planning  process. 

In  Connecticut  we  do  not  yet  see  clearly  the  way 
toward  a medical  delivery  system  that  promises  top 
quality  medical  care  to  all  citizens  in  an  efficient 
way.  But  we  are  making  progress— and  we  do  not 
consider  that  objective  an  “Impossible  Dream.” 

Reprinted  with  permission  from  the  CRMP 
Story,  Vol.  II. 
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Dr.  Kernodle  Speaks  to  the  Auxiliary 


Today  I hope  to  expand  your  efforts  in  behalf 
of  medicine  and  the  AMA.  I am  going  to  do  this 
by  placing  before  you  three  particular  challenges 
directly  related  to  the  primary  battle  the  AMA 
is  engaged  in — the  battle  to  preserve  our  freedom 
and  our  rights  as  private  physicians. 

The  first  challenge  grows  out  of  our  first  require- 
ment— strength  and  unity.  I am  convinced  that  our 
strength  as  a profession  is  directly  equal  to  our 
unity  as  a jrrofession.  One  index  of  our  unity  is 
membership  in  the  AMA.  It  is  one  of  the  barom- 
eters used  by  the  media  and  by  some  in  govern- 
ment to  measure  our  strength.  Since  it  is  important 
to  them,  it  is  important  to  us.  We  are  about  to 
launch  a major  membership  campaign.  I would 
like  to  see  your  organization  get  involved  in  a 
formal,  structured  manner.  The  best  selling  job  is 
done  face  to  face  with  someone  you  know.  So  I 
propose  a campaign — organized  by  your  auxiliary 
— to  sell  the  AMA  to  the  wives  of  non-members  or 
physicians  themselves  by  talking  on  a personal  basis 
about  membership  in  the  AMA.  If  you  succeed  we 
will  strengthen  our  hand  in  Washington. 

The  second  challenge  also  relates  to  strengthen- 
ing our  hand  in  Washington.  Your  members  can 
help  by  getting  involved  in  political  campaigns 
and  by  working  for  candidates.  I’d  like  you  to 
think  in  terms  of  formalizing  your  efforts  in  the 
political  arena.  Organize  those  among  your  mem- 
bers who  are  willing  to  get  involved  and  work  so 
that  as  each  election  rolls  around  you  are  prepared 
to  make  your  efforts  felt  in  behalf  of  our  candi- 
dates. 

The  third  challenge  relates  to  an  activity  that 


you  are  already  engaged  in — health  education — 
which  is  the  most  difficult  task  we  have.  We  spend 
millions  of  dollars,  pour  out  millions  of  words, 
engage  in  advertising  and  publicity  campaigns, 
and  still  people  go  on  polluting  themselves  day 
after  day.  The  question  is  how  to  have  impact. 
The  most  important  audience  we  must  reach  is 
the  mothers  of  this  nation.  They  make  nearly  all 
the  decisions  that  affect  the  welfare  of  their  fami- 
lies. They  select  menus,  they  make  appointments 
and  insure  that  they  are  kept,  and  they  have  the 
greatest  impact  on  the  attitudes  of  their  children. 
Go  after  them,  and  go  after  the  schools.  Take  a 
look  at  the  health  education  programs  in  your 
schools.  If  they  don’t  exist,  get  the  schoolboard  to 
put  them  into  the  curriculum.  If  they  do  exist, 
check  their  quality. 

Health  education  is  a task  we  need  to  accomplish 
not  only  in  the  public  interest  but  in  our  own 
interest  as  well.  For  one  of  the  problems  we  suffer 
from  today  is  the  unreasonable  expectations  of  the 
American  people  regarding  medical  care.  If  we  are 
to  free  ourselves  from  these  unreasonable  expecta- 
tions we  need  to  educate  the  American  people  in 
proper  health  care.  And  we  need  to  educate  them 
to  the  difference  between  health  care  and  medical 
care.  Medical  care  is  our  responsibility,  but  health 
care  is  the  individual’s  responsibility.  These  are  my 
three  challenges.  I hope  you  will  accept  them  both 
as  an  organization  and  as  individuals. 

{Excerpts  from  a speech  by  John  R.  Kernodle, 
M.D.,  chairman  of  the  AMA  Board  of  Trustees, 
at  the  annual  conference  of  the  Woman's  Auxiliary 
in  Chicago.) 


Volume  37,  No.  1 


39 


Meeting  Notices 


BOOKS  RECEIVED 


The  information  on  this  “notices”  page  is  offered 
as  a service  of  all  specialty  groups  and  allied  health 
agencies  in  order  to  publicize  continuing  medical 
education  programs  available  to  subscribers.  The 
deadline  for  publication  in  Connecticut  Medicine 
is  the  tenth  of  the  month  preceding,  date  of  issue. 
Send  copy  to:  Connecticut  State  Medical  Society, 
160  St.  Ronan  Street,  Nezv  Haven,  Connecticut 
06511. 

GENERAL 

September,  1972-May,  1973 

6:00  P.M.-8: 15  P.M.-Every  Tuesday 

Basic  Sciences  Related  to  Clinical  Medicine 

Lawrence  and  Memorial  Hospitals 
New  London,  Connecticut 
Contact:  Edward  Gipstein,  M.D. 

Director  of  Medical  Education 

April  24,  25,  26,  1973 
181st  Annual  Meeting  of  the  Connecticut 
State  Medical  Society 
Hartford 

February  26-March  2 
Clinical  Gastroenterology 

University  of  Michigan  Medical  School 
Ann  Arbor,  Michigan 
Contact:  American  College  of  Physicians 
4200  Pine  Street 

Philadelphia,  Pennsylvania  19104 

SURGERY 

January  18-Thursday— Afternoon  and  Evening 
Annual  Meeting  of  the  American  College  of 
Surgeons,  Connecticut  Chapter 
Hotel  Sonesta,  Hartford 
Contact:  Francis  M.  Hall,  M.D. 

140  Woodland  Street,  Hartford,  Connecticut 

ALLERGY 

March  10-11,  1973— Saturday  and  Sunday 
Provocative  Allergy  Course 
Mobile,  Alabama 
Contact:  Joseph  B.  Miller,  M.D. 

3 Office  Park,  Mobile,  Alabama  36609 


Books  received  for  review  are  acknowledged  in  this  depart- 
ment, and  this  listing  must  be  regarded  as  sufficient  return 
for  the  courtesy  of  the  sender.  Selection  will  be  made  for 
review  in  the  interests  of  our  readers  and  as  space  permits. 

Rheumatic  Fever.  Book  2.  By  Milton  Markowitz,  M.D.  and 
l.eon  Gordis,  M.D.,  Dr.P.H.  309  pp.,  illustrated.  Philadelphia: 
W.  B.  Saunders,  1972.  $11.95. 


Blood  Diseases  of  Infancy  and  Childhood.  Book  3.  by  Carl 
H.  Smith,  M.A.,  M.D.  with  Denis  R.  Miller,  M.D.  874  pp.. 
illustrated.  St.  Louis:  The  C.  V.  Mosby  Company,  1972. 

$29.75. 


Hazardous  To  Your  Health.  By  Marvin  Henry  Edwards. 
318  pp.  New  Rochelle:  Arlington  House,  1972.  $9.95. 


Childhood  Illness.  By  Jack  G.  Shiller,  M.D.,  320  pp.,  illus- 
trated. New  York:  Stein  and  Day,  1972.  $7.95. 


Communicable  and  Infectious  Diseases.  7th  Edition.  By  Top- 
Wehrle.  803  pp.  St.  Louis:  The  C.  X . Mosby  Company,  1972. 
$35.00. 

Epidemiology  Of  Gastric  Cancer 

( New  Eng.  ].  Med.,  286:316,  Lilienfeld,  A.)  Dur- 
ing the  past  50  years  there  has  been  a marked  de- 
cline in  mortality  from  gastric  cancer  in  the  U.S. 
The  age-adjusted  mortality  rates  for  males  has  de- 
clined from  28  per  100,000  in  1930  to  9.7  in  1967. 

This  decline  has  also  occurred  in  incidence  rates 
and  has  been  noted  in  both  sexes  and  in  all  age 
groups. 

Epidemiologically,  there  are  very  high  frequencies 
of  gastric  cancer  in  Japan,  Ghile  and  Finland  and 
tlte  very  lowest  rates  in  this  country's  whites;  ap- 
proximately twofold  excess  among  males  and  a 
gradient  of  increasing  frequency  with  decreasing 
socioeconomic  status.  The  lowest  socioeconomic 
groups  have  a mortality  and  incidence  that  is  about 
three  times  Higher  than  those  in  the  upper  social 
groups. 

Among  migrant  groups  one  finds  higher  rates 
than  among  the  native  born.  All  these  data  are 
highly  suggestive  of  the  influence  of  environmental 
factors  in  the  etiology  of  the  disease. 

A study  of  the  possible  role  of  dietary  habits 
might  be  revealing. 
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Teething  is  easier 
when  you  prescribe 


DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 


Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  20% 
Benzocaine.) 

FORMULA 


Alcohol  70% 

Bencocaine  10% 


Chloroform,  4 mins, 
per  fluidounce 

DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 


Active  Ingredients: 
Alcohol  by  vo.  70% 
Chloroform 
4 min.  per  fl.  oz. 
Benzocaine  in  a 
special  base. 


Net  '/2  fluid  ounce 


For  Information  Concerning 
the  following 

CONNECTICUT  STATE 
MEDICAL  SOCIETY 

sponsored  insurance  programs 

1)  Office  Overhead 

2)  Life  Insurance 

3)  Personal  Catastrophe 

please  call  or  write  to 

GROUP  INSURERS,  INC. 

1 52  Temple  Street 
New  Haven,  Conn.— 624-21  21 


HALL-BROOKE 

FOUNDATION 

A NON-PROFIT  ORGANIZATION  DEDICATED  TO 
COMMUNITY  HEALTH  CARE  AND  EDUCATION 

Elisabeth  Solomon 
Executive  Director 

Albert  A\,  Moss,  M.D. 
Medical  Director 

HALL-BROOKE  HOSPITAL 

HALL-BROOKE  SCHOOL 

A JCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within  a 
therapeutic  community. 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

Leo  H.  Berman,  M.D. 
Director  of  Professional  Services 

Edgar  J.  Appelman 
Director 

47  LONG  LOTS  ROAD 
WESTPORT,  CONNECTICUT  06880 
Telephone:  (203)  227-1251 

CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40$  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  10th  of  month  PRECEDING 
date  of  issue 


NEEDED:  Emergency  Department  Director.  Assume  adminis- 
trative duties  as  well  as  Emergency  Department  coverage. 
Attractive  salary  plus  hourly  rate  for  coverage.  New  Hospital 
to  be  built  in  rapidly  growing  area.  Contact  the  Medical 
Staff  President,  Victor  G.  Sonnen,  M.D.,  Johnson  Memorial 
Hospital,  Stafford  Springs,  Conn.  00076.  203-684-4251. 
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Information  for  Authors 


Index  to  Advertisers 


MANUSCRIPTS 

Manuscripts,  including  references  or  bibliography,  must 
be  typewritten,  double-spaced  on  firm  white  paper  8i/2  x 
11  inches  with  adequate  margins.  The  original  copy,  not 
the  carbon  copy  should  be  submitted.  Carbon  copies  or 
single  spaced  manuscripts  will  not  be  considered.  Author- 
ity for  approval  of  all  contributions  rests  with  the  Editor 
and  he  reserves  the  right  to  edit  any  material  submitted. 
Receipt  of  manuscripts  will  be  acknowledged  and  unused 
manuscripts  returned.  Accepted  manuscripts  become  the 
permanent  property  of  the  Journal  and  may  not  be  re- 
printed elsewhere  without  permission  from  both  the 
author  and  Connecticut  Medicine.  The  author  is  respon- 
sible for  all  statements  made  in  his  work,  including 
changes  made  by  the  copy  editor. 

Material  printed  in  Connecticut  Medicine  is  covered  by 
copyright.  No  part  of  this  periodical  may  be  reproduced 
without  the  consent  of  Connecticut  Medicine. 

The  Journal  does  not  hold  itself  responsible  for  state- 
ments made  by  any  contributor. 

STYLE 

The  first  page  should  list  title,  the  (author  or  authors), 
degrees,  hospital  positions  and  any  institutional  or  other 
credits.  References  should  conform  to  the  usual  style  of 
the  Journal.  The  following  minimum  data  should  be 
typed  double  space:  names  and  initials  of  all  authors, 
complete  title  of  the  article  cited,  name  of  journal,  vol- 
ume number,  first  and  last  page  numbers,  and  year  of 
publication.  All  references  must  be  cited  in  the  text.  They 
should  be  arranged  according  to  the  order  of  citation,  and 
not  alphabetically.  All  references  must  be  numbered  con- 
secutively. The  number  should  be  limited  to  the  absolute 
minimum.  Personal  communications  and  unpublished 
data  should  not  be  included. 

LENGTH  OF  ARTICLES 

Ordinary  articles  should  not  exceed  2,500  words  (ap- 
proximately 3 printed  pages).  Under  exceptional  circum- 
stances only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUSTRATIONS 

Illustrations  should  be  numbered  consecutively  and  in- 
dicated in  the  text.  The  number,  indication  of  the  top, 
and  the  author’s  name  should  be  attached  to  the  back  of 
each  illustration.  Legend  should  be  typed,  numbered,  and 
attached  to  each  illustration  as  well  as  typed  on  a separate 
sheet.  Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  (preferably  India  ink)  on 
white  paper.  For  half  tones,  glossy  photographs  should  be 
submitted.  Connecticut  Medicine  will  pay  the  cost  of 
printing  two  cuts  accompanying  manuscripts  submitted 
for  publication.  The  cost  of  printing  more  than  two  cuts 
must  be  paid  for  by  the  author. 

DEADLINES 

Material  other  than  original  articles  should  be  received 
not  later  than  the  1st  of  the  month  PRECEDING  date 

of  lssue’  LETTERS-TO-THE-EDITOR,  NEWS 

The  Editor  welcomes  and  will  consider  for  publication 
letters  containing  information  of  interest  to  Connecticut 
physicians,  or  presenting  constructive  comment.  Letters 
intended  for  publication  should  be  marked  “for  publica- 
tion.” We  shall  be  glad  to  know  the  name  of  the  sender 
in  every  instance. 

News  items  and  marked  copies  of  newspapers  containing 
matters  of  interest  to  physicians  are  also  welcome. 

REPRINTS 

Reprint  orders  should  be  returned  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript.  The  Journal  does  not  stock  reprints  of 
the  articles  published.  Requests  for  individual  reprints 
should  be  sent  to  the  author. 

Communications  should  be  addressed  to  J.  Alfred  Fabro, 
M.D.,  Editor,  Connecticut  Medicine,  160  St.  Ronan  Street, 
New  Haven,  Conn.  06511.  Telephone  (203)  865-0587. 
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All  advertising  copv  of  products  approved  by  the 
Advertising  Committee  of  the  State  Medical  Journal 
Advertising  Bureau  Inc.  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  received 
and  found  to  comply  with  the  principles  of  advertising  of 
the  Slate  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine,  the  Journal  of  the  Connecticut  State  Medical 
Society. 
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SPECIAL  ISSUE:  COMMUNITY  CONTROL  OF  STREPTOCOCCAL  INFECTIONS 


Angelo  Taranta,  M.D.  and  Milton  Markowitz,  M.D.,  Guest  Editors 


Announcing . . . 

U-100  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Leadership  in  Diabetes  Research 
for  Half  a Century 
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Additional  information 
available  to  the  profession  on  request. 


PLAN  TO  ATTEND  181st  ANNUAL  MEETING 
APRIL  24,  25,  26,  1 973— HARTFORD  HILTON  HOTEL,  HARTFORD 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


THE  PRESIDENT’S  PAGE 


Delivered  To  The  House  Of  Delegates,  December  6,  1972 


As  your  President,  I can  report  to  this  semi-annual 
meeting  ol  the  House  of  Delegates  that  the  officers  and 
staff  of  the  Society  are  conducting  its  affairs  in  an  ef- 
ficient and  conscientious  manner.  It  is  the  dedicated,  self- 
sacrificing  efforts  of  your  elected  officers  and  representa- 
tives which,  combined  with  the  activities  of  a loyal  staff, 
keep  the  Society  functioning. 

I should  like,  at  this  time,  to  express  my  thanks  for 
the  kindly  welcome  extended  to  me  on  my  attendance 
at  the  semi-annual  meetings  of  the  county  medical  asso- 
ciations. What  might  otherwise  have  been  an  onerous 
duty,  was  made  a pleasant  experience. 

On  an  occasion  such  as  this,  and  in  a presidential  address,  it  has  come  to  be 
expected  that  words  of  wisdom  will  pour  forth,  delineating  our  problems,  and 
they  are  manifold,  and  providing  simple  solutions.  I wish  I were  capable  of 
meeting  these  challenges,  but  I fear  that  even  an  overworked  Solomon  would 
find  this  exceeded  his  capabilities.  The  pressures  and  demands  being  exerted  on 
medicine,  coming  front  all  directions,  are  indeed  beyond  the  abilities  of  mere 
mortals  to  deal  with  satisfactorily.  On  finishing  training  and  entering  medical 
practice,  years  ago,  it  was  all  so  beautifully  simple.  We  had  learned  all  we  needed 
to  know  about  the  treatment  of  disease  and  the  care  of  a sick  patient,  and  all 
we  had  to  do  on  starting  to  practice  was  to  apply  what  we  had  learned.  And 
for  a time  everything  kept  coming  up  roses,  or  a close  approximation  thereof. 
Because  for  those  of  us  old  enough  to  remember,  the  onset  of  our  present  illness 
in  medicine  was  really  an  insidious  one,  and  dates  back  to  a Black  Friday  in 
1929.  Up  to  that  time,  many  of  the  problems  which  presently  loom  large,  had 
in  fact  existed  but  had  been  overlooked  because  sufficient  pressures  had  not  been 
generated  to  create  demands  for  solutions.  The  steps  taken  in  the  form  of  hos- 
pital and  medical  insurance  were  apparently  sufficient  unto  the  day.  And  were 
it  not  for  the  telescoping  of  time  and  the  extreme  urgencies  generated  by  the 
enormous  proliferation  of  the  printed  word,  and  the  impact  of  the  mass  media. 
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utilized  for  political  advantage,  it  is  conceivable  that  a more  orderly  and  sane 
approach  to  the  health  care  needs  of  the  nation  might  have  been  achieved.  The 
concept  of  health  care  as  a function  of  government  is  an  old  one,  and  has  ap- 
peared on  the  scene,  in  one  form  or  another,  for  several  centuries.  There  have 
been  two  main  forces  which  have  kept  it  alive:  on  the  one  hand,  the  obvious 
need  for  health  care  for  those  not  able  to  get  it  for  whatever  reason;  on  the  other, 
the  political  mileage  to  be  obtained  by  promulgating  various  plans  for  the  de- 
livery of  health  care.  We  are  presently  feeling  the  pressures  for  rapid  change 
not  because  of  a decline  in  health  care  in  this  country,  because  there  has  actually 
been  an  improvement,  but  because  the  time  appears  politically  propitious.  As 
physicians,  we  are  subjected  to  these  pressures,  and,  if  we  are  concerned,  as  most 
of  us  are,  are  manifesting  the  untoward  psychiatric  responses  which  such  pres- 
sures engender. 


The  time  is  long  past  when  the  automatic  response  of  physicians  to  the 
mere  mention  of  change,  of  health  care  as  a natural  right,  of  national  health 
insurance,  elicited  immediate  opposition.  There  are  those  among  us  who  still 
demonstrate  such  a Pavlovian  response,  but  most  of  us  have  long  since  been 
reconditioned.  We  have  not  yet  been  brainwashed  to  the  point  where  we  are 
about  to  accept  any  simplistic  solution  developed  in  Washington.  It  is  this 
dichotomy,  a willingness  to  recognize  the  need  for  change  to  correct  inequities 
in  health  care  across  the  country,  and  a reluctance  to  plunge  blindly  into  a 
massive  revolutionary  change  in  an  otherwise  generally  good  health  care  system 
which  accounts  for  our  feeling  of  frustration.  We,  as  individual  physicians,  know 
that  we  are  practicing  a superior  form  of  medicine,  and  we  see  our  colleagues 
engaged  in  equally  excellent  medical  practice.  Yet,  at  the  same  time,  we  are 
being  bombarded  from  all  sides  with  statements  downgrading  the  quality  of 
medical  care  being  delivered. 


The  function  of  the  leadership  in  medicine,  as  I envision  it,  is  to  discourage 
obstructionism,  and  at  the  same  time  promote  the  desirable  aspects  of  the  exist- 
ing system  of  medical  care.  The  times  call  for  clear  thinking,  open  minds,  a 
willingness  to  accept  change  when  it  appears  to  be  in  the  best  interest  of  the 
public,  but  to  speak  out  vigorously  when  opposition  is  indicated. 


There  is  one  other  matter  which  has  come  to  my  attention  in  the  last  few 
weeks.  We  have  all  felt  that  it  is  imperative  to  strengthen  our  own  house  of 
medicine.  The  point  was  made  at  a recent  meeting  that  the  splintering  which 
results  from  specialization  could  be  remedied  by  having  representation  of  the 
various  scientific  Sections  of  the  Society  in  the  House  of  Delegates.  A By-law 
amendment  to  accomplish  this  purpose  will  be  presented  at  this  meeting.  I hope 
it  will  receive  your  earnest  consideration,  since  anything  which  we  can  do  to 
strengthen  our  organization  is  highly  desirable. 


David  A.  Grendon,  M.D. 
President 
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The  Throat  Culture:  Its  Techniques,  Pitfalls, 
Limitations  And  Meaning 

Edward  Kaplan,  M.D. 


Group  A beta  hemolytic  strepticocci  are  com- 
monly isolated  from  the  pharynx  of  patients  with 
pharyngitis  and  the  isolation  of  this  organism  or 
lack  of  it,  is  often  used  as  a guide  to  therapy.  Al- 
though essentially  a simple  test,  the  throat  culture 
has  to  be  performed  carefully  and  some  technical 
pitfalls  have  to  be  avoided.  Even  when  carefully 
performed,  however,  the  throat  culture  does  not 
give  as  much  information  as  one  would  like,  since 
the  isolation  of  streptococci  from  the  pharynx  does 
not  always  have  the  same  meaning.  This  paper  will 
briefly  review  some  of  the  pitfalls  of  obtaining  and 
interpreting  throat  cultures. 

Accurate  interpretation  of  the  throat  culture  re- 
quires a satisfactory  specimen,  since  failure  to  iso- 
late the  organism  may  result  from  faulty  technique 
in  obtaining  the  culture.  The  throat  cultures  should 
always  be  taken  prior  to  starting  antibiotics.  The 
throat  cannot  be  swabbed  “blindly”:  one  must  de- 
press the  tongue  and  expose  the  throat  and  then 
rub  the  sterile  swab  vigorously  over  the  posterior 
pharynx,  the  tonsils  or  tonsillar  fossae,  avoiding  the 
tongue  and  lips. 

Once  the  culture  has  been  taken,  several  alterna- 
tive procedures  are  available.  In  some  states,  such 
as  Connecticut  or  Colorado,  one  may  mail  the  speci- 
men to  the  State  or  local  laboratory  in  a special 
kit  for  this  purpose,  or  one  can  use  some  form  of 
transport  broth  or  media  for  later  shipment  to  the 
laboratory  (though  this  technique  is  being  used  less 
and  less).  The  third  method,  and  theoretically  the 
ideal  one  in  a physician’s  office  or  Emergency  Room, 
is  direct  planting  of  the  swab  on  a culture  plate. 

There  are  advantages  and  disadvantages  to  each 
of  these  methods.  For  instance,  it  may  be  more  diffi- 
cult to  quantitate  the  number  of  organisms  on  a 
plate  in  any  method  in  which  there  is  a delay  in 
plating  out  the  swab,  or  in  any  method  which  may 
differentially  select,  dilute,  or  enrich  the  various 
microorganisms  originally  present  in  the  specimen. 
A 1+  culture  may  become  a 4+  culture  or  vice 
versa.  Many  physicians  have  found  that  processing 
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their  own  throat  cultures  is  inexpensive,  efficient, 
and  even  fun— and  that  it  can  be  accomplished  with 
relatively  little  training  and  equipment.  But  there 
are  two  important  points  which  should  be  empha- 
sized. 

First,  the  culture  must  be  planted  and  streaked 
in  a satisfactory  manner.  Figure  la  is  an  illustration 
reproduced  from  an  American  Heart  Association’s 
brochure.1  The  swab  is  first  streaked  onto  approxi- 
mately 1 /6th  of  the  plate  (primary  inoculation), 
then  the  secondary  inoculation  with  a sterile  loop 
is  carried  out  and  then,  without  reheating  the  swab, 
a final  inoculation  with  the  loop  is  done,  with 
several  stabs  into  the  agar  to  allow  observation  of 
subsurface  hemolysis.  (Some  strains  are  hemolytic 
only  in  conditions  of  reduced  oxygen  tension,  as 
they  obtain  in  subsurface  colonies.)  Figure  lb  shows 
a plate  streaked  in  this  manner.  Proper  streaking 
is  important  because  if  the  inoculum  is  not  diluted, 
the  streptococci  may  be  hidden  by  other  bacteria. 

Proper  media  are  extremely  important.  Com- 

(T)  Primary  inoculation 


(^)  Final  inoculation 
with  loop 

Figure  la 


The  proper  method  for  inoculation  of  blood  agar  plate 
for  identification  of  Group  A beta  hemolytic  streptococci.1 
(Courtesy  of  the  American  Heart  Association) 
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mercially  prepared  blood  agar  plates  are  available 
and  are  relatively  inexpensive.  The  layer  of  blood 
agar  should  not  be  too  thick— otherwise  hemolysis 
will  be  hard  to  see— and  should  contain  5 to  7% 
defibrinated  sheep  blood,  depending  upon  the 
hematocrit  of  the  blood  used.  Laboratories  which 
use  plates  made  with  human  or  horse  blood  may 
experience  difficulties  in  isolating  group  A beta 
hemolytic  strepticocci.  For  example,  organisms  such 
as  Hemophilus  hemolyticus  may  grow  on  these 
plates,  appear  hemolytic,  and  be  confused  with 
Streptococcus  pyogenes.  But  even  using  sheep  blood 
agar  plates,  one  must  have  some  concept  of  the 
colonial  morphology  of  beta  hemolytic  streptococci. 
Not  all  organisms  that  grow  on  sheep  blood  agar 
plates  and  look  hemolytic  are  streptococci! 

Finally,  not  all  beta  hemolytic  streptococci  are 
Lancefield  group  A.  Those  that  belong  to  other 
groups  are  less  important  upper  respiratory  patho- 
gens although  some  have  been  shown  to  produce 
pharyngitis,2  (but  not  lead  to  rheumatic  fever  or 
acute  glomerulonephritis).  Differentiation  of  group 
A from  non-A  strains  can  be  accomplished  by  the 
fluorescent  antibody  technique,3  the  Lancefield  pre- 
cipitin technique,4  or  the  bacitracin  disc  technique.'1 
In  the  latter  method,  somewhat  less  accurate  but 
much  simpler  than  the  others,  specially  prepared, 
but  commercially  available  discs  of  bacitracin 
(“differential  discs”,  containing  0.02  units)  arc 


placed  on  a pure  subculture  of  beta  hemolytic 
streptococci.  Group  A streptococci  will  be  inhibited 
by  bacitracin  as  shown  in  figure  2a  while  non-group 
A will  not  be  inhibited  and  will  grow  in  close  ap- 
proximation to  the  disc  as  illustrated  in  figure  2b. 

The  technical  problems  involved  in  obtaining 
and  processing  the  cultures  correctly  are  relatively 
minor  in  comparison  with  the  problems  involved 


Figure  lb 

Colonies  of  Group  A beta  hemolytic  streptococci.  Sub- 
surface hemolysis  is  present  surrounding  the  two  deep  stabs 
into  the  agar  in  the  area  of  primary  inoculation.  Note  also 
the  isolation  of  single  colonies  when  a proper  method  of 
streaking  is  used. 


Figure  21) 

Other  groups  of  beta  hemolytic  streptococci  are  not  in- 
hibited by  the  bacitracin  disc  and  the  colonies  grow  in  close 
approximation  to  the  disc. 


Figure  2a 

Group  A beta  hemolytic  streptococci  are  inhibited  by  the 
use  of  bacitracin  discs.  The  clear  areas  in  approximation 
to  the  specially  prepared  bacitracin  disc  show  inhibition  by 
bacitracin. 
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in  deciding  what  the  results  of  the  cultures  actually 
mean.  Carefully  performed  throat  cultures  are  rea- 
sonably accurate  in  excluding  streptococcal  infec- 
tion, but  they  do  not  differentiate  between  strepto- 
coccal infection  and  infection  due  to  some  other 
agent  occurring  in  a streptococcal  carrier.  Under 
epidemic  circumstances  the  interpretation  may  be 
easy.  However,  when  a physician  is  confronted  with 
an  individual  patient  in  a non-epidemic  situation 
the  problem  of  differentiating  the  infected  patient 
from  the  carrier  cannot  be  solved  with  any  assur- 
ance. The  distinction  is  important  because  the  car- 
rier state  is  much  less  dangerous  to  the  patient  and 
to  his  contacts  than  an  acute  infection,0  but  un- 
fortunately it  can  be  made  only  in  retrospect,  on 
the  basis  of  a subsequent  rise  of  streptococcal  anti- 
bodies. 

Attempts  have  been  made  to  make  this  distinc- 
tion on  the  basis  of  the  number  of  colonies  on  the 
plate— a “quantitation”  of  the  throat  culture— but 
conclusions  have  varied.  It  has  been  suggested  that 
the  more  positive  the  initial  culture,  the  more  likely 
active  infection.  In  1970  Breese  and  co-workers  pre- 
sented data  which  they  interpreted  as  showing  a 
strong  relationship  between  the  degree  of  positivity 
of  the  throat  culture  and  what  they  described  as 
“significant  clinical  illness”,  i.e.,  illness  character- 
ized by  symptoms  and  signs  commonly  associated 
with  streptococcal  pharyngitis.7  Miller  and  col- 
leagues have  published  data  which  they  interpreted 
to  establish  a correlation  between  the  degree  of 
positivity  of  the  throat  culture  and  the  subsequent 
antibody  response.8  However,  in  their  study,  55% 
of  those  with  the  most  positive  cultures  failed  to 
show  an  antibody  response  suggesting  that  this  rela- 
tionship is  not  always  reliable. 

There  are  clinical  signs  and  symptoms  such  as 
pharyngeal  or  tonsillar  exudate,  tender  cervical 
lymph  nodes,  fever  and  marked  injection  of  the 
pharynx  with  petechiae  which  have  been  used  in 
the  past  to  support  a clinical  diagnosis  of  strepto- 
coccal pharyngitis.  In  an  attempt  to  assess  the  im- 
portance of  these  clinical  findings  as  well  as  the 
importance  of  the  degree  of  positivity  of  the  throat 
culture  in  identifying  bona  fide  streptococcal 
pharyngitis,  a clinical  study  of  children  with 
pharyngitis  was  undertaken.9 

When  clinical  findings  which  in  the  past  have 
been  felt  to  be  reliable  signs  and  symptoms  of 
streptococcal  pharyngitis  were  compared  with  the 
antibody  response  to  two  streptococcal  extracellular 
antigens,  streptolysin  O and  streptococcal  DNase  B, 


only  anterior  cervical  adenitis  ( tender  nodes)  proved 
to  correlate  in  a statistically  significant  manner 
with  the  antibody  response.  Furthermore,  there  was 
no  correlation  between  the  degree  of  positivity  of 
the  initial  culture  and  the  subsequent  antibody 
response,  no  matter  how  the  degree  of  positivity 
was  defined.9 

One  possible  explanation  for  this  lack  of  correla- 
tion is  technical  and  relates  to  the  problems  of 
variation  in  sampling.  Several  years  ago,  Breese  and 
Disney  found  that  in  taking  duplicate  throat  cul- 
tures from  the  same  patient  at  the  time  of  the 
initial  visit,  8%  of  “positives”  would  have  been 
missed,  had  only  a single  culture  been  taken.10 
More  recently  Halfon  and  coworkers  published  a 
more  detailed  evaluation  of  duplicate  cultures  in 
which  they  compared  the  number  of  colonies  iso- 
lated from  each  plate.  These  investigators  inter- 
preted their  data  to  show  that  in  about  1/3  there 
was  complete  concordance  between  cultures,  in 
another  1/3  there  was  partial  concordance,  and  in 
the  remaining  1/3  “very  severe  disagreement.”11 
Their  data  indicate  that  by  the  use  of  a single  swab 
one  would  miss  about  12%  of  patients  with  positive 
cultures.  In  a third  study  in  Minnesota,  133  chil- 
dren had  duplicate  cultures  taken  and  immediately 
plated  out  at  the  time  of  the  initial  visit.9  In  122 
or  91%  both  cultures  were  positive,  but  in  11  chil- 
dren one  culture  was  negative  and  the  second  was 
positive,  so  that  approximately  10%  of  the  children 
proven  to  have  positive  cultures  would  have  been 
missed  with  a single  yet  vigorous,  swabbing  of  the 
posterior  pharynx,  tonsils  or  tonsillar  fossae.  The 
data  from  this  latter  study  did  seem  to  suggest  that 
those  who  would  have  been  missed  by  a single  cul- 
ture were  likely  to  have  less  strongly  positive  cul- 
tures. In  the  1 1 instances  of  disagreement,  9 of  the 
duplicate  cultures  showed  10  or  less  colonies  and 
the  remaining  2 patients  had  less  than  50  colonies.9 

The  obvious  and  important  practical  questions 
remains:  should  all  patients  whose  throat  cultures 
yield  group  A streptococci  be  treated?  In  theory, 
and  I emphasize  in  theory,  we  can  probably  say  no, 
they  should  not,  because  some  of  them  may  not 
have  bona  fide  streptococcal  infection.  But  in  prac- 
tice it  is  impossible  to  say  no,  since  it  is  not  always 
possible  to  distinguish  the  carrier  from  the  acutely 
infected  individual  with  any  certainty.  The  phy- 
sician must  often  base  the  management  of  patients 
with  upper  respiratory  tract  infection  on  the  cul- 
ture to  a far  greater  extent  than  he  would  care  to. 
Understanding  this,  the  proper  handling  and  pre- 
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cise  identification  of  cultures  becomes  even  more 
important. 
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Respiratory  And  Food-Borne 
Streptococcal  Epidemics 

Robert  Zimmerman,  Ph.D. 


Many  people  think  that  streptococcal  epidemics 
are  a thing  of  the  past.  In  fact,  every  year  several 
major  epidemics  are  recognized  in  the  U.S.  alone, 
and  many  more  must  occur  but  escape  recognition. 

Most  streptococcal  epidemics  are  caused  by  beta- 
hemolytic  organisms  of  Group  A,  but  some  are 
caused  by  organisms  of  other  groups1’2  and  even 
by  organisms  that  are  apparently  not  beta-hemo- 
lytic.3 It  is  appropriate  to  classify  epidemics  as 
respiratory  or  food-borne  because  of  differences  in 
characteristics.  In  addition,  there  is  a third  type, 
the  pseudo-epidemic,  for  which  a clinical  or  labora- 
tory error  is  usually  responsible. 

Respiratory  epidemics:  These  are  by  far  the  most 
common  and  are  caused  exclusively  by  Group  A 
streptococci,  usually  M-typeable.  The  early  detec- 
tion of  potential  epidemics  depends  on  the  alertness 
of  the  local  physicians  and  on  the  use  of  throat 
cultures  in  the  management  of  their  patients  with 
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upper  respiratory  infection.  When  there  is  a sudden 
increase  in  the  number  of  cases  of  pharyngitis  and 
a large  percentage  of  them  are  associated  with  re- 
covery of  Group  A streptococci,  the  physician 
should  contact  the  local  health  authorities  for 
assistance  in  an  epidemiologic  investigation.  T his 
is  especially  important  if  one  or  more  cases  of 
rheumatic  fever  or  acute  glomerulonephritis  occur. 

T he  first  step  in  such  an  investigation  should  be 
the  determination  of  Group  A prevalence  in  the 
elementary  school  children  in  the  community,  since 
these  persons  constitute  the  high  risk  group.  Should 
prevalence  rates  be  execessive  (greater  than  30%), 
the  remainder  of  the  student  population  should  be 
cultured.  With  this  information  available,  certain 
criteria  should  be  applied  for  the  diagnosis  of  an 
incipient  epidemic: 

1.  A Group  A prevalence  of  30%  or  more. 

2.  A preponderance  of  M-typeable  organisms. 

3.  At  least  one-third  of  M-typeable  organisms 
belonging  to  one  serotype.4 

Should  several  cases  of  rheumatic  fever  or  acute 
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glomerulonephritis  occur  and  criteria2  and3  not  be 
fulfilled,  one  should  be  mindful  of  the  possibility 
of  an  M type  for  which  typing  serum  is  not  avail- 
able. In  addition,  one  should  consider  the  implica- 
tions of  a recent  report  of  a streptococcal  epidemic 
in  which  the  offending  organism  was  Group  A 
but  apparently  non-beta  hemolytic  and  in  which 
several  cases  of  sequelae  resulted.3 

In  the  average  community  in  the  U.S.,  the  epi- 
demic may  take  6 to  10  weeks  to  run  its  course 
because  of  its  spread  from  school  to  school  within 
the  community.  In  small  population  groups,  the 
epidemic  will  be  more  explosive  and  of  shorter 
duration  because  all  the  susceptibles  will  be  ex- 
posed to  contagion  within  a very  short  time.  Such 
epidemics  are  difficult  to  treat  because  they  may  be 
over  one  to  two  weeks  after  introduction  of  the 
epidemic  strain  to  the  community. 

In  most  respiratory  epidemics,  the  school  survey 
will  reveal  a very  large  percentage  of  children  with 
signs  and  symptoms  of  upper  respiratory  infection, 
the  most  prominent  of  which  are  beefy  red  throat 
and  cervical  adenopathy.  The  incidence  of  pharyn- 
geal exudate  is  usually  higher  in  epidemic  than  in 
endemic  situations.  In  other  epidemics,  however, 
the  large  majority  of  children  observed  in  the 
school  survey  do  not  appear  to  be  ill  and  do  not  have 
the  symptoms  and  signs  described,  yet  they  have 
a high  Group  A prevalence  rate  and  subsequently 
have  a vigorous  immune  response.  These  epidemics 
associated  with  asymptomatic  or  almost  asymopto- 
matic  pharyngitis  often  are  followed  by  a large 
number  of  cases  of  rheumatic  fever  or  glomeru- 
lonephritis. Therefore,  in  making  the  diagnosis  of 
an  incipient  epidemic,  one  should  give  primary 
attention  to  the  Group  A prevalence. 

Treatment  may  be  limited  to  the  children  with 
a positive  throat  culture.  Mass  prophylaxis,  i.e. 
treatment  of  all  students  regardless  of  culture  re- 
sults, should  be  limited  only  to  those  epidemics 
where  the  Group  A prevalence  rate  is  very  high 
and  several  cases  of  sequelae  are  occurring  at  the 
time  of  the  investigation.  Since  most  children  will 
not  take  a full  course  of  ten  days  of  oral  penicillin, 
the  treatment  of  choice  is  a single  injection  of 
benzathine  penicillin  G,  600,000  to  1,200,000  u 
depending  on  the  size  of  the  child.  Oral  erythro- 
mycin may  be  given  to  the  penicillin-sensitive 
children. 

Foocl-borne  epidemics:  Compared  to  the  respira- 
tory type,  food-borne  epidemics  are  rare,  although 
small  ones  will  easily  escape  detection.  Thus,  they 


may  be  more  prevalent  than  generally  appreciated. 
Group  A is  the  most  common  offender,  but  other 
groups  may  be  implicated  as  well,  primarily  Groups 
C and  G.  The  foods  most  frequently  associated 
with  these  outbreaks  are  milk,  milk  products,  and 
eggs.5 

Due  to  the  simultaneous  exposure  of  the  suscep- 
tibles to  a common  source  of  contagion,  the  food- 
borne  epidemics  are  much  more  explosive  than  the 
respiratory  type.  The  majority  of  the  subjects  par- 
taking of  the  subject  meal  become  ill  within  72 
hours.  Within  five  days,  these  epidemics  have 
usually  run  their  course,  although  some  secondary 
cases  may  occur  later  by  infection  via  the  respira- 
tory route. 

In  addition  to  the  red  throat  and  cervical  lym- 
phadenophy,  which  are  common  to  the  respira- 
tory epidemics,  several  symptoms  and  signs  are 
characteristic  of  the  food-borne  type.  Exudate  is 
very  common,  along  with  headache  and  dizziness. 
Three  symptoms  which  occur  during  food-borne 
outbreaks  but  are  almost  never  observed  in  respira- 
tory epidemics  are  hoarseness,  muscular  weakness, 
and  syncope.  Because  of  the  explosive  nature  of 
these  epidemics,  sequelae  are  not  observed  at  the 
time  of  the  outbreak,  although  they  may  occur 
later  if  prompt  and  adequate  treatment  is  not  pro- 
vided to  the  acutely  ill  patients. 

Throat  cultures  should  be  obtained  from  all  the 
members  of  the  exposed  population,  regardless  of 
their  symptoms,  and  treatment  should  be  given  to 
all  those  with  a positive  culture.  Mass  prophylaxis 
need  not  be  extended  to  the  rest  of  the  community 
because  of  the  rarity  of  a substantial  secondary 
respiratory  phase. 

Pseudo-epidemics:  As  the  level  of  awareness  of 
streptococcal  disease  increases,  there  are  bound  to  be 
more  and  more  false  alarms.  These  situations  gener- 
ally occur  for  one  of  two  reasons:  either  the  physi- 
cians obtain  an  erroneous  impression  of  an  increase 
of  streptococcal  pharyngitis  on  the  basis  of  clinical 
observations  alone,  or  they  receive  erroneous  labora- 
tory confirmation.  Most  local  laboratories  do  not 
carry  out  definitive  identification  of  streptococci. 
Alpha-hemolytic  streptococci  are  occasionally  mis- 
taken for  and  reported  as  beta-hemolytic.  In  addi- 
tion, when  the  organisms  are  reported  as  beta- 
hemolytic,  many  physicians  assume  them  to  be  of 
Group  A,  while  in  many  situations  Group  A does 
not  constitute  the  majority  of  beta-hemolytic  strep- 
tococci. 

The  incidence  of  pseudo-epidemics  can  be  de- 
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creased  by  increased  use  of  laboratory  confirmation, 
and  by  increased  accuracy  of  laboratory  work.  In 
questionable  situations,  epidemiological  assistance 
should  be  obtained.  To  prevent  an  erroneous  diag- 
nosis of  a streptococcal  epidemic  is  not  a matter 
only  of  academic  concern— community  anxiety  will 
be  avoided,  the  inconvenience  and  risk  of  unneces- 
sary treatment  will  be  minimized,  and  a consider- 
able amount  of  money  and  effort  will  be  saved. 
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The  Role  Of  Allied  Health  Personnel 
In  Streptococcal  Control 

Thomas  C.  Peebles,  M.D. 


One  of  the  major  problems  in  the  control  of 
streptococcal  infections  and  rheumatic  fever  is  the 
difficulty  of  access  to  health  care— especially  in  the 
“inner  city”  and  in  rural  areas.  Due  to  absolute 
scarcity  as  well  as  maldistribution,  there  are  just 
not  enough  private  physicians  and  not  enough 
clinics  for  patients  to  go  to.  Clinics  and  emergency 
rooms  (handling  at  night  largely  non-emergency 
cases)  are  overcrowded  and  have  a long  waiting 
time— so  that  only  the  sickest  or  most  worried  pa- 
tients actually  use  them.  Things  don’t  have  to  re- 
main like  this,  however. 

Four  changes  in  our  health  care  delivery  system 
can,  I believe,  make  health  care  available  to  every- 
body in  this  country: 

1.  Greater  role  for  allied  health  personnel  (to 
which  I will  limit  my  further  remarks). 

2.  Appropriate  use  of  multiphasic  health  screen- 
ing. 

3.  Group  practice. 

4.  Prepaid  health  insurance. 

The  first  part  of  this  paper  will  deal  with  the  in- 
fluence of  allied  health  personnel,  mainly  nurse 
practitioners,  on  my  practice  in  general,  as  a neces- 
sary introduction  to  the  second  part,  which  will 
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deal  more  specifically  with  their  role  in  strepto 
coccal  control. 

In  1967  I started  to  train  some  nurse  practitioners 
who  in  August  of  that  year  started  to  participate 
in  my  practice.  Actually  there  isn’t  anything  very 
new  about  nurse  practitioners.  All  of  us  who  have 
been  in  the  practice  of  pediatrics  have  delegated 
some  responsibility  to  our  nurses.  My  own  nurse 
has  always  fielded  most  of  the  120  phone  calls  I 
receive  a day;  she  has  always  weighed  and  measured 
the  children  and  taken  the  initial  histories,  done 
the  throat  cultures— and  she  has  done  also  a fair 
amount  of  health  counseling.  The  change  that  took 
place  in  1967  was  to  have  her  make  more  judgments 
on  her  own  and  to  see  patients  by  herself  when  I 
wasn’t  even  in  the  office. 

As  a result  of  this  change,  the  number  of  patients 
in  my  practice  increased  40%  over  a 4 year  period, 
while  the  time  I spend  in  the  office  seeing  children 
has  actually  decreased  by  1/3.  The  nurse  practi- 
tioner took  care  on  her  own  of  a progressively  great- 
er share  of  children  (25%  by  1969),  and  especially 
of  well  children,  as  the  years  went  by.  Partly  as  a 
result  of  this,  the  ratio  of  well  children  to  sick 
patients  seen  in  my  practice  changed  from  1:1  to 
2:1.  It  should  be  noted  that  the  nurse  practitioner 
is  always  available  during  office  hours  so  that  tfie 
parents  know  that  they  can  see  her— unlike  me— at 


50 


Connecticut  Medicine,  February,  1973 


any  time.  This  has  reduced  the  pressure  on  me  to 
see  “borderline  sick”  patients  and  well  children. 

Coming  now  more  specifically  to  the  field  of 
streptococcal  control,  let  me  first  state  that  if  one 
took  the  extreme  position  of  doing  throat  culture 
on  all  the  patients  who  come  to  the  office,  regard- 
less of  symptoms  and  signs— and  of  then  treating 
all  those  with  a positive  culture— well,  then  there 
would  be  no  need  of  clinical  judgment,  either  in 
the  nurse  practitioner  or  in  the  doctor.  I don’t  take 
this  extreme  position,  however,  and  I still  believe 
that  there  is  virtue  in  looking  at  the  patient.  If,  on 
the  basis  of  my  examination,  I think  that  the  pa- 
tient is  likely  to  have  a streptococcal  infection,  I 
prescribe  an  injection  of  benzathine  penicillin, 
which  certainly  gets  around  the  problem  of  com- 
pliance. If  I think  that  the  patient  is  likely  not  to 
have  a streptococcal  infection,  I don’t  prescribe  any 
antibiotic,  but  take  a throat  culture  nevertheless— 
if  this  turns  out  to  be  positive,  I prescribe  treat- 
ment.* If,  finally,  I cannot  make  up  my  mind,  or, 
to  put  it  another  way,  the  patient  is  in  the  “gray 
area”  between  the  two  previously  mentioned  groups, 
I take  a throat  culture,  prescribe  oral  penicillin, 
and  stop  it  later  if  the  culture  is  negative. 

At  present,  in  my  office  the  nurse  practitioners 
take  care  of  almost  2/3  of  the  patients  with  strepto- 
coccal pharyngitis  and  the  doctors  take  care  of  the 
remaining  1/3.  By  “taking  care”  I mean  deciding 
on  their  own  whether  to  treat  or  not  to  treat,  al- 
though the  nurse  practitioner  will  notify  the  doctor 
for  legal  purposes. 

Table  1 shows  how  the  nurse  practitioners  fared 
as  compared  with  the  physicians.  The  nurse  prac- 
titioners appeared  to  be  more  reluctant  to  make  a 
diagnosis  of  streptococcal  infection  on  clinical 
grounds  and  didn’t  fare  as  well  as  the  physicians 
in  terms  of  validation  of  the  clinical  impression  by 
the  throat  culture,  but  the  differences  were  not 
great  and  are  likely  to  decrease  with  experience.1 

Since  this  study  was  completed,  we  have  formu- 

* At  this  point  it  may  be  appropriate  to  register  the  com- 
plaint that  the  processing  of  throat  cultures  mailed  to  a 
State  laboratory  is  often  slow.  In  a study  of  50  consecutive 
positive  throat  cultures,  25%  of  the  results  were  phoned  to 
my  office  more  than  four  days  after  they  were  taken  and 
mailed.  Another  pertinent  complaint  is  that  the  free  State 
throat  culture  programs  end  up,  paradoxically,  by  benefitting 
the  rich  rather  than  the  poor.  In  Massachusetts,  almost  no 
throat  cultures  are  being  sent  to  the  State  lab  from  the 
poverty  areas,  but  plenty  of  them  are  sent  from  the  affluent 
suburbia.  Obviously,  one  has  to  do  more  than  just  offer 
these  programs;  one  has  to  sell  them  where  they  are  needed 
the  most. 


latecl  more  specific  criteria  for  the  clinical  charac- 
terization of  patients  with  upper  respiratory  infec- 
tions (Table  2).  The  pairing  of  one  symptom  with 
one  sign  or  the  presence  of  two  signs  are  required 
for  inclusion  in  each  of  the  preliminary  diagnostic 
categories.  A new  study  is  in  progress  to  correlate 
these  clinical  judgments  with  the  results  of  the 
throat  culture. 

We  are  now  in  the  process  of  applying  the  same 
principles  of  management  by  nurse  practitioners 
in  a neighborhood  health  center  in  the  Boston 
inner  city.  These  innovations  should  be  even  more 
useful  there,  where  we  attempt  to  fulfill  the  health 
needs  of  12,000  people— and  I am  confident  that 
they  will. 

Reference 

I . Peebles,  T.  C.  Identification  and  treatment  of  group  A 
beta-hemolytic  streptococcal  infections.  Role  of  the  pedia- 
trician and  the  nurse-practitioner.  Pediatr.  Clin.  North  Am. 
18:145,  1971. 


Table  1 

NUMBERS  ANI)  PERCENTAGES  OF  THROAT  CULTURES  POSITIVE 
FOR  GROUP  A STREPTOCOCCI  IN  PATIENTS  CLASSIFIED  ON 


CLINICAL 

CROUNDS  BY  NURSE 

PRACTITIONERS  AND 

BY  PHYSICIANS 

Likely  to 

Unlikely  to 

have  a strep 

Intermediate 

have  a strep 

infectioti 

group 

infection 

Nurses 

6/10  (60%) 

26/38  (68%) 

21/64  (33%) 

Physicians 

9/12  (75%) 

15/29  (52%) 

5/31  (16%) 

Table  2 


CRITERIA  FOR  GROUPING  PATIENTS  ACCORDING 
TO  HIGH,  MEDIUM,  OR  LOW  CLINICAL  INDEX  OF 
SUSPICION  OF  STREPTOCOCCAL  SORE  THROAT 


High 

Medium 

Low 

Symptoms  (or  history ) 

Close  exposure  to 

Fever 

Minimal  fever 

known  strepto- 

Moderately  sore 

Slightly  sore  or 

coccal  sore  throat 

throat 

scratchy  throat 

Fever  greater  than 

Abdominal  pain 

101.5°F 

Severely  sore  throat 

Signs 

Scarlatiniform  rash 

Slightly  tender. 

Palpebral 

Tender,  enlarged 

slightly  enlarged 

conjunctivitis 

peritonsillar 

peritonsillar 

Slightly  red  or 

lymph  nodes 

lymph  nodes 

injected  pharynx 

Beefy  red  pharynx 

Moderately  red 

Thin,  wispy  exudate 

Moderate  exudate 

pharynx 

in  crypts 

Petechiae  on  soft 

Medium  exudate 

Hoarseness,  cough 

palate  or  uvula 

Moderate  edema 

of  uvula 
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Secondary  Prevention  Of  Rheumatic  Fever 

Mario  Spagnuolo,  M.D. 


Due  to  the  marked  tendency  of  rheumatic  fever 
to  recur,  there  is  universal  agreement  on  the  need 
for  continual  prophylaxis  in  all  patients  who  have 
had  this  disease.  The  agreement  is  notably  less  than 
universal  on  which  prophylactic  regimen  should  be 
prescribed— and  for  how  long. 

Table  1 shows  the  rates  of  streptococcal  infec- 
tions and  of  rheumatic  recurrences  in  patients  on 
various  prophylaxis  regimens  in  our  clinic.  The 
first  three  regimens  were  tested  concurrently  in  a 
controlled  clinical  trial.1  The  last  two  were  tested 
later,2-3  but  on  populations  of  children  and  adoles- 
cents with  similar  susceptibility  to  rheumatic  re- 
currences, so  that  the  results  for  all  five  regimens 
are  essentially  comparable.  Two  regimens  stand 
out:  the  best  one.  Benzathine  Penicillin,  (Bicillin®), 
1,200,000  u.  I.M.  once  a month,  with  attack  rates 
per  100  patient  years  of  6.1  for  streptococcal  infec- 
tions, and  0.4  for  recurrences;  and  the  worst  one, 
1,200,000  u.  daily  of  penicillin  by  mouth  for  10 
days,  which  is  probably  close  to  no  prophylaxis  at 
all.  The  remaining  oral  regimens  provide  pretty 
much  the  same  level  of  protection  with  attack  rates 
for  streptococcal  infections  of  20-25%  and  for  re- 
currences of  2. 8-5. 5%.  Bicillin,  therefore,  should  be 
the  regimen  of  choice,  especially  for  those  patients 
who  are  most  prone  to  recurrences  and  their  seque- 
lae. The  disadvantages  are:  local  pain  and  fever  for 
2-3  days  in  a sizable  minority  of  patients,  the  possi- 
bility (however  infinitesimal)  of  an  anaphylactic 
reaction,  and  the  need  for  monthly  trips  to  the 
doctor’s  office  or  clinic.  If  these  disadvantages  are 
overriding,  then  an  oral  regimen  (sulfadiazine,  grn. 
1 daily  or  oral  penicillin)  should  be  used,  and 
should  be  supplemented  by  detection  and  treat- 
ment of  any  streptococcal  infection  that  may  occur 
despite  prophylaxis.  The  dose  of  daily  penicillin 
probably  matters  little:  400,000  u.  may  be  slightly 
better  than  200,000.  The  type  of  oral  penicillin  to 
use,  whether  G or  V,  was  the  object  of  a study  re- 
cently concluded:  (Table  2).  The  two  penicillins 
were  compared  in  a double-blind  fashion:  the  rates 
of  streptococcal  infections  and  of  rheumatic  recur- 
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rences  were  similar  in  the  two  groups.4  Penicillin  V 
is  used  in  many  prophylactic  programs  because  it 
is  better  absorbed  than  penicillin  G.  This  charac- 
teristic, however,  does  not  detectably  improve  its 
effectiveness  in  preventing  streptococcal  infections. 
The  data  just  shown  are  of  practical  value  because 
penicillin  V is  three  or  four  times  more  expensive 
than  penicillin  G. 

Why  is  monthly  bicillin  by  injection  so  much 
better  than  the  oral  regimens?  For  one  thing,  it 
prevents  more  streptococcal  infections;  it  is  not 
known  to  what  extent  it  does  so  because  patients 
on  oral  prophylaxis  tend  to  forget  their  daily  pill. 
But  once  the  streptococcal  infection  has  occurred, 
bicillin  provides  also  a streptococcal  eradicating 
effect;  the  oral  regimens  do  not  have  this  effect  at 
all  (sulfadiazine)  or  not  in  the  doses  given  (peni- 
cillin). 

The  major  unresolved  problem  in  secondary  pro- 
phylaxis is  how  long  it  should  last.  The  factors  to 
consider  in  deciding  the  duration  of  prophylaxis 
are:  the  risk  of  a streptococcal  infection,  the  sus- 
ceptibility to  a recurrence  once  a streptococcal  in- 
fection has  occurred,  and  the  anticipated  conse- 
quences of  a recurrence.  The  last  consideration  is 
by  itself  sufficient  to  advise  prophylaxis  for  the  rest 


TABLE  1 

EFFECTIVENESS  OF  VARIOUS  PROPHYLAXIS  RECIMENS 


Streptococcal  Infections 

Rheumatic  Recurrences 

Prophylaxis 

Regimen 

No.  of 
patient 
years 

No. 

Attack 
rate  per 
100 

patient 

years 

No. 

Attack 
rate  per 
100 

patient 

years 

Benzathine 
penicillin  1.2 
million  units 
per  month 

560 

34 

6.1 

2 

0.4 

Sulfadiazine 
gm.  1 daily 

576 

138 

24.0 

16 

2.8 

Oral  penicillin 
200,000/ u daily 

545 

113 

20.7 

30 

5.5 

Oral  penicillin 
400,000/ u daily 

157 

32 

20.4 

6 

3.8 

Oral  penicillin 
1, 200, 000/ u 
daily  for 
1 0 days  of 
each  month 

169 

73 

43.2 

18 

10.7 
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of  their  lives  to  patients  with  heart  disease,  since 
recurrences,  rare  as  they  may  be,  can  greatly  worsen 
the  cardiac  status  in  them.  One  possible  course  is 
to  keep  these  patients  on  parenteral  prophylaxis 
until  early  adulthood,  and  then  switch  them  to  the 
more  acceptable  oral  regimen.  But  what  about  a 
50  year  old  man,  with  a remote  history  of  rheu- 
matic fever  and  without  heart  disease?  It  may  well 
be  that  his  risk  of  developing  rheumatic  fever  is 
no  greater  than  that  of  a child  who  never  had  the 
disease  before;  prophylaxis  for  this  man  makes  less 
sense  than  universal  prophylaxis  for  all  young  chil- 
dren, because  the  possibility  of  permanent  heart 
damage  resulting  from  rheumatic  fever  is  much 
greater  in  the  child  than  in  this  adult  who  has 
already  proved  to  be  resistant  to  it. 

Table  3 indicates  the  clinical  factors  which  in- 
crease the  likelihood  of  a recurrence  of  rheumatic 
fever  after  a streptococcal  infection.  Presence  of 
heart  disease  (especially  with  cardiomegaly),  a short 
interval  from  the  previous  attack  of  rheumatic 
fever,  previous  recurrences,  fever  and  sore  throat 
with  the  streptococcal  infection,  all  increase  the 
susceptibility  to  a recurrence.  When  3 or  4 factors 
were  present,  the  ratio  of  recurrences  to  strepto- 
coccal infections  (the  R/I  ratio)  was  slightly  above 
40%— an  almost  even  chance  to  develop  a recur- 
rence with  each  infection.  This  ratio  decreased  pro- 
gressively with  the  decrease  in  number  of  factors 
present,  clown  to  5%  in  those  patients  with  none  of 
them.5 

The  interval  from  the  last  attack  seems  to  have 
a particularly  important  influence  on  the  R/I  ratio. 
In  fact,  it  may  well  be  largely  responsible  for  the 
known  fact  that  the  susceptibility  to  recurrences 
decreases  as  the  patient  gets  older.  Fig.  1 shows 
the  relationship  of  age  at  time  of  the  streptococcal 

TABLE  2 

EFFECTIVENESS  OF  PENICILLIN  G AND  PENICILLIN  V 
IN  THE  PREVENTION  OF  RHEUMATIC  RECURRENCES 

A double-blind  study  in  patients 
with  rheumatic  heart  disease 


Prophylaxis 

No.  of 
Patients 

No.  of 
Patient- 
Years 

Streptococcal 
Infections 
(per  100 
patient- 
years) 

Rheumatic 
Recurrences 
(per  100 
patient- 
years) 

Penicillin  V 
400,000/ u 
a day 

43 

92 

24  (26%) 

4 (4%) 

Penicillin  G 
400,000/u 
a day 

48 

98 

19  (19%) 

3 (3%) 

infection  to  the  R/I  ratio  in  children  and  adoles- 
cents. The  R/I  decreases  from  25%  in  children  less 
than  9 to  16%  in  patients  16  years  old  or  older 
(range  16-26  years).  A decrease,  certainly,  but  not 
a dramatic  one.  Fig.  2 indicates  the  relationship  of 
the  interval  from  the  last  attack  of  rheumatic  fever 
to  the  R/I.  The  decrease  is  much  steeper:  from  a 
40-50%  R/I  for  infections  occurring  within  a year 
from  the  last  attack,  to  12%  for  infections  occur- 
ring six  years  or  more  from  the  last  attack.  It  seems 
that  there  is  a susceptibility  to  rheumatic  fever 
which  is  acquired  with  the  attack  of  rheumatic  fever 
itself.  This  susceptibility  decreases  rapidly  within 
the  first  four  years  from  the  attack  and  then  very 
slowly  or  not  at  all.  A consequence  of  this,  of 
course,  is  that  patients  who  have  a recurrence  of 
rheumatic  fever  should  be  put  on  prophylaxis  re- 
gardless of  age. 

But  what  should  be  done  for  an  adult  without 
heart  disease  and  with  a remote  history  of  rheu- 
matic fever?  Some  of  the  experts  advise  the  dis- 
continuation of  prophylaxis  after  five  years  from 
the  last  attack  of  rheumatic  fever.  Others  advise 
continuation  of  prophylaxis  throughout  the  lives 
of  the  patients.  We  simply  do  not  know  the  re- 
currence rate  in  these  patients  when  they  are  off 
prophylaxis.  To  know  it,  of  course,  we  would  need 
to  follow  a large  number  of  patients.  A few  years 
ago  the  American  Heart  Association  become  in- 
terested in  sponsoring  a cooperative  study  of  this 
subject.  In  the  preparatory  phase  of  this  study, 
which  unfortunately  was  never  started,  it  was  deter- 
mined that  2000  patient-years  would  be  necessary. 

TABLE  3 

CLINICAL  FACTORS  WHICH  INCREASE  THE 
LIKELIHOOD  OF  A RECURRENCE  OF  RHEUMATIC 
FEVER  AFTER  A STREPTOCOCCAL  INFECTION: 

1)  Presence  of  Heart  Disease 

2)  Last  attack  of  Rheumatic  Fever  within  2 years 

3)  Previous  recurrences  of  Rheumatic  Fever 

4)  Fever  and  sore  throat  with  streptococcal  infection 

Probabilities  of  a reccurrence  following  a streptococcal 

infection  according  to  the  number  of  risk-factors  present. 

(Data  from  the  Irvington  House  Clinic.) 


Number  of 

Risk-Factors 

Present 

Recurrences 

Infections 

Probabilities  of  a 
Recurrence 
(Percentage) 

All  Four 

4/9 

44% 

Three 

26/63 

41% 

Two 

36/156 

23% 

One 

39/233 

16% 

None 

12/211 

5% 

Total 

117/672 

17% 
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Figure  1 

RF  recurrence  rate  per  100  streptococcal  infections  accord- 
ing to  age  at  the  time  of  the  streptococcal  infection.  [From 
Spagnuolo  et  al.3  Reproduced  by  permission  of  the  New 
England  Journal  of  Medicine .] 

The  Irvington  House  group  had  collected  about 
700  patient-years  before  the  lay  Board  of  Irvington 
House  decided  to  discontinue  support  of  medical 
care  for  these  patients.  Table  4 shows  the  results 
for  the  470  patient-years  which  have  been  analyzed 
until  now.6  The  first  column  indicates  the  age  of 
the  patients;  the  second,  the  number  of  patient- 
years;  the  third,  the  number  and  attack  rate  of 
streptococcal  infections  per  100  patient-years;  the 
fourth,  the  number  of  rheumatic  recurrences  and 
attack  rates  per  100  patient-years.  The  attack  rates 
of  both  streptococcal  infections  and  recurrences  are 
quite  high  in  the  14-15  years  old  group.  Patients 
in  this  age  group  should  certainly  remain  on  pro- 
phylaxis. The  attack  rate  of  streptococcal  infections 
decreases  rapidly,  down  to  7%  in  the  22-27  year 
olds.  This  rate  is  very  close  to  the  streptococcal  in- 
fection attack  rate  in  children  on  bicillin  (6.1%), 

TABLE  4 

ATTACK  RATES  OF  STREPTOCOCCAL  INFECTIONS  AND 
RHEUMATIC  RECURRENCES  IN  PATIENTS  OFF 
PROPHYLAXIS,  WITHOUT  HEART  DISEASE  AND 
FREE  OF  RECURRENCES  FOR  AT  LEAST  FIVE  YEARS 


Age  of 
Patient 

Patient 

Years 

No.  of 

Streptococcal 
Infections 
( attack  rate) 

No.  of 

Recurrences 
( attack  rate) 

14-15 

69 

22  (32%) 

2 (3%) 

16-17 

136 

28  (21%) 

0 (-) 

18-19 

99 

12  (12%) 

1 (1%) 

20-21 

89 

11  (12%) 

2 (2%) 

22-27 

77 

5 (7%) 

0 (_) 

Total 

470 

78  (17%) 

5 (1%) 

Figure  2 

RF  recurrence  rate  per  100  streptococcal  infections  accord- 
ing to  interval  since  latest  attack  of  RF  at  the  time  of  the 
streptococcal  infection.  [From  Spagnuolo  et  al.5  Reproduced 
by  permission  of  the  New  England  Journal  of  Medicine.] 


and  three  to  four  times  lower  than  the  strepto- 
coccal infection  attack  rate  of  children  on  oral 
regimens.  The  number  of  recurrences  in  these 
groups  suggest  that  the  chances  of  a recurrence  are 
around  1%  per  year.  None  of  the  five  patients  who 
had  recurrences  acquired  heart  disease  with  it.  We 
do  not  know  whether  the  recurrence  rate  becomes 
even  lower  in  later  years.  Such  a low  recurrence 
rate,  and  the  excellent  possibility  that  recurrences 
will  not  involve  the  heart,  however,  do  suggest  that 
continual  prophylaxis  can  be  substituted  by  detec- 
tion and  treatment  of  symptomatic  streptococcal 
infections  in  this  older  group,  over  21  years  of 
age,  especially  if  there  is  no  intimate  exposure  to 
young  children  in  the  home  or  elsewhere. 
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Editorials 


Is  The  "Heroin  Maintenance"  Clinic  The 
Answer  To  The  Heroin  Drug  Problem? 

There  are  at  least  250,000  heroin  addicts  in 
New  York  City.  They  support  their  habits  by 
thefts  and  drug  pushing.  People  are  being  robbed 
on  the  streets  and  in  their  homes;  businesses  are 
burdened  with  heavy  losses  which,  of  course,  in 
the  end  are  reflected  in  higher  living  costs. 
Neighborhoods  are  deteriorating  and  buildings 
are  abandoned.  The  stable  middle  class  is  leav- 
ing for  the  suburbs,  houses  are  being  wired  with 
burglar  alarm  systems  at  an  untold  cost  to 
society  and  hundreds  of  millions  of  dollars  per 
year  are  being  diverted  from  legitimate  business 
to  the  underworld. 

Obviously  something  must  be  done  and  soon. 
Without  a constructive  program  on  a vast  scale 
we  can  expect  increase  in  recruitment  of  addicts 
from  the  adolescents  and  further  deterioration 
of  society  and  increasing  concern  of  citizens. 
The  public  is  desperate,  is  tired  of  crime,  of 
urban  decay  and  appears  willing  to  consider  any- 
thing that  is  advertised  as  an  easy  solution  ex- 
cept perhaps  the  money  with  which  to  do  it. 
At  present  the  only  workable  method  of  rehabili- 
tation is  the  methadone  program.  Compared  to 
the  magnitude  of  the  problem,  it  is,  however,  a 
very  small  part  and  is  already  suffering  from  lack 
of  funds  and  personnel.  Thousands  of  addicts  in 
jail  and  on  the  streets  are  pleading  for  admission 
To  the  methadone  program  but  we  are  unable  to 
provide  this  treatment  for  them  because  of  bud- 
getary restrictions. 

Because  of  this  situation  many  citizens  have 
urged  that  clinics  for  legal  distribution  of  heroin 
be  established  to  deal  with  the  drug-crime  prob- 
lems in  our  major  cities.  Since  there  is  no  im- 
mediate prospect  of  curing  these  quarter  million 
addicts,  it  has  been  suggested  that  heroin  be 
given  to  addicts  under  medical  supervision  rather 
than  force  them  into  criminal  activity  as  we  are 
now  doing.  This  assumes  that  addicts  will  be 
satisfied  with  the  doses  administered  by  the 
clinics.  The  proponents  of  the  heroin  clinics  ap- 
pear to  believe  that  the  addicts  could  be  kept 
happy  with  a daily  ration  of  this  drug  and  there- 


after would  desist  from  crime.  Any  familiarity 
with  the  pharmacology  of  heroin  makes  this 
assumption  extremely  unlikely. 

The  fact  is  that  heroin  addicts  cannot  be 
maintained  with  a stable  dosage  because  the 
drug  produces  an  increasing  tolerance  and  phys- 
iologic dependence  in  the  user.  With  repeated 
doses  the  addict  experiences  less  euphoria  and 
suffers  recurrently  from  abstinence  between  in- 
jections. He  needs  progressively  more  heroin  to 
treat  the  sickness  than  heroin  itself  produces  and 
if  this  increased  amount  of  drug  is  not  provided 
by  the  clinic  he  will  return  to  crime  and  the 
pushers  for  additional  supply.  On  the  other 
hand,  if  a sympathetic  doctor  at  the  clinic  lets 
him  take  home  all  the  heroin  he  needs  or  says 
he  needs,  he  is  almost  sure  to  sell  part  of  the 
supply  to  adolescents  and  other  unregistered  ad- 
dicts in  the  neighborhood.  This  offers  the  dan- 
gers of  producing  new  addicts  faster  than  the 
legal  clinics  could  remove  them  from  the  streets. 
There  are  other  difficulties  as  well. 

The  key  issue,  of  course,  is  the  feasibility  of 
a heroin  dispensing  program  on  a scale  large 
enough  to  reduce  crime.  If  a large  and  experi- 
enced staff  were  available  to  negotiate  with  the 
patients  on  dosage  and  supervise  their  outside 
activities  that  is  one  thing.  It  seems  hardly 
realistic  for  model  treatment  centers  to  take  care 
of  the  huge  problem  of  250,000  such  victims, 
although  it  might  work  out  in  smaller  cities. 
Any  salvaging  of  addicts  would,  of  course,  reduce 
by  that  much  the  degree  of  crime  and  human 
decay  that  is  now  taking  place. 

The  point  is  that  once  the  addicts  are  dis- 
covered and  known  they  can  be  better  con- 
trolled, led  into  methadone  programs  or  into 
detoxifying  programs.  However,  nothing  much 
will  happen  until  the  exasperated  public  realizes 
that  the  amount  needed  for  rehabilitation  of 
the  addict  is  a very  small  percentage  of  what 
it  is  now  paying  in  the  costs  of  crime,  urban 
decay  and  human  wastage.  There  is  no  easy 
solution  but  the  problem  is  urgent.  It  is  time  it 
was  approached  in  a rational  manner  and  with 
the  will  to  overcome  it  and  with  a realistic 
budget  to  do  the  job. — L.H.N. 
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Methysergide  In  Manic  States 

Several  observations  suggest  that  the  metab- 
olism of  indoles  particularly  5-hydroxy-trypta- 
mine  (serotonin)  is  disturbed  in  affective  illness. 
Since  methysergide  (sansert)  is  a potent  and 
specific  antiserotonin  agent,  possible  applications 
in  affective  disorders  suggest  themselves.  It  was 
Dewhurst1  who  propounded  an  original  theory 
of  amine  function  based  on  extensive  animal 
experiments  and  human  studies.  According  to 
his  theory  there  are  amines  that  excite  (type  A) 
and  amines  to  depress  (type  C).  These  actions 
are  medicated  by  two  cerebral  receptors.  Type 
A receptor  is  concerned  with  elevation  of  mood 
and  disturbances  of  these  mechanisms  can  ac- 
count for  some  illnesses.  One  prediction  of  this 
theory  is  that  methysergide  should  be  beneficial 
in  mania.  This  has  been  tested  clinically  by 
Haskovec  and  Soucek-  on  ten  in-patients  in 
Prague  with  typical  manic  attacks. 

All  had  a previous  history  of  at  least  one  de- 
pressive and  one  manic  phase  and  in  nine  the 
course  of  the  manic  state  was  well  known  from 
previous  admissions.  Mania  had  been  present 
from  three  to  twelve  weeks.  A minority  had  re- 
ceived tranquillizers  but  medication  was  taken 
irregularly.  All  displayed  manic  features  for 
several  days  before  admission  to  the  hospital. 
Assessment  was  made  by  two  independent  phy- 
sicians by  means  of  a normal  clinical  examina- 
tion plus  a rating  scale.  The  three  stage  design 
was  adopted. 

Stage  I comprised  a pretreatment  placebo 
period  which  lasted  two  to  six  days.  Then  in 
stage  II  the  patients  received  methysergide  by 
injection  for  the  first  two  days,  by  combined  in- 
jection and  tablets  for  the  next  two  days  and 
by  the  oral  route  thereafter.  The  mean  total 
daily  dosages  for  the  first  four  days  were  1.28, 
3.7,  4.1  mg.  Subsequently  the  dosage  was  set  at 
6 mg.  daily.  Thus  stage  II  lasted  eight  to  four- 
teen days.  In  stage  III  the  patients  were  placed 
on  a placebo  again  for  a mean  duration  of  four 
days.  The  effects  of  methysergide  were  evident 
after  twenty-four  hours  and  well  marked  after 
forty-eight  hours. 

Of  the  ten  patients,  eight  showed  very  good 
improvement,  one  remained  unchanged  and  one 
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deteriorated.  The  rating  of  individual  symptoms 
showed  that  all  those  characteristics  of  mania 
were  improved.  Qualitative  thought  disturbance, 
megalomanic  or  paranoid  thinking  was  less  af- 
fected. The  placebo  period  in  stage  III  was  tried 
in  six  patients,  five  of  whom  showed  an  immedi- 
ate relapse  to  the  pretreatment  state  while  the 
others  remained  well.  Two  of  the  remaining  pa- 
tients did  less  well  on  neuroleptics  than  on 
methysergide.  The  patient  who  failed  to  improve 
showed  considerable  admixture  of  paranoid  think- 
ing and  the  one  who  deteriorated  had  recurrent 
mania  of  a very  malignant  type  which  failed  to 
respond  to  several  forms  of  therapy  including 
electroconvulsive  shock.  Unfortunately  he  was 
not  tested  out  on  lithium  carbonate  which  has 
assumed  increasing  importance  in  the  treatment 
of  manic  depressive  psychosis.3  It  would  have 
given  us  a clue  as  to  the  relative  merits  of 
methysergide  and  lithium. 

The  effects  of  methysergide  were  very  differ- 
ent from  those  resulting  from  the  use  of  thora- 
zine,  reserpine,  perphenazine  and  haloperidol. 
Methysergide  inhibited  excessive  psychomotor 
activity  and  drive,  and  normalized  sleep  without 
extrapyramidal  or  other  motor  effects  or  sleepi- 
ness. There  were  no  serious  side  effects  although 
occasionally  a patient  complained  of  aches  in  the 
head,  limbs  and  fatigue.  Seven  of  the  patients 
showed  transient  depression. 

These  results  establish  that  methysergide  is 
indeed  a specific  and  potent  antimanic  agent. 
They  tend  to  confirm  Dewhurst’s  prediction  and 
add  further  support  to  his  general  theory.  They 
also  indirectly  suggest  that  in  manic  states  there 
is  a disturbance  of  metabolism  of  indole  com- 
pounds. Much  work  on  lithium  has  already  been 
produced  to  show  its  effectiveness  in  manic 
states.  Whether  this  ion  works  on  indole  metab- 
olism or  on  physicochemical  processes  involving 
water  and  electrolytes  primarily,  cannot  as  yet 
be  stated. 

There  is  a small  possibility  of  retroperitoneal 
fibrosis  developing  after  methysergide  that  phy- 
sicians who  use  it  should  always  bear  in  mind. 
This  type  of  fibrosis  can  obstruct  the  ureters 
and  lead  also  to  external  compression  of  the  great 
vessels  causing  either  unilateral  or  bilateral 
edema.  It  is  not  considered  a contraindication 
to  the  use  of  this  drug  since  retroperitoneal 
fibrosis  after  the  use  of  this  drug  was  found  to 
occur  in  no  more  than  one  per  cent  out  of  1000 
patients  who  had  received  the  drug.4 
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From  Haskovec  and  Soucek’s  work  it  is  clear 
that  testing  of  drugs  with  specific  actions  on 
cerebral  amine  mechanisms  in  homogeneous 
groups  of  psychotic  patients  can  make  a further 
methodologic  contribution  to  the  problem  of 
cerebral  amine  function  and  enrich  our  theoreti- 
cal knowledge  of  mental  disorders. — L.H.N. 
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Further  Elements  In  The 
Diagnosis  Of  Despair 

The  great  tragedy  of  life  is  not  that  men 
perish  hut  that  they  cease  to  love. — Somerset 
Maugham. 

The  psychological  examination  of  the  suicidal 
risk  by  a systematic  approach  is  the  heart  of 
Havens  discussion.  He  points  to  the  materials 
that  must  be  used  in  the  assessment  and  centers 
his  remarks  on  the  examiner,  the  interviewer,  his 
reactions  to  the  patient’s  problems  so  that  he 
can  determine  whether  the  patient  can  find  life 
worth  living.  This  question  has  a counterpart  for 
the  environment  of  friends  and  family.  This  is 
whether  there  is  anyone  left  that  wants  the  pa- 
tient to  live.  It  is  here  that  we  may  find  the 
need  to  interview  the  relatives  if  the  history  is 
not  altogether  convincing. 

This  question  whether  anyone  wants  the  pa- 
tient to  live  is  not  a matter  that  doctors  are 
generally  taught  to  consider.  It  is  not  an  item 
that  appears  among  the  causes  of  death  in  the 
textbooks  of  medicine  and  surgery.  However, 
there  are  many  recent  observations  that  suggest 
its  importance.  Patients  may  cry  for  help  and 
the  danger  signal  overlooked.  There  may  be  ges- 
tures made  towards  the  patient  that  in  retro- 
spect seem  like  invitations  to  suicide.  There  will 
be  encountered  a veil  of  convention  that  will 
cover  up  most  answers  to  the  question.  The  diag- 
nostic problem  then  requires  us  to  pierce  this 
veil. 

Murderous  impulses  especially  toward  those 
close  to  a person  are  not  easily  confessed.  The 


extent  of  murderousness  in  the  whole  human 
race  is  not  readily  acknowledged  despite  the 
facts  of  widespread  war  with  instruments  fash- 
ioned to  destroy  whole  populations  as  well  as 
homicide  and  suicide.  The  hidden  attitude  of 
the  relatives  need  to  be  gauged  with  as  much 
care  as  we  devote  to  those  of  the  patient.  Acci- 
dents are  sometimes  a sign  of  unconscious  de- 
structive processes  at  work. 

Dreams  may  signal  with  surprising  clarity  the 
unspoken  desires  of  patients  or  relatives.  With- 
drawal and  silence  are  frequently  the  ways  in 
which  “civilized”  people  express  their  rage 
towards  one  another.  In  this  the  doctor,  the 
interviewer  is  no  exception.  We  need  candidly  to 
ask  ourselves  as  the  interview  proceeds  whether 
if  we  were  married  to  the  patient  or  his  father 
or  son,  would  we  want  him  to  live.  We  may 
grant  that  everyone  entertains  if  only  fleetingly 
such  thoughts  on  occasion.  We  may  also  grant 
that  perhaps  at  the  beginning  there  were  special 
features  that  “fitted”  the  patient  with  husband 
or  wife.  But  now  the  physician  must  add  up  the 
two  sides  of  the  ledger  as  best  he  can  and  deter- 
mine if  the  weight  of  evidence  comes  down  on 
the  side  of  life  or  death. 

The  value  of  knowing  this  is  obvious  even 
though  as  a rule  one  can  only  quess.  Remark- 
ably active  efforts  may  be  on  foot  to  rid  the 
world  of  this  person,  although  unconscious  and 
subtle.  The  physician  must  not  unwittingly 
assist  them.  There  may  be  only  one  person  in 
the  patient’s  world  that  stands  between  him  and 
the  desire  to  die.  What  if  that  person  is  lost  or 
moves  away  or  has  a falling  out  with  the  patient? 
The  individual  under  examination  will  be  as 
much  deprived  of  vital  nutrients  as  if  he  had 
stopped  eating. 

The  discovery  of  such  conditions  requires  ac- 
tive intervention  often  with  psychiatric  consulta- 
tion. An  attempt  must  be  made  to  grasp  the 
main  forces  at  work  in  the  case  and  turn  them 
into  fresh  and  more  hopeful  courses.  But  first 
of  all  the  diagnosis  is  crucial.  The  physician  must 
be  able  to  discover,  weigh  over  the  whole  broad 
range  of  psychiatrically  significant  phenomena. 
For  this  we  need  to  have  in  mind  clearly  the 
succession  of  questions  that  he  must  answer 
about  the  suicidal  patient  as  he  does  the  series 
of  steps  in  a physical  examination.  Then  treat- 
ment at  least  in  emergency  elements  will  not  be 
such  a great  puzzle. 
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Sometimes  we  can  learn  a lesson  about  a 
situation  from  its  very  opposite.  The  person  who 
contemplates  suicide  has  lost  striving  in  the  pur- 
suit of  happiness.  Robert  Louis  Stevenson,  in 
an  essay  on  John  Knox  the  reformer  tells  us 
about  an  old  man  who  did  not  commit  suicide. 
He  lived  more  and  more  as  he  lived  longer,  not 
less  and  less  as  is  the  way  with  most  people. 
“Unknown  until  past  forty  he  had  then  before 
him  five  and  thirty  years  of  splendid  and  in- 
fluential life  ....  and  did  what  he  would  with 
the  sound  of  his  voice  out  of  the  pulpit.  And 
besides  all  this  such  a following  of  faithful 
women!  One  would  take  the  first  forty  years 
gladly  if  one  could  be  sure  of  the  last  thirty. 
Most  of  us  even  if  by  reason  of  great  strength 
and  dignity  of  gray  hairs  retain  some  degree  of 
public  respect  in  the  taller  days  of  ones  exist- 
ence will  find  a falling  away  of  friends  and  a 

solitude  making  itself  round  about  us 

The  attraction  of  man’s  character  is  apt  to  be 
outlined  like  the  attraction  of  his  body,  the 
power  to  love  grows  feeble  in  its  turn  as  well  as 
the  power  to  inspire  love  in  others.  It  is  only 
with  a few  rare  natures  that  friendship  is  added 
to  friendship,  love  to  love.  . . .” 

Clearly  if  a person  is  loved  and  can  love,  he  is 
not  a candidate  for  suicide.  The  calculations 
that  Stevenson  made  in  his  judgment  of  Knox’s 
happiness  are  ones  that  must  also  be  made  in 
medicine  and  especially  in  the  estimation  of  the 
suicidal  risks. — L.H.N. 

Arap:  A New  Drug  For  Schizophrenia 

Stein  speculates  that  the  two  primary  symp- 
toms of  schizophrenia,  the  difficulty  in  goal  di- 
rected thinking  and  the  deficit  in  the  capacity 
to  experience  pleasure  may  be  due  to  a chronic 
and  at  least  partially  irreversible  impairment  of 
the  noradrenergic  reward  system,  primarily  dam- 
age to  the  dorsal  ascending  system  of  neurons 
which  mainly  innervate  the  cerebral  cortex  and 
the  hippocampus. 

Genetic  studies  provide  indirect  support  for 
the  idea  of  an  impairment  of  nonadrenegic  func- 
tion in  schizophrenia.  The  early  impression  that 
schizophrenia  is  inherited  has  been  verified  by 
systematic  family  studies  and  studies  of  adopted 
children.  Severe  modes  of  inheritance  have  been 
proposed  but  many  authorities  currently  favor 
the  idea  that  a main  gene  of  large  effect  modi- 
fied either  by  a second  gene  or  by  multiple  fac- 


tors is  responsible  for  schizophrenia  and  border- 
line schizoid  disorders.  In  any  case,  the  con- 
clusion that  schizophrenia  is  hereditary  neces- 
sarily implies  a biochemical  aberration  since  no 
other  mechanism  is  known  for  the  expression  of 
genetic  trends. 

Several  lines  of  biochemical  evidence  suggests 
that  it  is  6-hydroxy-dopomine  which  is  the  aber- 
rant metabolite  that  causes  schizophrenia.  It  is 
an  auto  oxidation  product  and  metabolite  of 
dopamine  and  its  formation  can  occur  to  a sig- 
nificant extent  in  the  intact  animal.  It  induces 
a specific  degeneration  of  perepheral  sympathetic 
nerve  terminals  with  a marked  and  long  lasting 
depletion  of  norepinephrine.  If  injected  intra- 
ventricularly  in  rat  brains  it  similarly  causes  a 
prolonged  or  permanent  depletion  of  brain  cate- 
cholamine and  brain  norepinephrine  is  more 
affected  than  is  dopamine. 

Stein  succeeded  in  producing  symptoms  in  the 
rat  comparable  to  what  is  found  in  schizophrenia 
in  man,  by  injecting  6 hydroxy  dopamine  into 
the  ventricles.  It  caused  impaired  self-stimula- 
tion and  of  other  rewarding  behavior  and  the 
effect  was  long  lasting.  Several  other  threads  of 
evidence  links  6 hydroxy  dopamine  to  schizo- 
phrenia such  as  recovery  of  one  of  its  metab- 
olites in  the  sweat  of  schizophrenics  and  that 
chlorpromazine  the  drug  of  choice  in  the  treat- 
ment of  schizophrenia  antagonizes  the  norepi- 
nephrine depleting  actions  of  6 hydroxy  dopamine. 
In  this  way  chlorpromazine  protects  the  reward 
system  of  the  schizophrenic  by  blocking  the 
uptake  of  endogenously  formed  6 hydroxy  dopa- 
mine into  the  noradrenergic  nerve  endings. 
Hence,  although  formation  of  6 hydroxy  dopa- 
mine may  continue  in  the  schizophrenic  treated 
with  chlorpromazine,  the  toxic  substance  is  no 
longer  able  to  gain  entry  to  the  vulnerable  site 
and  brain  norepinephrine  is  not  reduced. 

There  are,  however,  several  reasons  why  chlor- 
promaine  is  not  the  drug  of  choice  in  schizo- 
phrenia. One  of  the  chief  problems  with  long 
term  management  of  schizophrenia  is  that 
most  popular  tranquilizers  while  effective  for 
treating  the  acute  phase  of  the  disease  tend  to 
cause  drowsiness  and  even  parkinsenism  if  they 
are  administered  over  long  periods.  Their  side 
effects  present  difficulties  for  patients  who  are 
trying  to  carry  on  normal  occupations  and  it  is 
a chief  factor  in  the  high  incidence  of  relapse 
in  this  disease.  More  than  half  of  the  patients 
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discharged  from  the  hospital  are  eventually  re- 
admitted for  further  treatment. 

Arap,  a new  drug  for  long  term  treatment  of 
schizophrenia  seems  to  offer  several  advantages 
over  preparations  now  in  use.  It  is  claimed  to  be 
a specific  anti  psychotic  which  does  not  produce 
many  of  the  adverse  side  reactions  that  have 
dogged  the  long  term  treatment  of  schizophrenia 
in  the  last  few  years.  If  the  claims  are  substan- 
tiated, the  new  drug  will  be  a boon  to  patients 
who  are  being  treated  outside  hospitals  for  a 
disease  which  has  a particularly  high  relapse 
rate.  While  Arap  is  not  suitable  for  treatment 
of  manic  schizophrenia,  the  manufacturers  Jans- 
sen Pharmaceuticals  Ltd.  claim  that  the  drug 


has  acquitted  itself  well  in  clinical  trials  of  some 
2,000  patients  throughout  the  world  and  it  needs 
to  be  taken  in  only  a single  dose  per  day. 

Until  Stein’s  study  with  6 hydroxy  dopamine, 
research  into  the  causes  of  schizophrenia  has 
been  in  a state  of  limbo.  But  the  efficiency  of 
Arap  as  an  antipsychotic  agent  should  help  the 
biochemists  to  look  further  into  the  biochemical 
basis  of  schizophrenia. — L.H.N. 

References 

1.  Stein,  L.,  Wise,  L.  D.:  Possible  Etiology  of  Schizo- 
phrenia. Progressive  Damage  to  the  Noradrenergic  Re- 
ward System  by  6-Hydroxy  dopamine.  Science  171, 
1032,  March  12,  1971. 

2.  Promising  New  Drug  in  Schizophrenia.  Nature  229, 
149,  Jan.  15,  1971. 


Chest  physicians  Segregate7  smokers 


The  American  College  of  Chest  Physicians 
(ACCP)  has  issued  a strong  statement  on  the  “rights 
of  non-smokers”— and  the  organization  backed  up 
its  assertions  at  its  recent  scientific  assembly  in 
Denver. 

Smoking  was  allowed  in  special  sections— in  the 
rear— of  large  meeting  rooms,  providing  the  air 
conditioning  was  judged  sufficient.  In  small  rooms, 
however,  smoking  was  banned  entirely. 

The  college  board  of  trustees  adopted  a state- 
ment recommending  that  “all  meetings  of  medical 
associations  and  institutions  follow  a similar  pat- 
tern of  segregation  of  smokers,  or  complete  prohi- 
bition of  smoking,  to  protect  the  rights  of  the  non- 
smoker.” 

Furthermore,  the  college  called  on  all  members 
of  the  medical  profession  “to  take  a leadership  role 
in  protecting  the  rights  of  non-smokers”  by: 

• Prohibiting  smoking  in  public  places  in  the 
headquarters  offices  of  medical  organizations  (ACCP 
headquarters  in  Chicago  has  a ban). 


• Prohibiting  smoking  “at  all  sites  of  health  care 
delivery,”  such  as  hospitals,  clinics,  and  offices  of 
practicing  physicians. 

o Adopting  a “health  care  team  approach”  as 
one  way  to  aid  the  individual  who  smokes,  but 
wishes  to  give  it  up.  Aided  by  a $50,000  federal 
grant,  ACCP  has  started  several  programs,  includ- 
ing a “smoking  behavior  modification”  program 
which  uses  the  “team  approach.” 

Finally  the  college  urged  physicians  to  support  a 
nationwide  program  to  encourage  inclusion  of 
smoke-free  areas  for  non-smokers  in  all  public  in- 
door facilities,  such  as  restaurants,  libraries,  meet- 
ing rooms,  and  mass  transportation  vehicles. 

“The  ACCP  report  says  the  physician  must  as- 
sume responsibility  for  his  smoking  habits,  not  only 
as  a physician,  but  as  a citizen,”  said  Alfred  Soffer, 
MD,  executive  director  of  ACCP,  and  editor  of  the 
college  journal,  Chest. 

“The  smoker  has  a social  and  medical  obligation 
to  the  non-smoker,”  he  said.  JAMA,  Dec.  4 1972, 
Vol.  222,  No.  10. 
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Halotestin'5  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment ot  atrophic  changes  in  the  accessory  male 
sex  organs  lollowing  castration: 

1.  Primary  eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a lamilial  trait. 

In  the  female:  1.  Prevention  ot  postpartum  breast 
manitestations  of  pain  and  engorgement.  2.  Pal- 
liation ot  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  bu!  less  than  5 years  post-menopausal  or 
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who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  ot  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible.  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema  Priapism  or  excessive  sex 
stimulation,  oligospermia,  reduced  eiaculat 
volume,  hypersensitivity  and  gynecomastia  n 
occur.  When  any  of  these  effects  appear  the 
drogen  should  be  stopped. 

Adverse  Reactions:  Acne  Decreased  eiaculat 
volume  Gynecomastia  Edema  Hypersensitu 
including  skin  manifestations  and  anaphylact 
reactions  Priapism  Hypercalcemia  (especially 
immobile  patients  and  those  with  metastatic  bre 
carcinoma).  Virilization  in  females.  Cholest. 
taundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  -bottles  of  50  scored  tablets. 

10  mg  — bottles  of  50  scored  tablets 
For  additional  product  information,  see  yi 
Up/ohn  representative  or  consult  the  pack; 
circular.  med  b-6-s  i 
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SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES— SEMI-ANNUAL  MEETING 
New  Haven,  Connecticut — December  6,  1972 


Reports 

The  House  of  Delegates  received  reports  or  ad- 
dresses from:  The  Council,  the  President  for  the 
Officers,  the  AMA  Delegates,  the  Vice  President  of 
the  AMA  (Norman  H.  Gardner,  East  Hampton) 
and  the  Board  of  Directors  of  COMPAC.  The  re- 
ports of  the  Council,  the  President  for  the  Officers, 
and  of  the  Vice  President  of  the  AMA  are  pub- 
lished at  the  conclusion  of  this  summary. 

Principal  Actions  Taken 

Continuing  the  procedure  established  several 
years  ago,  all  business  coming  before  the  House  for 
consideration  was  referred  to,  heard  by,  and  re- 
ported on  by  Reference  Committees.  Actions  taken 
on  the  reports  of  the  three  Reference  Committees 
were  as  follows: 

Committee  No.  1 

(a)  Interim  Appointments : It  was  VOTED  to  ap- 
prove the  recommendation  of  the  Committee 
that  a number  of  interim  appointments,  made 
by  the  Council  to  various  committees  and  posts 
elected  by  the  House  of  Delegates,  be  con- 
firmed. 

(b)  CSMS  Financial  Aid  Program  for  Medical 
Students : It  was  VOTED  to  approve  the  rec- 
ommendation of  the  Committee  that,  as  recom- 
mended by  the  Council,  that  this  Financial 
Aid  Program  be  continued  and  increased  in 
1973.  By  previous  action  of  the  House  of  Dele- 
gates, the  Program  was  initiated  in  1972 
through  the  medium  of  making  CSMS  grants 
of  $3,000  each  to  the  Yale  and  UConn  Schools 
of  Medicine.  The  grant  funds  have  been  used 
to  make  loans  of  up  to  $500  to  students  en- 
rolled in  the  Medical  Schools  at  times  of  finan- 
cial need,  such  loans  being  interest  free  until 
one  year  after  graduation  at  which  time  annual 
interest  of  3%  per  year  is  assessed.  The  present 
action  of  the  House  provides  that  each  Medical 
School  will  receive  an  additional  grant  of  $3,- 
000  in  1973  to  be  used  for  similar  purpose. 


(c)  The  1973  Budget:  It  was  VOTED  to  approve 
the  recommendation  of  the  Committee  that 
the  Budget  for  fiscal  1973,  as  prepared  and  pre- 
sented by  the  Council,  be  approved  and  that 
the  CSMS  membership  dues  for  1973  remain  at 
the  present  level  of  $70. 

(d)  Policy  Statement  on  Transfer  of  Patient  Infor- 
mation: It  was  VOTED  to  approve  the  recom- 
mendation of  the  Committee  that  a subject 
policy  statement,  drafted  by  the  Judicial  Com- 
mittee and  previously  approved  by  the  Coun- 
cil, be  amended  to  read  as  follows  (deletions 
in  brackets;  insertions  in  capital  letters): 

“(a)  A doctor,  upon  request  of  another  physi- 
cian, is  obliged  to  transfer  asked-for  parts 
of  his  records  in  (transcript)  WRITTEN 
FORM  or  over  telephone  after  receiving 
a request  by  the  patient,  preferably  in 
writing,  for  such  transfer. 

“(b)  In  the  case  of  a clinic  or  similar  organiza- 
tion, the  treating  physician  is  the  one  who 
must  request  the  records,  with  the  permis- 
sion of  the  patient. 

“(c)  The  question  of  whether  or  not  the  previ- 
ous physician’s  bill  has  been  paid  does  not 
enter  into  the  transfer  of  patient  records.” 

(e)  Reports:  Connecticut  Ambulatory  Care  Study: 
It  was  VOTED  to  approve  the  recommenda- 
tion of  the  Committee  that  two  reports  on  the 
progress  being  made  toward  implementation 
of  the  CSMS  Connecticut  Ambulatory  Care 
Study,  approved  by  the  House  of  Delegates  on 
April  25,  1972,  be  accepted  (as  information). 
The  hrst  of  these  reports  was  submitted  by  Dr. 
Daniel  Hamaty,  Guilford,  who  has  assumed  the 
duties  of  Project  Director  for  the  Study.  The 
second  was  submitted  by  Dr.  Frederick  C. 
Weber,  Jr.,  Greenwich,  who  is  serving  as  Prin- 
cipal Investigator  for  the  Study.  In  brief,  the 
reports  indicated  that  the  Society’s  giant  re- 
quest (6/28/72)  had  been  approved  by  HEW 
and  a contract  issued  to  the  Society  (9/28/72) 
which  will  provide  funds  over  a two-year  pe- 
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riod  to  enable  the  Society  to  conduct  said  Am- 
bulatory Care  Study.  With  reference  to  Dr. 
Weber’s  report,  it  was  further  VOTED  to 
adopt  a resolution  proposed  by  the  Committee 
as  follows:  RESOLVED : That  the  House  of 
Delegates  urge  all  members  of  the  Society  to 
give  full  support  to  the  Connecticut  Ambula- 
tory Care  Study  and  the  staff  thereof. 

Committee  No.  2 

(a)  Distribution  of  Proceedings,  AMA  House  of 
Delegates:  It  was  VOTED  to  approve  the  rec- 
ommendation of  the  Committee  that  the  1972 
“pilot  program”  of  distributing  detailed  “Pro- 
ceedings” of  meetings  of  the  AMA  House  of 
Delegates  to  the  members  of  the  Council  and 
the  secretaries  of  the  component  County  Med- 
ical Associations  not  be  continued  in  1973. 
Reasons : Copies  of  the  “Proceedings”  do  not 
become  available  for  distribution  until  4-5 
months  following  the  AMA  sessions,  and  it 
seems  likely  that  their  publication  in  quantity 
may  be  discontinued  by  AMA  in  the  near  fu- 
ture. 

(b)  CRMP  Report : It  was  VOTED  to  approve  the 
recommendation  of  the  Committee  that  a com- 
prehensive report  on  CSMS-CRMP  relations 
(published  at  the  conclusion  of  these  proceed- 
ings), submitted  by  J.  Alfred  Fabro,  Torring- 
ton,  a CSMS-designate  serving  on  the  CRMP 
Advisory  Board  and  Executive  Committee,  be 
accepted  with  thanks  and  commendation.  The 
report  was  co-signed  by  the  three  other  CSMS- 
designates  to  CRMP:  Morris  A.  Granoff,  New 
Haven;  Edward  A.  Rem,  New  Canaan;  and 
Carl  W.  Johnson,  Thonrpsonville.  It  was  fur- 
ther VOTED  to  adopt  the  following  resolution 
offered  by  the  Reference  Committee  as  a sub- 
stitute for  the  recommendations  contained  in 
the  report. 

RESOLVED:  That  the  House  of  Delegates  of  CSMS 
instruct  the  Council  to  make  a thorough  and 
speedy  review  of  the  Society’s  relationships 
with  the  Connecticut  Regional  Medical  Pro- 
gram, with  a line-by-line  examination  of  all 
programs  contained  in  the  budget  of  CRMP 
for  1973-74,  and  to  study  and  make  a listing, 
by  rank  and  order,  of  the  priorities  for  improv- 
ing the  delivery  of  health  care  in  Connecticut 
as  viewed  by  the  Council;  and  be  it  further 

RESOLVED:  That  the  House  of  Delegates  direct 
the  Council  to  submit  a report  on  said  review 
and  study  to  the  next  regular  meeting  of  the 


House  of  Delegates  or  to  an  earlier  special 
meeting  if  necessary. 

In  conjunction  with  the  foregoing  action  on 
the  CRMP  Report,  the  House  VOTED  to  ap- 
prove a recommendation  of  the  Committee 
that  the  following  substitute  resolution  for  one 
introduced  by  the  Board  of  Trustees,  Delegates 
and  Alternate  Delegates  of  the  Fairfield  Coun- 
ty Medical  Association  be  adopted: 

RESOLVED:  That  the  House  of  Delegates  of 
CSMS  empower  the  Council  to  fund  and  estab- 
lish a special  department  on  government  rela- 
tions to  study  with  objectivity  the  enabling 
legislation,  implications  and  directions  of  such 
tax  supported  health  care  programs  that  may 
be  embraced  by,  but  not  limited  to,  Connect- 
icut Regional  Medical  Program,  Comprehen- 
sive Health  Planning,  Medicare,  Medicaid  and 
Professional  Standards  Review  Organizations; 
and  designate  to  such  special  department  the 
exclusive  function,  subject  to  assigned  prior- 
ities, to  serve  the  informational  requirements 
of  the  Council,  Committees  of  the  Connecticut 
State  Medical  Society,  and  especially  individual 
members  of  the  Society,  to  the  end  that  such 
public  expenditures  if  identified  as  prudent 
outlays  directed  to  the  betterment  of  medical 
care  of  the  people  of  the  State  of  Connecticut, 
should  deserve  the  support  of  Connecticut 
physicians. 

Committee  No.  3 

(a)  Amendment  to  the  Rylaies  re  Committee  on 
Accident  Prevention  and  Committee  on  Emer- 
gency Medical  Services:  It  was  VOTED  not  to 
approve  a recommendation  of  the  Reference 
Committee  that  an  amendment  to  the  Bylaws 
which  would  combine  the  two  subject  Commit- 
tees not  be  adopted:  it  was  then  further  VOT- 
ED to  adopt  the  amendment  as  introduced  at 
the  April  25,  1972  meeting,  thereby  creating 
a single  Committee  on  Accident  Prevention 
and  Emergency  Medical  Services. 

(b)  Resolution  re  Venereal  Diseases  Education  and 
Control:  It  was  VOTED  to  approve  a recom- 
mendation of  the  Committee  that  two  subject 
resolutions  introduced  for  action  by  the  House 
be  combined  into  one  and  adopted  as  follows: 

RESOLVED:  That  the  House  of  Delegates  of  CSMS 
direct  the  Council  to  appoint  an  ad  hoc  liaison 
committee  on  venereal  disease  education  and 
control,  composed  of  interested  and  qualified 
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members  of  the  Society,  and  designate  the 
chairman  thereof;  and  be  it  further 

RESOLVED:  That  the  House  of  Delegates  assign 
to  such  ad  hoc  liaison  committee  the  duty  to 
seek  and  maintain  cooperative  liaison  with 
public  and  private  agencies  in  Connecticut 
which  are  attempting  to  bring  the  current 
venereal  disease  epidemic  under  control  and 
to  contribute  professional  expertise  to  the  de- 
velopment of  programs  designed  to  accomplish 
that  purpose. 

(c)  Resolution  in  Support  of  AMA  Action  re 
PSRO's:  It  was  VOTED  to  approve  a recom- 
mendation of  the  Committee  that  the  follow- 
ing resolution  be  adopted: 

RESOLVED:  That  the  House  of  Delegates  of  CSMS 
actively  support  the  action  of  the  House  of 
Delegates  of  the  AMA,  taken  on  November  29, 
1972,  concerning  the  role  of  leadership  in  the 
implementation  of  the  PSRO  aspect  of  P.L. 
92-603,  otherwise  known  as  HR-1,  and  that 
the  House  of  Delegates  of  CSMS  instruct  the 
Council  to  carry  out  as  actively  as  possible  the 
spirit  and  principles  contained  within  the  sub- 
ject action  of  the  AMA  and  report  to  the  next 
meeting  of  the  House  on  the  progress  made 
toward  that  end. 

(d)  Resolution  re  Voting  Representation  of  CSMS 
Sections  in  the  House  of  Delegates:  It  was 
VOTED  to  approve  a recommendation  of  the 
Committee  that  the  following  subject  resolu- 
tion be  adopted: 

RESOLVED:  That  the  House  of  Delegates  approve, 
in  principle,  the  concept  of  granting  all  active 
scientific  Sections  of  the  Society  voting  repre- 
sentation in  the  House  of  Delegates,  and  direct 
the  Council  to  prepare  and  present  to  the  next 
meeting  of  the  House  of  Delegates,  for  con- 
sideration and  action,  an  amendment  to  the 
Bylaws  which  provides  for  the  granting  of  such 
voting  representation  to  all  active  scientific 
Sections  and  stipulates  the  basis  on  which  such 
representation  will  be  determined. 

Awards  for  CSMS  Service 

Receiving  engraved  silver  bowls  in  recognition  of 

past  service  as  CSMS  Officers  were: 

Morris  A.  Granoff,  New  Haven— Councilor-at- 
Large,  1971-72 


Michael  A.  Dean,  Bridgeport— Alternate  AMA 
Delegate,  1963-69;  AMA  Delegate,  1969-72 

Receiving  certificates  in  recognition  of  past  serv- 
ices as  County  Medical  Association  Councilors  were: 

Meade  J.  Luby,  Hartford— Associate  Councilor, 
HCMA,  1971-72 

James  H.  Root,  Jr.,  Waterbury  — Associate 
Councilor,  NHCMA,  1969-72;  Councilor, 
1972 

Edward  A.  Palomba,  Somers— Associate  Coun- 
cilor, TCMA,  1966-69;  Councilor,  1970-72 

Other  Business 

Proposed  Amendment  to  the  Bylaws:  Tabled  for 
consideration  and  action  at  the  1973  annual  meet- 
ing was  a comprehensive  amendment  to  Articles  X 
and  XI  of  the  Bylaw's  (Committees  and  Divisions), 
introduced  by  the  Council,  which  would  largely 
eliminate  the  necessity  of  amending  the  Bylaws  each 
time  it  is  desired  to  change  the  composition,  func- 
tions, etc.  of  committees  and/or  divisions. 


Society  President  David  A.  Grendon  (right)  presents  a 
silver  bowl  to  Morris  A.  Granoff,  M.D.,  for  his  past  service 
as  Councilor-at-Large  1971-72.  Michael  A.  Dean,  M.D., 
Bridgeport,  also  received  a silver  bowl  for  past  service  as  an 
Alternate  Delegate  to  the  AMA  from  1963-1969  and  Delegate 
from  1969  to  1972.  James  H.  Root,  Jr.,  M.D.,  Waterbury,  re- 
ceived a certificate  for  past  service  as  Associate  Councilor 
from  the  New  Haven  County  Medical  Association  from  1969 
to  1972  and  as  Councilor  in  1972. 
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Carl  A.  Hoffman,  M.D.,  President  of  the  American  Medical 
Association  addresses  the  members  of  the  CSMS  House  of 
Delegates  at  the  testimonial  luncheon  honoring  Norman  H. 
Gardner,  M.D.,  on  his  election  as  Vice  President  of  the  Amer- 
ican Medical  Association. 


Society  President  David  A.  Grendon  (right)  assists  Doctor 
Gardner  with  opening  a gift  presented  on  behalf  of  the 
Society. 


ADDRESS  OF  VICE  PRESIDENT  OF  THE  AMA 

Nodman  H.  Gardner,  East  Hampton 

Many  ask— what  does  the  AMA  do  lor  me— what 
benefits  do  I receive? 

One  of  the  chief  benefits  is  the  opportunity  to  act 
in  unity— and  strength— in  the  battle  to  preserve 
medicine  as  a profession— as  opposed  to  an  indi- 
vidual practice. 

Today,  medicine  stands  eyeball  to  eyeball  with 
complex  political,  social,  and  professional  problems. 
These  problems— which  1 shall  discuss— are  more 
than  abstractions— and  we  in  organized  medicine- 
including  the  AMA— can  not  face  them  abstractly. 
No— they  are  as  concrete  as  blood,  sweat  and  tears. 
They  are  problems  for  you  and  me— for  all  of  us, 
and  for  each  of  us. 

We  face  danger  from  elements  in  Congress  and 
elsewhere  that  would  make  national  health  in- 
surance and  federal  controls  the  cure-all  and  be-all 
of  health  care.  Under  some  of  the  proposals  we 
would  become  political  patients  of  the  state— and 
bureaucrats  would  direct  and  guide  us. 

We  face  hostility  from  journalists  and  social 
critics  who  are  quick  to  find  fault  with  our  medical 
life  style  . . . and  whoop  it  up  for  the  most  far- 
reaching,  far-fetched  health-care  designs. 

These  are  cynical  times— and,  in  such  times,  the 
persons  and  callings  that  have  been  most  revered 
are  those  most  likely  to  be  derided.  This  means 
us  . . . as  well  as  statesmen,  policemen,  and  moral- 
ists. 

l ire  cynicism  has  been  spreading  rapidly  among 
the  general  public.  A recent  Louis  Harris  survey 
shows  that  the  public  places  far  more  confidence  in 
the  leaders  of  medicine  than  in  those  of  any  other 
calling  . . . but  has  less  trust  in  the  leaders  of  med- 
icine and  the  other  callings  than  it  did  six  years 
ago. 

Bear  in  mind  that  cynicism  toward  medical  lead- 
ership . . . anil  the  AMA  ...  is  a reflection  on  med- 
icine in  general.  As  the  most  famous  of  the  100,000 
voluntary  associations  in  America,  the  AMA  is  a 
natural  whipping  boy  for  anything  that  any  physi- 
cian does  or  fails  to  do  ...  a whipping  boy  for  any 
inaccessibility  of  care,  any  presumed  overchange, 
any  gap  between  the  patients’  expectations  and 
medical  realities. 

Thus,  the  medical  image  is  a problem  not  only 
for  AMA  but  for  all  of  us. 

The  Harris  survey  showed  that  much  of  the  loss 
of  faith  in  medicine’s  leaders  occurred  among  low- 
income  people  . . . Their  plight  is  a problem  not 
only  for  AMA  but  for  all  of  us. 
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The  chain  reaction  of  written  attacks,  harsh 
Congressional  proposals,  and  public  loss  of  faith  is 
a problem  for  all  of  us. 

You  may  ask:  isn't  the  AMA  powerful  enough- 
in  itself—  to  overcome  the  clangers  and  advance  our 
common  cause?  Yes,  the  AMA  has  been  doing  a 
tremendous  amount  and  will  do  more  . . .as  I shall 
explain. 

But  I insist  that  you  cannot  speak  of  the  AMA 
in  the  third  person.  The  AMA  is  you.  County  soci- 
eties elect  the  state  delegates,  and  these  in  turn 
elect  the  AMA  House  of  Delegates.  Resolutions 
proposed  and  acted  upon  by  the  delegates  become 
AMA  policy.  Thus,  administratively  and  ideolog- 
ically, you  are  the  foundation  of  the  national  body. 
AMA  is  essentially  your  consensus  and  your  co- 
ordinator . . . your  way  of  acting  together,  national- 
ly. 

AMA  means  the  joint  action  of  the  young  and 
old  from  every  segment  of  medicine,  including  in- 
terns and  residents,  clinicians,  educators,  research- 
ers, and  administrators  . . . solo  practitioners  and 
group  practitioners. 

Even  if  you  disagree  with  some  of  AMA’s  posi- 
tions, you  are  as  much  AMA  as  those  who  consist- 
ently agree.  The  AMA  is  not  a closed  shop— profes- 
sionally or  politically.  On  the  contrary,  we  thrive 
on  internal  debate— it  helps  keep  us  vital  and 
vigorous. 

Your  office  may  be  miles  from  any  other  physi- 
cian’s office  . . . but  in  a larger  sense  your  office 
is  a row-house. 

In  American  times  long  gone,  a fire  broke  out 
in  a hedge  facing  a long  row  of  houses.  Each  house- 
holder filled  a bucket  with  water  aircl  stood  with 
it  beside  his  own  front  door. 

The  fire  gained  such  momentum  that  soon  the 
whole  row  was  blackened  rubble.  Too  late  did  these 
neighbors  realize  that  they  should  have  banded 
together  and  fought  the  blaze  when  it  was  in  the 
hedge. 

AMA  has  been  125  years  of  acting  together  . . . 
125  years  of  bucket-brigading  . . . and  not  for  our- 
selves alone.  Our  prestige  as  a private  organization 
stems,  in  large  measure,  from  what  we  have  clone 
for  the  public. 

In  1876  our  AMA  forebears  acted  together  in 
what  was  perhaps  the  first  anti-pollution  campaign 
. . . calling  on  states  and  cities  to  make  water- 
sanitation  surveys. 

Thirty-five  years  later,  the  AMA— by  initiating 
the  famed  Simon  Flexner  report— brought  an  end 


to  medical  diploma  mills  and  the  beginning  of  the 
best  medical  education  in  the  ivorld. 

In  subsequent  decades  we  worked  to  bring  better 
standards  to  milk,  toys,  and  barbiturates  . . . fought 
the  unhealthful  conditions  in  which  children 
labored  . . . urged  safety  belts  and  safer  design  in 
autos. 

We  supported  the  Hill-Burton  Act,  which  has 
put  up  billions— and  matched  billions— for  health- 
facility  construction.  We  championed  federal  fund- 
ing of  biomedical  research.  We  backed  . . . and 
helped  write  . . . The  Occupational  Safety  and 
Health  Act  of  1970— the  first  major  federal  legisla- 
tion of  its  kiircl. 

This  is  a sample  of  the  AMA  record  ...  a 
record  that  amply  shows  that  we  are  progressive 
in  behalf  of  everyone,  not  just  defensive  of  our- 
selves. You  need  AMA  ...  to  enable  health  care 
to  progress  further  . . . and  to  defend  you.  You 
cannot  act  alone. 

You  cannot  act  alone  amid  the  roughly  2,000 
bills  on  health  and  medical  care  that  are  considered 
at  each  session  of  Congress.  You  need  AMA  to 
analyze  these  bills  . . . and  what  they  signify  for 
you  and  the  public.  When  they  are  up  for  hearings, 
we  usually  are  called  on  to  file  a statement  . . . 
or  recommend  an  expert  witness.  Admittedly,  we 
lobby  . . . hard  and  successfully  . . . for  you  and 
the  American  patient. 

You  cannot  act  alone  against  the  various  nation- 
al health  insurance  proposals  that  could  well  dictate 
the  way  in  which  you  would  practice  for  the  rest 
of  your  career.  We  strenuously  oppose  the  com- 
pulsory features  of  the  Kennedy-Griffitlis  Bill  . . . 
but  this  does  not  mean  that  we  oppose  any  broad- 
scale  plan  to  make  health  care  more  available  to 
everyone  and  less  costly  to  the  poor. 

You  cannot  stand  alone  against  charges  that 
physicians,  as  a class,  are  greedy  and  selfish.  You 
cannot  stand  alone  against  the  contention  that  the 
costs  of  catastrophic  illness  are  too  high.  The  pub- 
lic’s needs  . . .and  your  future  . . . demand  that  all 
of  us  work  for  a voluntary  health  insurance  plan— 
the  AMA  Medicredit  way. 

You  cannot  act  alone  against  the  cries  of  neglect 
that  issue  from  medically  deprived  areas  . . . from 
rural  hinterlands  and  urban  ghettos.  Such  outcries 
jar  the  windows  and  reputations  of  all  of  us  . . . 
regardless  of  where  we  practice  and  who  we  are. 
But  through  AMA,  we  can  improve  the  distribution 
of  care  . . . and  are  doing  so. 

Toward  this  end,  AMA  is  pursuing  a number  of 
approaches:  medical  scholarships  and  student  loans 
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tied  to  contracts  for  future  service  in  deprived  areas 
. . . new  technology  in  the  area  of  biomedical 
monitoring  . . . more  imaginative  use  of  transporta- 
tion, such  as  mobile  health  vans  in  Chicago’s  slums 
. . . wider  use  of  allied  health  personnel,  like  the 
physician’s  assistants  employed  by  our  Medex  Pro- 
gram in  the  wheatlands  of  Washington  State. 

The  AMA  supported  the  Health  Professionals 
Educational  Assistance  Act— and  virtually  all  other 
recent  manpower  legislation  that  could  improve 
the  distribution  of  care.  We  have  backed  the  ex- 
pansion of  Medical  Schools  and  Nurse-Training 
Programs. 

Of  course,  some  of  the  super-planners  in  our  na- 
tion’s capital  are  not  satisfied  with  prudent  steps 
to  make  health  care  more  accessible.  They  envision 
a system  of  Health  Maintenance  Organizations  . . . 
oriented  toward  prepaid  group  practice  . . . and 
reaching  into  every  nook  and  cranny  of  our  land. 

The  AMA  does  not  flatly  oppose  HMOs.  But  we 
want  Congress  to  see  how  the  present  experimental 
HMOs  work  out,  in  terms  of  service  and  cost  . . . 
before  committing  this  nation  to  a massive  finality. 

Those  of  you  who  are  in  fee-for-service  solo  or 
group  practice  cannot  act  alone  against  possible 
HMO  erosion  of  your  medical  way  of  life.  You 
need  AMA’s  perseverence  in  asserting  that  this  vast, 
diverse  nation  can  accommodate  many  forms  of 
practice  . . . including  yours.  Such  pluralism  is  a 
key  AMA  principle. 

You  cannot  act  alone  against  the  sociomedical 
ills  that  plague  this  country  and  encroach  on  your 
time  and  effort-ills  such  as  drug  addiction,  alco- 
holism, veneral  disease,  malnutrition  of  the  overfed 
and  underfed.  You  need  the  AMA’s  educational  ef- 
forts against  these  problems  ...  its  careful  review 
of  legislative  proposals  aimed  at  alcoholism  and 
drug  abuse  ...  its  zeal  in  funding  such  projects  as 
The  Community  Center  for  Drug  Addicts  in  New 
York’s  East  Harlem. 

You  cannot  act  alone  against  assaults  in  the  press 
and  on  the  airwaves  . . . assaults  directed  at  physi- 
cians as  a class  and  therefore  at  each  of  us.  AMA 
can  answer  these  charges  . . . and  does.  It  can  re- 
lease information  that  presents  issues  in  their  prop- 
er balance  and  perspective  . . . and  it  does.  Lately 
we  have  noticed  more  fairness  from  the  media. 

Of  course,  you  can  act  alone  as  you  examine  a 
patient  or  straighten  a bone.  But  no  physician  can 
afford  to  bury  himself  in  his  practice  and  say:  This 
is  medicine. 

No  physician  can  afford  to  ignore  this  federation 
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and  the  problems  it  copes  with— problems  that  you 
share. 

In  a play  by  the  great  Norwegian  author,  Henrik 
Ibsen,  his  physician  hero  declares,  “The  strongest 
man  in  the  world  is  he  who  stands  most  alone.’’ 
This  may  have  been  true  for  Ibsen’s  hero— the 
proud,  angry  rebel  fighting  one  issue  in  a small 
community.  But  the  massive  issues  that  we  physi- 
cians face  today  throughout  America  call  for  collec- 
tive action  . . . for  organization. 

And  the  strongest  organizations  in  the  world  are 
those  whose  members  stand  the  most  together. 

Let  us  keep  the  American  Medical  Association— 
and  ourselves— strong. 

Let  us  stand  and  act  together. 

REPORT  OF  THE  COUNCIL 

Kenneth  F.  Brandon,  Hartford,  Chairman 

The  Council  has  met  eight  times  since  the  an- 
nual session  of  the  House  of  Delegates  last  April. 
Detailed  minutes  of  these  meetings  have  been  re- 
ceived by  members  of  the  House,  hence  this  report 
will  be  limited  to  a summary  of  major  matters  con- 
sidered by  the  Council  and  the  actions  taken  there- 
on to  date.  At  the  conclusion  of  the  report,  as  ap- 
pendixes, there  are  published  a series  of  items  of 
business  which  are  transmitted  by  the  Council  to 
the  House  for  consideration  and  action.  The  num- 
ber given  to  each  of  these  items  is  identical  with 
the  number  of  the  related  item  of  the  report. 

1.  Organization: 

At  the  meeting  of  May  11,  1972,  the  Council 
elected  Kenneth  F.  Brandon,  Hartford,  as 
Chairman  of  the  Council  and  David  A.  Gren- 
don,  Sharon,  as  Vice-Chairman. 

2.  Interim  Appointments: 

Published  as  Item  No.  2 as  an  appendix  to  this 
report  is  a listing  of  the  interim  appointments 
made  and  resignations  accepted  by  the  Council 
with  respect  to  officeholders  elected  by  the 
House  of  Delegates  at  the  April,  1972  meeting. 
Confirmation  of  the  appointments  made  by 
the  Council  is  requested. 

3.  Election  of  Journal  Editor: 

Notice  of  the  death  of  Louis  H.  Nahum,  New 
Haven,  Editor  of  Connecticut  Medicine  for 
twelve  years,  on  July  25,  1972,  was  received 
with  sorrow  by  the  members  of  the  Council, 
by  physicians  throughout  the  state  and  by  his 
friends  and  scientific  colleagues  throughout  the 
country.  The  September  issue  of  the  Journal 
was  dedicated  to  recognizing  appropriately  this 
distinguished  medical  man  of  letters  and  a 


memorial  placque  has  been  struck  for  hanging 
in  the  Journal  office.  William  F.  Eckhardt,  Jr., 
New  Canaan,  a member  of  the  Editorial  Com- 
mittee, volunteered  his  services  as  Acting  Edi- 
tor and,  on  September  28,  1972,  the  Council 
appointed  him  Editor  pro  tern  to  serve  until 
a permanent  Editor  was  elected. 

At  the  November  2,  1972,  meeting,  acting  on  a 
report  of  the  Committee  on  Preliminary  Study 
of  Nomination,  the  Council  elected  J.  Alfred 
Fabro,  Torrington,  as  permanent  Editor  of 
Connecticut  Medicine,  effective  as  of  the  date 
of  his  election. 

4.  Revised  Editorial  Policy  of  the  Journal: 

On  September  28,  1972,  the  Council  exercised 
its  responsibility  (Bylaws:  Article  IX,  Section 
2)  to  establish  the  editorial  policy  for  the  Jour- 
nal and  approved  a policy  statement  as  fol- 
lows: “That  Connecticut  Medicine,  while  con- 
tinuing original  scientific  articles,  open  its 
pages,  more  than  in  the  past,  to  comprehensive 
review  articles  in  medicine,  surgery  and  socio- 
economics designed  to  continue  the  educational 
process  for  all  Connecticut  physicians.” 

5.  Amendment  to  the  Bylaws  (Old  Business): 
Placed  on  the  table  at  the  April  meeting  for 
action  at  this  semi-annual  meeting  of  the 
House  is  a proposed  amendment  to  Article  XI 
of  the  Bylaws  which  would  combine  the  Com- 
mittee on  Accident  Prevention  with  the  Com- 
mittee on  Emergency  Medical  Services.  This 
amendment  was  proposed,  at  least  in  part,  on 
the  premise  that  Edward  A.  Rem,  New  Canaan, 
as  the  elected  chairman  of  both  Committees 
during  1972-73,  would  lay  the  groundwork  for 
a single,  combined  committee  to  become  opera- 
tional in  1973-74.  Unfortunately,  Dr.  Rem  has 
found  it  necessary  to  resign  both  chairman- 
ships, effective  November  2,  1972,  and  his  res- 
ignations caused  the  Council  to  reconsider  the 
desirability  of  adopting  the  proposed  amend- 
ment now  on  the  table.  Following  a rather 
lengthy  discussion  of  the  matter,  the  Council 
voted  (12-8)  to  recommend  to  the  House  of 
Delegates  that  the  amendment  combining  the 
two  Committees  not  be  adopted.  This  recom- 
mendation appears  as  Item  No.  5 of  the  ap- 
pendixes to  this  report. 

6.  Proposed  Revision  of  the  Bylaws: 

Appearing  as  Item  No.  6 of  the  appendixes  to 
this  report,  is  a report  of  the  Council  that 
proposes  a series  of  amendments  to  Article  X 
and  Article  XI  of  the  Bylaws  which  are  de- 
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signed  to  eliminate  the  necessity  of  constantly 
amending  the  sections  having  to  do  with  com- 
mittees, representatives  and  advisors.  The  re- 
port is  felt  to  be  self-explanatory.  The  Council 
recommends  that  this  report  be  placed  on  the 
table,  without  discussion,  for  consideration 
and  action  at  the  1973  annual  meeting  of  the 
House  of  Delegates. 

7.  Continuation  of  CSMS  Financial  Aid  Fund 
for  Medical  Students: 

The  CSMS  Financial  Aid  Fund  for  Medical 
Students  at  the  Yale  and  UConn  Schools  of 
Medicine  was  approved  as  a one-year  pilot  pro- 
gram in  1972  by  the  House  of  Delegates  at  its 
1971  semi-annual  meeting,  with  the  under- 
standing that  “experience  reports”  would  be 
received  from  the  two  institutions  for  review 
at  this  meeting  in  conjunction  with  considera- 
tion of  continuing  the  Fund  in  1973.  Appear- 
ing in  Item  No.  7 of  the  appendixes  to  this 
report  are  the  letters  received  from  officials  of 
the  respective  medical  schools  which  indicate 
that  the  Fund  has  proven  to  be  of  value  and 
is  greatly  appreciated.  The  Council  has  pro- 
vided in  the  1973  budget  for  an  additional  $3,- 
000  to  be  granted  to  each  school  in  1973,  thus 
increasing  the  working  capital  of  each  Fund 
to  $6,000,  and  recommends  that  the  House  of 
Delegates  approve  the  making  of  such  addi- 
tional grants  in  1973  and  approve  the  provi- 
sion for  same  that  appears  in  the  1973  budget. 

8.  CRMP  Report-1972: 

On  November  2,  1972,  the  Council  voted  to 
accept  the  offer  of  J.  Alfred  Fabro,  Torrington, 
to  prepare  and  present  to  the  House  of  Dele- 
gates a comprehensive  report  on  current 
CRMP  policies,  programs  and  activities  and 
CSMS-CRMP  relationships,  past  and  present. 
Dr.  Fabro  is  one  of  the  Society’s  four  designates 
on  the  CRMP  Advisory  Board.  The  others  are: 
Morris  A.  Granoff,  New  Haven;  Carl  W.  John- 
son, Thompsonville;  and  Edward  A.  Rem, 
New  Canaan.  Dr.  Fabro’s  report  appears  in 
Item  No.  8 of  the  appendixes  to  this  report. 
Since  the  Council  has  not  had  opportunity  to 
give  prior  review  to  the  report  on  CRMP,  it 
recommends  that  the  House  of  Delegates  ac- 
cept the  report  for  filing  and  then  take  such 
actions  as  are  deemed  appropriate.  Also  in- 
cluded, at  Dr.  Fabro’s  request,  are  copies  of 
the  “CRMP  Newsletter”  for  2/21/72  and  9/ 
1 1 /72. 


9.  Connecticut  Ambulatory  Care  Study: 

Pursuant  to  the  approval  given  by  the  House 
of  Delegates  last  April  to  a proposal  that  the 
Society  apply  for  grant  funds  with  which  to 
plan  and  conduct  a “Connecticut  Ambulatory 
Care  Study”,  and  to  the  naming  of  the  Coun- 
cil as  the  fiscal  and  administrative  agent  for 
the  Study,  the  Council  has  acted  to  approve  the 
form  of  the  grant  request  for  HEW  funds  (6/ 
28/72)  and  the  contract  received  from  HEW 
awarding  the  study  grant  to  the  Society  (9/28/ 
72).  Dr.  Daniel  Hamaty,  of  West  Virginia,  has 
been  approved  for  employment  as  Project  Di- 
rector for  the  Study,  and  the  CSMS  Committee 
on  Statewide  Medical  Planning  has  moved,  in 
cooperation  with  representatives  of  other  agen- 
cies participating  in  the  Study,  to  establish  an 
Advisory  Committee  which  will  develop  the 
detailed  plans  and  procedures  for  carrying  out 
the  Study  over  the  next  two  years.  Your  re- 
porter is  advised  that  the  Committee  on  State- 
wide Medical  Planning  will  submit  a progress 
report  on  the  Study  in  time  for  distribution  to 
the  members  of  the  House  of  Delegates  at  this 
meeting. 

10.  The  Budget  for  Fiscal  1973: 

The  Fiscal  Committee,  in  preparing  the  budget 
for  1973,  and  the  Council,  in  approving  the 
budget  for  transmittal  to  the  House  of  Delegates, 
gave  due  heed  to  the  recent  decision  arrived  at  by 
the  AMA  Board  of  Trustees;  i.e.,  “In  consider- 
ing the  AMA  budget  for  1973,  the  Board  of 
Trustees  (has)  made  a determined  effort  to  ex- 
ercise fiscal  restraint  and  to  allocate  (the  Asso- 
ciation’s) financial  resources  according  to  pri- 
ority needs.”  Published  under  Item  No.  10  of 
the  appendixes  to  this  report  is  the  budget  for 
1973  approved  by  the  Council.  The  Council 
transmits  it  to  the  House  of  Delegates  with  the 
recommendation  that  it  be  approved  by  the 
House,  and  that  the  membership  dues  for  1973 
remain  at  $70.  Our  Treasurer,  Dr.  Spitz,  will 
present  the  budget  to  the  meeting  and  offer 
such  explanatory  remarks  on  the  various  alloca- 
tions made  as  are  indicated,  and  will  be  pre- 
pared to  answer  questions  that  may  arise. 

As  information,  the  House  of  Delegates  is  ap- 
prised of  two  recommendations  of  the  Fiscal 
Committee  that  were  approved  by  the  Council 
(11/2/72)  in  connection  with  acting  to  approve 
the  budget: 

(a)  That,  excepting  committees  and  repre- 
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The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C®  1 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


ct  the  Robitussin1®  “Clear-Tract"  Formulation  That  Treats  Your  Patient's  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

lussin®  extra 
fit  chart 
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Non-Narcotic 
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sentatives  that  meet  jointly  with  those  of 
othei'  organizations,  all  budget  allocations 
made  for  covering  anticipated  expendi- 
tures for  food  be  based  on  the  numerical 
strengths  of  committees,  representatives 
and  advisors,  the  number  of  meetings  nor- 
mally held  during  the  fiscal  year,  average 
attendance,  and  the  estimated  cost  per 
meeting  of  buffet  meals  served  at  the  Soci- 
ety’s headquarters  building. 

(b)  That  the  Council  direct  the  Sub-committee 
on  Administrative  Organization  and  Plan- 
ning to  make  a review  of  all  annual  re- 
ports of  committees,  representatives  and 
advisors  submitted  to  the  1973  annual 
meeting  of  the  House  of  Delegates,  such 
review  to  determine  the  relevance,  efficien- 
cy and  accomplishments  of  each  and  the 
use  of  budgeted  funds  and  to  report  to  the 
Council  its  findings  and  recommendations. 

11.  Evaluation— Distribution  of  AMA 
House  of  Delegates  Proceedings: 

Review  was  made  of  the  “pilot”  program  ap- 
proved by  the  House  of  Delegates  in  April, 
1972  under  which  copies  of  the  “Proceedings” 
of  the  AMA  House  of  Delegates  (for  Nov.-Dee., 
1971— New  Orleans,  and  June,  1972— San  Fran- 
cisco) would  be  distributed  to  the  members  of 
the  Council  and  the  secretaries  of  the  com- 
ponent County  Medical  Associations.  In  prac- 
tice, only  a “Summary  of  Actions”  was  avail- 
able for  the  New  Orleans  meeting  and  this, 
with  a similar  “Summary”  of  the  San  Fran- 
cisco meeting,  were  given  the  prescribed  dis- 
tribution in  conjunction  with  the  Council 
meeting  on  July  27,  1972.  The  “Proceedings” 
of  the  San  Francisco  meeting  are  on  special 
order  from  AMA  and  will  probably  arrive  for 
distribution  sometime  in  November.  In  con- 
junction with  the  discussion  of  this  matter,  the 
Executive  Director  reported  that  the  AMA 
Board  of  Trustees  had  recently  decided  that 
the  publishing  of  all  such  proceedings  should 
be  reduced  to  the  absolute  minimum  and  that 
there  was  a strong  possibility  that  complete 
“Proceedings”  of  AMA  House  of  Delegates 
meetings  would  no  longer  be  published  for 
any  but  limited  distribution. 

At  the  conclusion  of  the  discussion  the  Council 
took  the  following  action: 

It  was  VOTED  that,  since  copies  of  the 
“Proceedings”  are  not  available  until  5-6 


months  following  AMA  meetings  and  since 
it  seems  likely  that  they  may  not  be  avail- 
able at  all  in  the  future,  the  Council  rec- 
ommend to  the  CSMS  House  of  Delegates 
on  December  6 that  the  “pilot  program” 
not  be  continued  in  1973. 

Fhis  recommendation  of  the  Council  appears 
as  Item  No.  11  of  the  appendixes  to  this  report. 

12.  CSMS-COMPAC  Arrangements: 

On  request  of  the  COMPAC  Board  of  Direc- 
tors, and  after  receiving  clearance  from  the 
Society’s  legal  counsel,  the  Council  voted  to 
approve  COMPAC’s  locating  its  administrative 
office  in  the  CSMS  headquarters  building.  The 
arrangements  provide  for  “reasonable  use  of 
the  headquarters  premises,  without  rental 
charge”,  “reasonable  use  of  CSMS  telephone 
lines  for  local  calls,  with  toll  calls  being  logged 
and  paid  for  by  COMPAC”,  “assistance  from 
the  CSMS  staff  and  use  of  CSMS  office  equip- 
ment without  charge,  the  limits  of  such  staff 
assistance  and  use  of  office  equipment  to  be 
determined  by  the  Executive  Director  or  Asso- 
ciate Director”,  and  that  the  provision  for 
“CSMS  staff  assistance  does  not  include  any 
formal  ‘staffing’  of  COMPAC  by  CSMS  em- 
ployees”. 

A report  from  the  COMPAC  Board  of  Direc- 
tors will  be  found  elsewhere  in  this  Handbook, 
and  from  the  report  it  appears  that  these  ar- 
rangements have  proven  to  be  satisfactory  to 
COMPAC  as  well  as  to  the  Society. 

13.  Liaison  with  the  State  Welfare  Department 
re  Medicaid: 

After  nearly  two  years  of  drying  unsuccessfully 
to  re-establish  liaison  with  the  State  Welfare 
Department,  our  Liaison  Committee  has  final- 
ly managed  to  make  a breakthrough  of  sorts. 
The  Welfare  Commissioner  saw  fit  to  disband 
the  Title  XIX  Medical  Advisory  Committee 
of  prior  years  early  in  1972  and,  subsequently, 
to  appoint  an  MAC  of  his  own  choosing.  The 
Commissioner  has  elected  to  remain  more  or 
less  completely  aloof  from  the  Society,  but, 
through  the  cooperation  of  Mr.  James  Mor- 
rison of  the  Department's  staff,  a joint  meeting 
of  the  Commissioner’s  MAC  and  the  Society’s 
Liaison  Committee  was  arranged  during  the 
month  of  October  and  a start  made  toward  up- 
dating our  knowledge  of  how  the  Medicaid 
program  has  been  operating  for  both  bene- 
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ficiaries  and  providers  since  we  lost  touch  with 
the  Department  almost  two  years  ago.  As  oi 
this  writing,  there  is  very  little  of  substantive 
facts  and  figures  to  report. 

14.  Adoption  of  Policy  Statements: 

At  the  meeting  on  July  27,  1972,  the  Council 
adopted  two  policy  statements  as  follows: 

(a)  Ambulatory  Care  Coverage:  “That,  as  a 
matter  of  CSMS  policy,  it  is  recommended 
that  ambulatory  care  coverage  be  included 
in  health  insurance  plans.” 

(b)  Health  Care  Foundations:  “The  Council 
of  CSMS  believes  that  the  Foundation 
health  care  concept  is  more  acceptable 
than  the  Health  Maintenance  Organiza- 
tion (HMO)  concept  with  the  view  in 
mind  of  protecting  the  privately  practicing 
physician  and  his  patients,  and,  at  the 
same  time,  providing  high  cpiality,  reason- 
ably priced  medical  care  to  the  people  of 
Connecticut.”;  also,  “that  nothing  in  the 
Council’s  expressed  interest  in  Founda- 
tions or  HMO’s  shall  be  construed  as 
denigrating  or  otherwise  abandoning  the 
private  practice  of  medicine  as  the  key- 
stone of  the  traditionally  successful  method 
of  meeting  the  health  care  needs  of  the 
people  of  the  State  of  Connecticut”.  Pur- 
suant to  the  foregoing,  the  Council  voted 
to  “urge  all  the  component  County  Med- 
ical Associations  to  look  into  the  Founda- 
tion concept,  thoroughly  and  in  all  de- 
tails, recognizing  the  fact  that  peer  review 
is  one  of  the  most  basic  ingredients  of  the 
Health  Care  Foundation.” 

15:  Judicial  Committee  Opinion  re  Transfer  of 
Patient  Information: 

On  August  30,  1972,  the  Council  voted  to  ap- 
prove three  statements  recommended  by  the 
Judicial  Committee  which  relate  to  the  physi- 
cian’s obligation  to  furnish  medical  informa- 
tion to  another  physician  about  one  of  his  for- 
mer or  current  patients.  The  three  statements 
follow: 

(a)  A doctor,  upon  request  of  another  physi- 
cian, is  obliged  to  transfer  the  askecl-for 
parts  of  his  records  in  transcript  or  over 
the  telephone  after  receiving  a request, 
preferably  in  writing  by  the  patient,  for 
such  transfer. 


(b)  In  the  case  of  a clinic  or  similar  organiza- 
tion, the  treating  physician  is  the  one  who 
must  request  the  records  with  the  patient’s 
permission. 

(c)  The  question  of  whether  or  not  the  previ- 
ous physician's  bill  has  been  paid  does  not 
enter  into  the  transfer  of  such  records. 

16.  The  Title  XIX  Medical  Care 
Advisory  Committee: 

In  August,  acting  on  a report  and  recommen- 
dation of  the  Committee  on  Third  Party  Pay- 
ments, the  Council  voted  to  request  the  De- 
partment of  HEW  to  determine  whether  the 
State  Department  of  Welfare  is  complying  with 
HEW  regulations  with  respect  to  having  a 
Medical  Care  Advisory  Committee  in  existence 
and  functioning  in  an  advisory  capacity  to  the 
Welfare  Commissioner  in  the  over-all  admin- 
istration of  Title  XIX  medical  assistance  pro- 
grams (including  Medicaid).  It  was  reported  to 
the  Council  that  the  required  MCAC,  if  one 
exists,  has  had  no  meetings  since  the  present 
State  Administration  took  office  in  January, 
1970.  Notice  lias  been  received  recently  from 
HEW  that  the  Regional  Office  in  Boston  will 
make  an  inquiry  into  this  matter,  but  the 
bureaucratic  wheels  move  slowly  and  it  remains 
quite  speculative  as  to  when  the  Council’s  re- 
quest for  determination  will  result  in  a de- 
finitive response  from  HEW.  The  closing  of 
this  additional  door  to  professional  input  into 
the  Medicaid  program  has  made  it  virtually 
impossible  for  the  Society  to  transmit  program 
information  to  the  membership  (as  we  did  dur- 
ing 1966-69)  or  to  answer  questions  about  Med- 
icaid received  from  member  physicians. 

17.  Medical  School  Dean  as  Guests  of  the 
House  of  Delegates: 

For  several  years,  hopeful  of  mutual  benefit, 
the  Council  has  extended  a continuing  invita- 
tion to  the  Deans  of  the  Yale  and  UConn  Med- 
ical Schools  to  be  regular  quests  at  all  meetings 
of  the  Council.  At  its  August  meeting,  the 
Council  voted  to  invite  the  Deans  or  designated 
Associate  Deans  to  be  guests  at  all  meetings  of 
the  House  of  Delegates.  As  with  all  other  guests 
and  honorary  members  of  the  House,  in  ac- 
cordance with  the  Bylaws,  this  invitation  does 
not  include  the  right  to  vote. 
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18.  Luncheon  Honoring  the 
Vice  President  of  the  AMA: 

The  Council  has  arranged  an  opportunity  for 
all  members  and  guests  of  the  House  of  Dele- 
gates to  pay  well-deserved  honor  to  one  of  the 
Society’s  most  distinguished  members,  Norman 
H.  Gardner,  East  Hampton,  whose  June  elec- 
tion as  Vice  President  of  the  American  Med- 
ical Association  has  brought  recognition  and 
distinction  to  the  Society  and  all  Connecticut 
physicians.  Our  mid-day  luncheon  at  this  meet- 
ing will  be  of  the  “special”  variety  in  that  an 
appropriate  testimonial  program  in  Dr.  Gard- 
ner’s honor  will  be  featured  (see  announcement 
inside  front  cover  of  this  Handbook). 

19.  Conclusion: 

As  always,  the  Chairman  commends  the  mem- 
bers of  the  Council  for  their  ongoing  interest 
in,  and  dedication  to,  the  work  of  the  Society, 
and  expresses  thanks  to  the  members  of  the 
staff  for  their  continued  diligence  and  able 
assistance. 

Report  On  Connecticut  Regional  Medical  Program 
by  Connecticut  State  Medical  Society 
Representatives  To  CRMP 

Dr.  David  Grendon,  our  president,  observed  that 
it  would  take  a book  to  give  an  adequate  report 
on  CRMP.  He’s  quite  correct.  But  it  seems  neces- 
sary at  this  particular  point  in  time  to  give  you 
enough  of  the  progress  and  highlights  of  CRMP 
to  impress  on  you  all  the  necessity  for  a complete 
review  of  the  CRMP  program,  and  its  relationship 
to  CSMS.  The  fact  that  there  is  a new  dean  at 
Yale,  Dr.  Lewis  Thomas,  also  makes  the  time 
propitious  for  such  a study. 

First,  it  is  important  to  realize  that  RMP  and 
CRMP  are  here  to  stay,  at  least  for  the  foreseeable 
future.  A couple  of  years  ago  many,  including  us, 
thought  that  RMP  was  going  to  fade  away.  The 
contrary  has  happened.  It  would  be  logical  to  infer 
that  with  the  same  political  party  in  office  it  will 
continue  alone;  the  same  course. 

O 

The  last  RMP  amendments  passed  by  Congress 
in  1970  takes  the  program  into  1973.  The  CRMP 
budget  is  projected  into  1974. 

From  the  beginning,  the  Council  has  objected  to 
CRMP’s  interpretation  of  the  law— to  no  avail.  We 
still  feel  that  CRMP,  willfully  and  knowingly,  is 
disregarding  both  the  spirit  and  letter  of  the  orig- 


inal law  and  the  present  amendments.  HFW,  how- 
ever, not  only  lias  backed  up  CRMP  in  its  inter- 
pretation, but  commends  it. 

In  November  of  1966,  even  before  “the  Request 
for  Operating  Grant”  by  CRMP  was  made  in 
March  1968,  the  late  E.  Richard  Weinerman,  then 
Professor  of  Medicine  and  Public  Health  at  Yale, 
in  a speech  said,  “A  non-cate gorical  approach  is  em- 
phasized,  with  the  objective  of  an  integrated  re- 
gional plan  for  general  health  service,  training,  and 
research— not  segregated  into  the  specific  areas  of 
heart  disease,  cancer  and  stroke.  This  decision  was 
fortified  by  the  recent  statement  in  the  published 
‘Guidelines  for  Regional  Medical  Programs’  pre- 
pared in  Dr.  Marston’s  RMP  office:  Because  of  the 
broad  scope  of  heart  disease,  cancer  and  stroke,  it 
would  be  difficult  and  perhaps  detrimental  to  some 
types  of  medical  services  and  educational  activities 
if  a rigidly  categorized  approach  were  adopted  for 
all  relevant  program  elements!.” 

From  our  understanding  of  the  English  language] 
even  the  amendments  of  1970  are  categorical.  They 
include  kidney  disease,  so  that  the  law  reads  “Title 
IX— Education,  Research,  Training,  and  Demon- 
strations in  the  Fields  of  Heart  Disease,  Cancer, 
Stroke  and  Kidney  Disease  amendment  1970.”  Dr. 
Clark  has  said  in  response  to  a question  that  there 
are  absolutely  no  categorical  limitations  so  far  as 
CRMP  is  concerned.  So  we  must  find  out  from 
HEW  if  he  is  right.  We  must  know  in  order  for  us 
to  plan. 

CRMP  has  proved  to  be  a traumatic  experience 
for  us.  It  actually  is  the  first  time  we  have  dealt 
with  a federal  agency  on  any  large  scale.  We  were 
at  a disadvantage  because  both  Yale  and  Dr.  Clark 
were  familiar  with  how  to  do  business  with  a fed- 
eral health  agency.  This  know-how  cannot  be  min- 
imized. 

Furthermore,  those  of  us  who  were  on  the  orig- 
inal task  force  were  not  alert  to  a technique  used 
then  by  CRMP,  and  still  is  being  used,  namely  us- 
ing physicians,  naive  as  we  were  then,  to  put  into 
a written  report  already  decided  preconceptions, 
without  the  individual  members  having  the  oppor- 
tunity to  amend  or  correct,  or  to  present  minority 
reports,  but  published  with  the  name  of  each  mem- 
ber so  as  to  give  the  erroneous  impression  that  the 
report  was  in  fact  a committee  report,  rather  than 
one  either  by  the  chairman  or  written  by  staff  and 
signed  by  the  chairman. 

We  should  reassess  the  CRMP  program  now  in 
order  to  plan  for  the  future,  not  only  for  CRMP, 
but  for  other  federal  programs,  such  as  the  Com- 
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prehensive  Health  Planning  Act.  The  number  of 
state  and  federal  health  programs  is  increasing. 
They  will  affect  not  only  a physician’s  professional 
life,  but  that  of  his  family.  Just  one  example:  As 
you  know,  the  Connecticut  Hospital  Planning  Com- 
mission a year  or  so  ago  recommended  that  the 
Winsted  Memorial  Hospital  close  its  maternity 
unit.  If  it  had,  not  only  the  obs  and  gyn  men  would 
have  left,  but  the  pediatricians  and  anesthesiologist 
also.  The  reaction  from  the  medical  staff,  board  of 
trustees  and  community  at  large  was  such  that  it 
was  not  done.  (Analogues  to  this  can  occur  with 
federal  programs.) 

So  what  are  the  highlights  we  should  bring  to 
your  attention?  First,  that  which  is  the  central 
“thrust”  in  CRMP:  the  full  time  clinical  chief  in 
community  hospitals  and  the  concept  of  third 
faculty;  (2)  the  interrelationship  of  U.  of  Conn., 
Yale,  and  CSMS  to  CRMP. 

The  goal  of  CRMP  is  to  put  a cadre  of  full  time 
clinical  chiefs  in  all  community  hospitals  affiliated 
with  one  or  the  other  of  the  universities.  The  pres- 
ent 16  months  1972-73  budget  for  community- 
hospital  based  regional  faculty  for  25  hospitals  is 
$580,000,  and  $600,000  for  1973-74.  The  U.  of 
Conn,  based  faculty  is  $200,000  for  16  months,  and 
$196,000  for  1973-74.  The  Yale-based  regional  fac- 
ulty is  $180,000  for  1972-73,  and  $249,000  for  1973- 
74.  So  of  the  $2,400,000  of  the  1972-73  budget  (16 
months)  $960,000  will  be  for  the  third  faculty  con- 
cept. In  1973-74  it  will  be  over  $1,000,000. 

CRMP  finances  each  chief  in  community  hos- 
pitals at  a maximum  of  $15,000  a year  for  3 years. 
Then  they  must  be  financed  by  the  hospitals. 

Was  this  concept  of  third  faculty  a treatment  for 
the  deficiencies  in  Connecticut  after  a proper  diag- 
nosis had  been  made  of  the  various  symptoms?  It 
was  not.  In  May  1967  Dr.  William  H.  Stewart, 
then  surgeon  general,  wrote  an  article  on  “A  Third 
Faculty  for  Medical  Schools”  in  Massachusetts 
Physician.  He  makes  the  interesting  inclusion  from 
an  article  several  years  before:  “Dr.  Kerr  White 
and  his  associates  at  North  Carolina  combined  data 
from  several  studies  to  describe  the  health  experi- 
ence of  a group  of  1,000  adults  in  a given  month. 
Of  the  1,000,  some  750  reported  an  instance  of  ill- 
ness or  injury.  About  250  of  them  consulted  a 
physician;  9 were  hospitalized.  One— out  of  the 
original  1,000— was  referred  to  a university  medical 
center.”  Does  this  tend  to  maximize  or  minimize 
the  role  of  the  hospital  in  primary  care? 

Also,  in  a talk  given  by  Dr.  Clark  in  1962,  I re- 
peat 1962,  he  said,  “I  propose  to  talk  for  a little 


while  about  developing  a stronger  university-com- 
munity partnership  in  rendering  health  care.  . . . 
The  main  provisions  of  the  scheme  are  these:  (a) 
The  hospital  will  be  the  primary  center  of  com- 
munity health  activity,  (b)  Most,  if  not  all,  of  the 
physicians  of  the  towns  will  have  their  offices  in  or 
adjoining  the  hospital  . . . With  most  physicians' 
offices  located  in  or  adjacent  to  a community  hos- 
pital, the  hospital  pharmacy  will  largely  take  over 
the  prescription  service  of  the  corner  drug  store  . . . 
It  would  be  especially  effective  in  lowering  the  cost 
of  drugs  to  the  patient,  since  standard  and  fre- 
quently inexpensive  pharmaceuticals  would  be  sold 
in  place  of  much  more  expensive  trade  name  prod- 
ucts ...  It  may  be  that  group  practices  and  com- 
prehensive prepaid  health  insurance  programs  will 
spread  widely  from  present  beginings.  My  proposed 
system  would  undoubtedly  simplify  the  develop- 
ment of  comprehensive  prepaid  insurance  pro- 
grams.” 

We  could  go  on  to  give  further  proof  that  there 
was  no  intention  of  adhering  to  the  categorical  ap- 
proach written  into  the  law,  and  also  that  the  idea 
of  the  third  faculty  and  full  time  clinical  chiefs  in 
community  hospitals  antedated  his  coming  to  Con- 
necticut. 

It  may  be  that  a cache  of  several  full  time  chiefs 
of  clinical  services  in  all  community  hospitals  or 
full  time  physicians  taking  care  of  the  increasing 
medical  staff  administrative  duties  is,  as  propound- 
ed by  CRMP,  the  best  way,  repeat,  the  best  way 
not  one  of  the  best,  to  improve  the  delivery  of 
health  care  in  Connecticut.  On  the  one  hand  these 
men  will  be  affiliated  with  the  medical  schools  and 
on  the  other  into  an  organization  among  them- 
selves at  state  level.  There  is  also  the  potential  for 
power,  and  though  there  is  no  evidence  yet  that 
the  present  chiefs  are  abusing  it,  power  can  be 
abused.  This  subject  is  important  enough  so  that 
the  CSMS  should  study  the  problem  in  its  entirety. 

A little  more  than  a year  ago  we  were  hung  up 
a bit  about  full  time  chiefs  because  Mr.  Rogers  had 
stated  that  they  would  “dramatically  decrease"  hos- 
pital costs.  This  is  difficult  to  prove  either  way.  We 
still  believe  that  it  will  increase  costs.  The  real 
question  is:  “Are  they  worth  the  costs  in  terms  of 
patient  care;  and  if  we  were  to  control  the  pro- 
gram, would  we  put  the  concept  of  full  time  clin- 
ical chiefs  in  community  hospitals  either  at  the  top 
or  among  the  top  priorities  in  the  delivery  of  health 
care  in  Connecticut?”  We  really  have  not  studied 
priorities  ourselves.  We  should.  However,  I have 
met  no  one  outside  of  interested  parties  who  be- 
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lieves  that  priorities  of  the  full  time  clinical  chief 
are  at  the  top. 

I think  we  must  agree  that  in  general  they  will 
improve  patient  care  in  hospitals.  The  duties  of 
and  expectations  from  full  time  clinical  chiefs  as 
listed  by  Mr.  Rogers  are  little  short  of  ridiculous. 
Dr.  DeLuca  from  the  Griffen  Hospital  gave  a brief 
description  of  the  10  full  time  chiefs  of  medicine  in 
Connecticut  hospitals  in  1969.  “The  majority  spent 
less  than  25%  of  their  time  at  bedside  teaching  . . . 
Eight  out  of  10  spent  50%  of  their  time  in  admin- 
istrative chores.”  Verbally  he  stated  that  one  spent 
about  75%  of  his  time  on  administrative  duties. 
(Recommendation  later)  There  are  some  who  be- 
lieve that  use  of  the  talent  of  and  need  for  inter- 
nists for  administrative  duties  is  a waste  of  much 
needed  resources  for  primary  care. 

ADVISORY  BOARD.  According  to  regulations, 
the  Advisory  Board  made  up  of  about  40  or  so 
persons,  four  of  whom  appointees  of  CSMS,  is  the 
policy  making  body  for  CRMP.  The  CRMP  site 
visit  committees  and  Dr.  Margulies,  who  is  in 
charge  of  RMP,  are  impressed  with  the  actions  and 
accomplishments  of  the  Advisory  Board.  This  actu- 
ally is  nothing  more  than  a joke.  Any  objective  ma- 
ture person  who  attends  these  meetings  would  have 
to  agree  with  your  four  representatives  who  unan- 
imously agree  that  this  Board  is  nothing  more 
than  a rubber  stamp  for  the  Executive  Committee. 
At  the  risk  of  repetition,  we  have  told  this  Board 
that  it  reminds  us  of  the  Board  of  Directors  of  the 
Penn  Central  Railroad.  Need  we  say  more? 

LI.  CONN.  Though  U.  Conn,  is  still  in  the  proc- 
ess of  formulating  policy,  your  representatives  are 
very  impressed  with  the  leadership  at  U.  Conn.  We 
believe  that  it  is  their  intention  for  sincere  reasons 
to  have  the  closest  liaison  with  CSMS  as  possible  in 
improving  the  delivery  of  health  care  in  Connecti- 
cut. We  will  certainly  reciprocate. 

YALE  and  CRMP.  Yale  is,  as  you  know,  the 
grantee  for  CRMP.  From  its  beginning  Dr.  Redlich 
has  been  associated  with  the  program  and  served  on 
the  Executive  Committee  and  the  Advisory  Board. 
He  left  several  months  ago,  being  replaced  by  Dr. 
Lewis  Thomas. 

We  on  the  Executive  Committee  have  been  used 
as  scapegoats,  especially  by  Mr.  Rogers,  for  CSMS 
alleged  lack  of  cooperation.  As  you  read  through 
the  reports  and  letters  throughout  the  last  few  years 
from  the  time  CRMP  began,  there  is  the  constant 
reference  by  CRMP  to  difficulty  with  CSMS.  So  it 
was  some  relief  and  amusement  during  these  few 
months  that  our  skepticism  about  Yale’s  role  in 


CRMP  surfaced— brought  out  by  a CRMP  site  visit 
review  by  an  R&E  committee.  There  is  no  need  to 
repeat  some  of  the  allegations  that  passed  between 
Yale  and  Dr.  Clark,  but  those  directed  against 
CSMS  in  the  past  pale  besides  those  which  have  just 
passed  between  Dr.  Thompson  and  Dr.  Clark— I 
might  add,  all  in  the  public  domain  inasmuch  as 
CRMP  is  a public  body. 

Our  inference  is  that  Yale  is  in  the  throes  of 
examining  its  own  priorities.  So  far,  we  have  no  de- 
finite or  sufficient  information  on  which  to  base  a 
credible  judgment. 

There  are  many  reasons  your  representatives  and 
Council  did  not  feel  that  they  could  give  sincerely 
felt  cooperation.  To  give  several  reasons:  We  have 
never  been  given  a list  of  specific  deficiencies  in  the 
delivery  of  health  care  unique  to  Connecticut  that 
Dr.  Clark  talks  and  writes  about  so  much.  Actually 
his  criticisms  are  generalized  and  refer  to  the  entire 
country.  If  he  were  to  give  us  specific  deficiencies, 
we  would  cooperate,  and  feel  obligated  and  duty 
bound  to  study  and  correct  them  . . . We  believe 
that  he  came  to  Connecticut  with  his  solution  of 
“third  faculty”  and  full  time  clinical  chiefs  before 
he  even  had  any  valid  reports  about  the  Connect- 
icut scene  ...  I (J.A.F.)  find  particularly  offensive 
from  this  not-private  letter  by  Dr.  Clark  to  Dr. 
John  Knowles  at  the  Rockefeller  Foundation:  “.  . . 
As  John  Grant  wrote  me  in  1956  from  Puerto  Rico: 
‘This  is  a cry  from  Macedonia;  I need  help.’  In 
this  instance  I need  your  help  to  complete  a dem- 
onstration of  medical  regionalization  in  Connecti- 
cut which  should  have  national  and  international 
significance.”  Scattered  throughout  the  communica- 
tions of  CRMP  is  this  constant  reiteration  that  the 
Connecticut  experiment  will  be  a source  for  emula- 
tion and  example,  not  only  nationally,  but  inter- 
nationally. I feel  like  the  patient  who  is  being  ex- 
perimented on  without  consent. 

Conclusions 

(1)  RMP  and  CRMP  are  here  to  stay  for  the  fore- 
seeable future. 

(2)  The  central  “thrust”  of  CRMP  is  the  third  fac- 
ulty concept  with  full  time  chiefs  of  clinical 
services  in  all  35  community  hospitals  in  Con- 
necticut with  affiliations  with  one  or  the  other 
medical  school,  and  with  a university-based 
regional  faculty  in  both  medical  schools.  Of 
the  approximate  $2,300,000  budget  (of  16 
months)  1972-73,  about  $960,000  goes  for  its 
support.  In  the  same  period  about  $490,000 
goes  for  “program  staff  CRMP.” 
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(3)  The  advisory  Board  of  CRMP,  which  legally 
by  regulation  is  the  policy  making  body  for 
CRMP,  is  in  fact  nothing  more  than  a rubber 
stamp  for  the  Executive  Committee  of  CRMP. 

(4)  Leadership  at  U.  Conn,  demonstrates  willing- 
ness and  cooperation  for  involvement  with 
CSMS  in  the  delivery  of  health  care  in  Con- 
necticut as  a community. 

(5)  Yale,  with  its  new  dean,  is  probably  doing  that 
which  your  representatives  recommend  that  we 
do,  namely,  assess  its  relationship  with  CRMP. 
Its  attitude  in  the  past  has  been  that  of  a na- 
tional institution  with  little  or  no  interest  in 
Connecticut  as  a community.  It  remains  to  be 
seen  whether  or  not  its  leadership  can  reach 
a consensus  of  wholehearted  support  in  the  de- 
livery of  health  care  and  cooperation  Avitlr  prac- 
ticing physicians  and  community  hospitals 
throughout  the  state  through  the  medium  of 
CRMP. 

(6)  No  discussion  would  be  complete  without  dis- 
cussing some  members  of  the  CRMP  Executive 
Committee,  especially  Dr.  Henry  Clark,  Di- 
rector, and  Mr.  Russell  D’Oench,  now  Chair- 
man, following  Mr.  Rogers.  Every  single  mem- 
ber is  likable.  Both  Mr.  Rogers  and  Mr. 
D'Oench  have  demonstrated  a remarkable  in- 
terest in  and  grasp  of  the  CRMP  program  in 
the  state.  Dr.  Clark  is  a tremendous  worker, 
sincere,  knows  what  he  wants,  thorough,  in- 
telligent, and  with  the  greatest  competitive 
spirit  of  anyone  I have  ever  met.  We  in  CSMS, 
however,  could  never  tolerate  what  he  calls 
leadership;  He  literally  snows  everyone  and 
every  committee,  especially  the  site  visit  com- 
mittees from  Washington,  with  volumes  of 
material,  so  much  that  they  actually  cannot 
find  the  wheat  from  the  chaff,  leaving  im- 
pressed, however,  by  this  blueprint  and  skele- 
ton of  form,  but  with  little  substance  at  the 
present  time. 

J.  Alfred  Fabro,  M.D.  Carl  W.  Johnson,  M.D. 

Morris  A.  Granoff,  M.D.  Edward  A.  Rem,  M.D. 

Recommendations 

(1)  That  the  House  of  Delegates  of  CSMS  and  the 
Council  make  a thorough  and  speedy  review 
of  its  relationship  with  CRMP,  with  a line  by 
line  examination  of  all  programs  included  in 
the  budget  of  CRMP,  including  a study  and 


listing  of  the  priorities  by  rank  and  order  to 
improve  the  delivery  of  health  care  in  Con- 
necticut as  it  sees  its  problems.  We  would  ad- 
vise that  this  be  done  using  few  or  no  mem- 
bers from  the  present  review  and  evaluation 
CRMP  committee,  made  up  of  the  most  part 
of  full  time  clinical  chiefs,  who  understandably 
would  find  it  difficult  to  be  completely  objec- 
tive about  their  role  and  the  concept. 

(2)  That  this  House  of  Delegates  and  Council  for- 
mulate and  decide  its  policy  as  to  whether  or 
not  to  ask  RMP  for  money  to  finance  programs 
it  feels  are  essential  and  of  high  priority.  For 
example,  whether  or  not  it  should  seek  federal 
funds  in  RMP  to  support  a program  as  out- 
lined in  the  original  task  force  for  CME  in 
Connecticut. 

(3)  CSMS  should  hire  a full  time  staff  person 
whose  duties  would  be  restricted  to  RMP  if 
part  time,  and  if  full  time,  to  CRMP,  plus  the 
Comprehensive  Health  Planning  program,  and 
to  the  Connecticut  Hospital  Planning  Com- 
mission. He  should  be  selected  by  the  Council 
and  be  under  its  complete  jurisdiction,  and, 
to  be  decided,  whether  or  not  to  be  paid  for 
out  of  CRMP  funds. 

(4)  The  Council  with  these  committees  should  sub- 
mit a report  to  this  House  of  Delegates  at  its 
next  session,  but  be  empowered  to  take  any 
action  it  sees  lit  and  necessary  before  then. 

Comments  on  Recommendations  Stated 
in  CRMP  Report 

(1)  This  was  done,  of  course,  by  the  “Abbot  Com- 
mittee" and  resulted  in  shelving  of  a few  pro- 
grams, especially  the  Radiation  Therapy  Study 
and  the  study  of  financing  medical  care.  I 
wonder  whether  we  should  have  a parallel  and 
independent  body  on  an  ongoing  basis  to  check 
on  the  recommendations  of  the  R & E Com- 
mittee and  make  its  own  findings  to  submit 
to  RMP  or  CRMP  before  the  budget  alloca- 
tion is  locked  in.  Nothing  we  can  do  will  alter 
the  Third  Faculty  Program,  horvever.  This  is 
an  integral  and  central  part  of  CRMP,  without 
which  they  could  not  function. 

(2)  I am  in  favor  of  this. 

(3)  This  may  make  our  roles  easier  and  less  oner- 
ous. 

(4)  What  actions?  To  what  end?  Directed  to  whom 
and  in  expectation  of  what  result? 

Carl  W.  Johnson,  M.D. 
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CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40^  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  10th  of  month  PRECEDING 
date  of  issue 


NEEDED:  Emergency  Department  Director.  Assume  adminis- 
trative duties  as  well  as  Emergency  Department  coverage. 
Attractive  salary  plus  hourly  rate  for  coverage.  New  Hospital 
to  be  built  in  rapidly  growing  area.  Contact  the  Medical 
Staff  President,  Victor  G.  Sonnen,  M.D.,  Johnson  Memorial 
Hospital,  Stafford  Springs,  Conn.  06076.  203-684-4251. 

WANTED:  Established  seven  man  emergency  room  Physi- 
cians group.  Desires  expansion  to  staff  Emergency  Room  for 
progressive  600  bed  medical  center.  Averages  43,000  out- 
patients per  annum.  Population  145,000.  Ideal  year  round 
climate.  Excellent  compensation  and  working  conditions. 
Adequate  leisure  time.  Send  complete  resume  to:  Damon  D. 
King,  Administrator;  Medical  Center  of  Central  Georgia; 
P.O.  Box  6000;  777  Hemlock  Street,  Macon,  Georgia  31208. 


NOW  AVAILABLE 

Copies  of  the 

Connecticut  State  Medical  Society 

1972  ROSTER 

$10.00*  a copy 

*plus  7%  sales  tax  for  Connecticut  delivery:  $10.70. 


Order  Form 

To:  Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  Connecticut,  06511 

Enclosed  is:  $ 

Send  to:  Name 

Address 


Placement  Wanted 


Allied  Personnel 

MEDIHC  Program— Former  military  medics;  number  of  can- 
didates available.  Contact:  Henry  J.  Miller,  Military  Experi- 
ence Directed  into  Health  Careers,  640  Chapel  Street,  New 
Haven,  Connecticut  06510.  Phone:  865-0862. 


Anesthesia— 32  years  old.  Board  eligible.  (FLEX)  Presently 
in  practice.  Interested  in  medium  sized  community  in  group 
or  associate  type  practice.  Husband  a general  surgeon.  Celia 
Mercado-  Sagullo,  M.D.,  138  Terrace  Place,  Brooklyn,  New 
York  11218. 

Anesthesiology— Available  January  1973.  (FLEX)  Connecticut 
license  pending.  Board  eligible.  Prefers  to  locate  in  large  city. 
Group  or  institutional  or  associate  or  solo  practice  in  order 
of  preference.  Trained  in  Czechoslovakia.  Presently  instructor 
and  attending  assistant  in  New  York  medical  center. 

Dermatology— Board  Certified.  Presently  Chief  of  Dermatol- 
ogy at  the  Naval  Dispensary,  Washington,  D.C.  Interested  in 
associate,  partnership  or  solo  practice  in  a metropolitan  area. 
Robert  P.  Feinstein,  M.D.,  9146  Springhill  Lane,  Greenbelt, 
Maryland  20770. 

Emergency  Room  Physician— 30  years  old.  Available  mid- 
1973.  National  Boards.  Yale  trained.  Gerald  L.  Springer, 
M.D.,  1221  Bellaire  St.,  Denver,  Colorado  80220. 

Emergency  Room  Physician— Board  certified  in  pediatrics. 
Connecticut  license.  Available  immediately.  Industrial  medi- 
cine or  institutional  position  will  be  considered.  Spencer  F. 
Brown,  M.D.,  12  Homstead  Road,  Darien,  Connecticut  06820. 

Emergency  Room  Physician  — Connecticut  license.  Desires 
position  from  March,  1973,  to  July,  1973.  ER  experience. 
Presently  in  the  service.  Perin  W.  Diana,  Jr.,  M.D.,  USA 
Medical  Center,  Box  130,  APO  San  Francisco,  California 
96331. 

Emergency  Room  Physician— Connecticut  license.  Recently 
discharged  from  the  Navy.  30  years  old.  Presently  covering 
part  time.  Available  immediately.  James  Raffa,  M.D.,  771 
Savin  Avenue,  Apt.  46,  West  Haven,  Connecticut  06516. 
932-1314. 

Family  Practice— Connecticut  license.  Presently  in  practice, 
but  wishes  to  relocate.  41  years  old.  Prefers  to  assume  active 
practice  from  retiring  physician.  Available  early  1973. 

Family  Practice— 35  year  old.  Connecticut  license.  Interested 
in  group  or  solo  practice.  Indarjit  Singh,  M.B.,  Ch.B., 
Georgetown  Apts.,  1-4  Bradley  Circle,  Enfield,  Conn. 

Internal  Medicine— Board  Certified.  Conn,  license.  33  years 
old.  Pulmonary  medicine  in  solo  practice  or  in  conjunction 
with  another  internist.  Will  be  traveling  east  for  interviews 
in  early  1973.  Presently  at  Utah  School  of  Medicine.  A.  Joel 
Papowitz,  M.D.,  4614  Stratton  Drive,  Salt  Lake  City,  Utah 
84117. 

Internal  Medicine  and  Endocrinology— Available  immedi- 
ately. Board  eligible.  FLEX.  42  years  old.  Group  or  associate 
type  practice.  T.  N.  Paul,  M.D.,  2900  S.  Lincoln  Avenue, 
Not  th  Riverside,  Illinois  60546. 
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Internal  Medicine— Rheumatology— Connecticut  license.  Avail- 
able immediately.  Desires  group  or  institutional  practice  in 
large  city.  38  years  of  age.  Will  consiler  emergency  room 
position. 

Internal  Medicine— Primary  care.  Adult  medicine.  Group  or 
associate  practice  in  medium  sized  community.  Connecticut 
license.  Board  eligible.  Has  interest  in  community  clinic. 

Internal  Medicine— Infectious  Diseases  and  Pulmonary  Med- 
icine—Board  certified.  New  York  license.  Group,  associate  or 
institutional  practice  in  large  or  medium  sized  community. 

Internal  Medicine— Gastroenterology.  Presently  fellow  at 
Hanemann  Hospital  in  Philadelphia.  Board  eligible.  FLEX. 
Group  or  associate  practice  in  large  or  medium  sized  city. 

Internal  Medicine— Hematology  and  Oncology— Board  cer- 
tified. New  York  and  California  licenses.  31  years  old.  Group 
or  associate  practice  in  large  or  medium  sized  community. 
Harry  B.  Richardson,  Jr.,  M.D.,  30  Casa  Way,  San  Francisco, 
California  94123. 

Internal  Medicine— Group  or  associate  practice.  Virginia 
license.  Board  eligible.  National  Boards.  28  years  old. 

Internist— Cardiology.  Board  eligible.  Desires  group  or  asso- 
ciate practice  in  large  community.  Available  July  1973. 

Internal  Medicine— Gastroenterology— Board  eligible.  31  years 
of  age.  (FLEX)  Group  or  associate  or  institutional  practice 
in  large  or  medium  sized  community. 

Internal  Medicine— Pulmonary  Diseases.  Group  or  associate 
or  institutional  practice.  National  Boards.  30  years  old. 

Internist— Gastroenterology— Board  certified.  33  years  old. 
Group  practice  in  large  or  medium-sized  community. 

Internist— Board  eligible.  Connecticut  license.  Desires  medium 
or  small  community.  Solo,  group  or  associate  practice.  32 
years  of  age.  Presently  at  Alaskan  Native  Medical  Center. 
John  J.  Posner,  M.D.,  7420  Branche  Drive  #A,  Anchorage, 
Alaska  99502. 

Internal  Medicine— Emphasis  on  ICU-CCU  and  cardiology. 
30  years  old.  Board  eligible.  Group  practice  in  medium  sized 
community.  Abner  B.  Preacher,  Jr.,  M.D.  University  Hos- 
pitals—Dept.  of  Medicine,  Iowa  City,  Iowa  52240. 

Internal  Medicine— Available  early  spring  1973.  Group  prac- 
tice in  larger  community.  Boards  taken  in  June  1972.  Pres- 
ently at  Mayo  Clinic.  Sheldon  L.  Markowitz,  M.D.,  5018  16th 
Avenue,  N.W.,  Rochester,  Minnesota  55901. 

Rheumatology— 31  years  old.  Board  eligible.  Desires  group 
or  associate  practice.  Presently  in  the  service.  Stephen  B. 
Miller,  M.D.,  700  Locke  Court,  Virginia  Beach,  Va.  23462. 

Internal  Medicine— Available  April  1973.  Board  eligible.  De- 
sires small  group  practice  in  medium  sized  communty. 
Frederick  W.  Neinas,  M.D.,  1520  S.E.  9th  Avenue,  Rochester, 
Minnesota  55901. 

Internal  Medicine-Rheumatology— 33  years  old.  Board  eligi- 
ble. Group  or  associate  or  institutional  practice.  Desires 
southwestern  or  western  Connecticut.  Kenneth  J.  Lippman, 
M.D.,  305  E.  24th  Street,  New  York  City,  New  York  10010. 
Cardiologist— Board  eligible.  Board  certified  in  internal  med- 
icine. 30  years  of  age.  Interested  in  medium  or  small  sized 
community.  Group,  associate  or  solo  practice.  Robert  G. 
Matthews,  M.D.,  219  Race  Street,  Pittsburgh,  Pennsylvania 
15218. 


Internist— Board  Certified.  Board  eligible  for  cardiology.  Pres- 
ently staff  cardiologist  at  Naval  Hospital  in  Portsmouth, 
Virginia.  Group,  associate  or  institutional  practice  desired 
in  larger  or  medium  sized  community. 

Internal  Medicine— Hematology-Oncology.  Available  immedi- 
ately. 34  years  old.  Board  eligible.  Group  or  associate  prac- 
tice. Completing  2 year  fellowship  at  U.C.L.A.  John  S.  Hunt, 
M.D.,  11611  Chenault  Street,  Los  Angeles,  California  90049. 
Internal  Medicine— Board  certified.  Available  mid-1973. 
Group  or  associate  practice.  David  J.  Meltz,  M.D.,  203  Valley 
Road,  Middletown,  Rhode  Island  02840. 

Internal  Medicine— Board  certified.  New  York  license.  Avail- 
able mid-1973.  31  years  old.  Group  or  associate  practice. 
Internal  Medicine— Board  certified.  Connecticut  license  pend- 
ing. Recently  discharged  from  the  service.  Available  immedi- 
ately. Group  or  associate  practice  in  medium  sized  com- 
munity in  the  southwestern  part  of  Connecticut. 

Internist— Hematology  and  Oncology.  Available  January  1973. 
Board  eligible.  Group  or  associate  practice.  33  years  old. 
Internist— Cardiology— Specialist  in  Rheography.  Connecticut 
license.  Presently  in  practice  in  Greece.  Available  in  10 
months. 

Cardiology— 30  years  old.  Board  certified  in  internal  medicine. 
Board  eligible  in  cardiology.  Private  practice  or  hospital 
based.  Richard  H.  Landesman,  M.D.,  477  Comstock  Place, 
Highland  Park,  Illinois  60035. 

Internist— 30  years  of  age.  Board  certified.  Interest  in  general 
internal  medicine  with  nephrology  as  sub-specialty.  Desires 
group  practice  in  large  community.  Neil  P.  Dreyer,  M.D., 
1835  Corporal  Kennedy  Street,  Bayside,  New  York  11360. 
Internist— Cardiology.  Board  certified.  Presently  on  cardiology 
fellowship  at  Ohio  State,  30  years  old.  Group,  associate,  or 
institutional  practice.  Toby  R.  Engel,  M.D.,  2043  D Prince 
George  Drive,  Columbus,  Ohio  43209. 

Internal  Medicine— Oncology  and  Hematology.  32  years  old. 
Board  eligible.  Group,  associate  or  institutional  practice. 
Large  or  medium  sized  community.  Harold  Glucksberg,  M.D., 
70-28  17th  N.E.,  Seattle,  Washington  98115. 

Internist— Connecticut  license.  Board  eligible.  Interested  in 
pulmonary  diseases.  Solo  or  group  practice  in  large  or 
medium  sized  community.  Available  in  December  1972. 

Internist— Connecticut  license.  Board  eligible.  Desires  group 
or  associate  practice  in  medium  sized  community.  Greater 
New  Haven  area,  if  possible.  Richard  J.  Barse,  M.D.,  195 
Hepburn  Road,  Hamden,  Connecticut  06517. 

Internal  Medicine-Hematology  — Available  December  1972. 
Board  eligible.  Medium  size  community  with  group  or  asso- 
ciate practice  desired. 

Internal  Medicine-Cardiology— Board  eligible.  35  years  old. 
(Flex)  Prefers  institutional  type  appointment. 

Internal  Medicine— Board  certified.  Large  or  medium  sized 
community  in  group  or  associate  practice.  Available  in 
J anuary . Subspecialty— nephrology . 

Internal  Medicine— Available  immediately.  Board  Certified. 
Connecticut  license  pending.  30  years  of  age.  Medium  sized 
community  desired.  Group  or  associate  practice.  Resume  on 
file. 

Neurology— 28  years  old.  Desires  group  or  associate  practice 
in  large  city.  Available  mid  1973.  New  York  license. 
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Neurology— Board  eligible.  Group  or  associate  practice  in 
large  or  medium  sized  community.  Massachusetts  license.  28 
years  old.  Mark  A.  Kozinn,  M.D.,  33  Pond  Avenue,  Brookline, 
Massachusetts  02146. 

Neurology— Board  eligible.  Group  or  associate  practice  in 
medium  sized  community.  31  years  old.  Lanny  Edelsohn, 
M.D.,  241  Winchester  Street,  Brookline,  Massachusetts. 

Neurology— Board  eligible.  33  years  old.  Group  or  associate 
practice  in  medium  sized  or  small  community.  Richard  M. 
Sax,  M.D.,  3541  East  Glencoe  Street,  Coconut  Grove,  Florida 
33133. 

Neurology— Connecticut  license.  Board  eligible.  Solo,  Group, 
Associate  or  institutional  practice.  32  years  of  age.  Available 
in  June. 

OB/Gyn— Board  eligible.  New  York  license.  34  years  old. 
Desires  association  with  another  physician  in  large  or 
medium  sized  community.  Can  be  available  in  short  notice. 
Allan  Zarkin,  M.D.,  300  E.  33rd  Street,  New  York,  New  York 
10016. 

Ob/Gyn— 32  year  old  Ob/Gyn  desires  group  or  associate 
practice.  University-trained,  Junior  Fellow,  board  eligible 
with  military  obligation  complete  July,  1973.  Married  with 
two  children.  Ronald  A.  Cwik,  M.D.,  U.S.  Army  Hospital, 
Box  607,  Fort  Ord,  California  93941.  (408)  242-4075— office, 
242-5312— home. 

Ob/Gyn— 36  years  old.  Desires  group  or  associate  practice  in 
medium  sized  community.  Available  July  1973. 

Ob /gyn— Board  exams  taken  in  June.  FLEX.  Interested  in 
group  practice.  Elie  N.  Shuhaibar,  M.D.,  The  Western  Penn- 
sylvania Hospital,  4800  Friendship  Avenue,  Pittsburgh,  Penn- 
sylvania 15224. 

OB/GYN— Board  eligible.  Connecticut  license.  Available  early 
1973.  36  years  of  age.  Group,  associate  or  institutional  type 
practice. 

OB/GYN— Board  eligible.  Michigan  license.  31  years  old. 
Desires  group  or  associate  practice  in  large  or  medium  sized 
city.  Available  mid  1973.  Songkyu  Shin,  M.D.  2502  Alter 
Road,  Detroit,  Michigan  48215. 

Ophthalmologist— Board  eligible.  National  Boards.  30  years 
old.  New  York  license.  Desires  solo,  group  or  associate  prac- 
tice in  medium  or  small  sized  community.  Barry  M.  Epstein, 
M.D.,  36  Jamstead  Court,  Williamsville,  New  York  14221. 

Ophthalmologist— Board  eligible.  National  Boards.  Desires 
solo,  group  or  associate  practice.  New  York  and  Maine 
licenses.  30  years  of  age.  Lloyd  R.  Hoffman,  M.D.,  455-69 
North  Broadway,  Yongers,  New  York  10701. 

Ophthalmologist— 34  years  old.  Board  eligible.  National 
Boards.  Large  or  medium  sized  city  desired.  Group,  solo,  asso- 
ciate practice  desired.  Available  immediately. 

Ophthalmologist— Connecticut  license.  National  Boards.  30 
years  old.  Wishes  to  return  to  Connecticut  to  establish  solo 
or  group  practice.  James  R.  Wilson,  Jr.,  M.D.,  111  Sheraden 
Avenue,  Staten  Island,  New  York  10314. 

Ophthalmologist— Available  February,  1973,  Board  certified. 
Desires  group  or  associate  or  institutional  practice  in  larger 
city.  FLEX.  34  years  old.  Brij  B.  Ojha,  M.D.,  Timberbrook 
#38,  Bristoe,  Indiana  46507. 

Ophthalmologist— Connecticut  license.  National  Boards.  De- 


sires solo,  group  or  associate  practice.  Internship  at  St. 
Francis,  Hartford.  31  years  of  age.  Theodore  W.  Maron,  Jr., 
M.D.,  362  Park  Avenue,  Apartment  6A,  East  Orange,  New 
Jersey  07017. 

Ophthalmologist— Connecticut  license.  Board  eligible.  Na- 
tional Boards.  Solo  or  associate  practice.  Large  or  medium 
sized  city  desired.  Edward  J.  Martin,  M.D.,  1024  New  Scot- 
land Road,  Albany,  New  York  12208. 

Ophthalmology— Board  eligible.  Desires  solo,  group  or  asso- 
ciate practice  in  medium  or  small  community.  Stephen  M. 
Adalman,  M.D.,  172-70  Highland  Avenue,  Apt.  9T,  Jamaica, 
New  York  11432. 

Ophthalmology— Board  certified.  Desires  community  over 
75,000  for  solo,  group  or  associate  practice.  Presently  in  the 
U.S.  Air  Force.  Ned  M.  Reinstein,  M.I).,  105-2  Chevy  Chase, 
Minot,  North  Dakota  58701. 

Orthopaedics— 32  years  old.  Board  eligible.  Desires  medium 
sized  community  with  solo  or  group  practice.  Gregory  Chiar- 
monte,  M.D.  222  Lenox  Road,  Brooklyn,  New  York,  11226. 

Orthopaedic  Surgery— Connecticut  license.  31  years  old.  Pre- 
fers city  of  20-60,000.  Group  or  associate  practice.  David  G. 
Publow,  M.D.,  126  Edgemont  Road,  Rochester,  New  York 
14620. 

Orthopaedics— Board  certified.  Connecticut  license.  Desires 
large  or  medium  sized  community  in  group  or  associate  prac- 
tice. Presently  staff  orthopaedic  surgeon  at  Eglin  Air  Force 
Base.  32  years  of  age.  Gerald  L.  Smolensky,  M.D.  729  Osceola 
Circle,  Eglin  AIB,  Florida  32542. 

Orthopedic  Surgery— 35  years  old.  Board  eligible.  Associate 
practice.  Trained  in  spine  and  hand  surgery. 

Orthopedics— Board  eligible.  (FLEX)  32  years  old.  Associate 
position  desired.  Swiss  trained.  Residency  at  Mt.  Sinai,  New 
York  City. 

Orthopedics— Board  certified.  FLEX.  32  years  old.  Institu- 
tional appointment  desired.  S.  G.  Khrishman,  M.D.,  407 
Genessee  Street,  Orlean,  New  York  14760. 

Orthopedic  Surgery— Board  eligible.  FLEX,  Maine  license. 
34  years  old.  Solo,  group  or  associate  practice.  Available 
early  1973.  Presently  fellow  at  Detroit  Medical  Center. 

Orthopedics— Connecticut  license.  Available  mid  1973.  Pres- 
ently at  Yale.  Group  or  associate  type  practice  in  medium 
sized  community. 

Orthopedics— Board  certified.  New  York  license.  Group  or 
associated  practice  desired.  Jeffrey  B.  Steckler,  M.D.,  106-20 
Shore  Front  Parkway,  Rockaway  Park,  New  York  11694. 
Orthopedics— Board  certified.  Desires  solo,  group  or  associate 
practice  in  medium  sized  community.  32  years  old.  Presently 
only  orthopedic  surgeon  at  Ft.  Monmouth,  New  Jersey.  Jay 
B.  Bosniak,  M.D.,  19  Hemphill  Road,  Eatontown,  New  Jersey 
07724. 

Otolaryngologist— Board  certified.  Desires  group  or  associate 
practice.  31  years  of  age.  New  York  and  Pennsylvania  licenses. 
Edward  B.  Gaynor,  M.D.,  585  Maple  Street,  Fort  Devens, 
Massachusetts  01433. 

Otolaryngologist— Board  eligible.  National  Boards.  New 
York  license.  Desires  large  or  medium  sized  community  with 
group  or  associate  practice.  31  years  of  age.  Stephen  R.  Geller, 
M.D.,  3807  Pecan  Street,  Portsmouth,  Virginia  23703. 
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Otolaryngologist— Board  certified.  Desires  associate  practice 
in  large  community.  Presently  in  practice  in  California. 

Otolaryngologist— Desires  solo,  group  or  associate  practice  in 
medium  sized  city.  New  York  license.  32  years  old.  George 
W.  Hicks,  M.D.  6139  Broadmoor  Plaza,  Indianapolis,  Indiana 
46208. 

Otolaryngologist— Board  certified.  Massachusetts  and  New 
Jersey  license.  Desires  group  or  associate  practice  in  large 
community.  31  years  of  age.  Joseph  A.  Moretti,  M.D.,  805 
Finisterre,  Lindenwold,  New  Jersey  08021. 

Otolaryngologist— Board  eligible.  National  Boards.  32  years 
old.  Pennsylvania  license.  Desires  solo,  group  or  associate 
practice. 

Otolaryngologist— Board  certified.  National  Boards.  32  years 
old.  Solo  practice  in  large  city.  Minnesota  license.  Gary  L. 
Townsent,  M.D.,  117  Nebraska,  Dyess  AFB,  Abilene,  Texas 
7907. 

Otolarnygologist— National  Boards.  Board  Eligible.  Desires 
solo,  group  or  associate  practice  in  medium  sized  city.  33 
years  of  age.  William  K.  Trzcinski,  M.D.,  16605  N.E.  19th 
Place  Bellevue,  Washington  98008. 

Otolaryngologist— Board  certified,  34,  married,  five-year  uni- 
versity residency  training  in  all  phases  of  otolaryngology  and 
maxillofacial  surgery.  Completing  military  service.  Available 
in  July  1973.  Seeking  private  practice,  association,  group  or 
solo,  practicing  all  aspects  of  the  specialty.  Contact  Gustav 
Braun,  M.D.,  Box  “O”,  Balboa  Heights,  Canal  Zone. 

Pathologist— National  Boards.  Connecticut  license.  Board 
certified.  Yale  residency.  Desires  group  or  associate  practice 
in  large  or  medium  sized  community.  Southern  Connecticut, 
if  possible.  31  years  old.  Mark  A.  Cohan,  M.D.,  5407  Green- 
field Drive  South,  Portsmouth,  Virginia  23703. 

Pathologist— Board  certified.  California  license.  31  years  of 
age.  Solo  or  group  or  associate  practice  in  medium  sized 
community.  Loren  J.  Wolsh,  M.D.  9050  La  Linda  Avenue, 
Fountain  Valley,  California  92708. 

Pediatrics— Presently  doing  training  in  child  psychiatry. 
Massachusetts  license.  Group  practice.  A.  Joseph  Kantharaj, 
M.D.,  Taunton  State  Hospital,  Taunton,  Mass.  02780. 

Pediatrics— Board  eligible.  Group  or  institutional  practice. 
Interested  in  learning  disabilities  and  mental  retardation. 
30  years  old. 

Pediatrics— Board  certified.  30  years  old.  Completing  fellow- 
ship in  neonatology  and  pulmonary  disease  at  New  York  Hos- 
pital. Available  June  1973.  Group  or  associate  practice. 

Pediatrics— Board  eligible.  Medium  or  small  community  in 
group  or  associate  practice  desired.  Evan  Brodie,  M.D.,  Quar 
ters  1280,  M.C.B.,  Quantico,  Virginia  22134. 

Pediatrics— Board  eligible.  Connecticut  license  pending.  Asso- 
ciate, group  or  solo  practice.  Background  in  neonatology  and 
adolescent  medicine.  Prefers  Fairfield  County  area.  28  years 
old.  Peter  Czuczka,  M.D.,  2121  Paulding  Avenue,  Bronx,  New 
York  10462. 

Pediatrics— Board  eligible.  Group  or  associate  practice  in 
medium  sized  community.  30  years  old.  Dennis  Gertzer,  M.D., 
39  Broad  Street  Ext.,  Groton,  Connecticut  06340.  Available 
June  1973. 


Pediatrics— Attending  physician  at  Kennedy  Memorial  Hos- 
pital, Philadelphia,  Pennsylvania,  33  years  old.  Harnish  V. 
Shah,  M.D.,  4820  Fillmore  Terrace,  Philadelphia,  Pennsyl- 
vania 19124. 

Pediatrics— Board  eligible.  Group  or  associate  practice.  Con- 
necticut license  pending.  29  years  old.  Thomas  H.  Williams, 
M.D.,  1008  9th  Street  NE.  Rochester,  Minnesota  55901.  Pres- 
ently at  Mayo  Clinic. 

Pediatrics— Connecticut  license.  Board  eligible.  Available  in 
June.  Desires  associate  arrangements  in  Fairfield-New  Haven 
area.  Stuart  E.  Beeber,  M.D.,  Apt.  2E-5  260  Garth  Road, 
Scarsdale,  New  York  10583. 

Pediatrics— Board  eligible.  Canadian  license.  Connecticut 
through  endorsement.  Group  practice.  36  years  old.  Jana  T. 
Bruckner,  M.D.,  357  Rusholme  Road,  Apt.  1107,  Toronto 
173,  Ontario,  Canada. 

Pediatrics— Board  eligible.  Pennsylvania  license.  Available  in 
July.  32  years  old.  Neonatology.  Charles  J.  Hyman,  M.D., 
545  Trenton  Drive,  Pittsburgh,  Pennsylvania  15221. 

Pediatrics— Board  certified.  New  York  license.  Presently  on 
hematology  fellowship.  Group  practice  in  medium  sized  com- 
munity desired.  John  T.  Benjamin,  M.D.,  4-F  Stratford  Hills 
Apts.,  Chapel  Hill,  North  Carolina,  27514. 

Pediatrics  and  Pediatric  Hematology— Board  eligible,  37 
years  old.  New  York  license.  Solo  or  group  practice.  Chi-Yen 
Kuo,  M.D.,  20  St.  Paul's  Court,  Apartment  ID,  Brooklyn, 
New  York  11226. 

Pediatrics— 38  years  old,  Board  certified,  Connecticut  license 
through  endorsement.  F'ellow  of  A.A.P.  Available  with  three 
month’s  notice.  Prefers  salaried  arrangement  for  first  year. 
Group  or  associate  practice. 

Pediatrics— Board  eligible.  Will  consider  clinic  or  public 
health  position  in  western  part  of  the  state.  28  years  of  age. 
Married.  Available  immediately.  Part  or  full  time.  Ann  H. 
Hines,  M.D.,  82  South  Street,  Danbury,  Connecticut  06810. 

Psychiatry— Part  time  position  in  adult  and  child  psychiatry. 
Connecticut  license.  Guilford  or  shore  area  desired.  Board 
certified. 

Psychiatry— Connecticut  license.  National  Boards.  Third  year 
resident  at  Yale.  Available  in  mid-1973.  Robert  A.  Kaye, 
M.D.,  67  Florence  Road,  1-C,  Branford,  Connecticut  06405. 

Radiologist— 42  years  old.  Fully  certified  by  the  American 
Board  of  Radiology.  Eligible  for  a Connecticut  license. 
G.  H.  Hussein,  M.D.,  2411  Fifth  Street,  Fort  Lee,  New  Jersey 
07024. 

Radiology— Connecticut  license  pending.  British  trained.  39 
years  old.  Presently  in  practice  in  Canada.  Daniel  Gilmartin, 
M.D.,  722  Taylor  Street,  Prince  Rupert,  British  Columbia, 
Canada. 

Radiology— Connecticut  license  pending.  Board  eligible.  Avail- 
able July  1973.  James  F.  Ferguson,  III,  M.D.,  1585  NW  103rd 
Street,  #164,  Miami,  Florida  33147. 

Surgery— Board  certified.  Desires  large  or  medium  sized  com- 
munity in  group  or  associate  or  solo  practice.  A.  M.  Cooper- 
man,  M.D.,  112B  Jupiter,  Wichita  Falls,  Texas  76311. 

Surgery— General.  Board  eligible.  Desires  large  or  medium 
sized  community  with  part  time  teaching  if  possible.  Ronald 
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C.  Golinger,  M.D.,  117  Glascock  Court,  Hampton,  Virginia 
23366. 

Surgery— General.  Board  eligible.  Medium  sized  community. 
Solo  or  associate  practice,  32  years  old.  Ronny  Lapin,  M.D., 
950  49th  Street,  Brooklyn,  New  York  1 1219. 

Surgery— General.  Board  eligible.  (FLEX)  Available  immedi- 
ately. 36  years  of  age.  Solo,  group  or  associate  practice. 

Surgery— General.  Board  eligible.  Group  or  associate  practice 
desired.  32  years  old.  Harvey  J.  Myers,  M.D.,  17  Brooklyn 
Avenue,  Cooperstown,  New  York  13326. 

Surgery— General.  Connecticut  license.  Available  early  1973. 
Teaching  fellow  at  St.  Raphael’s.  33  years  of  age.  Board 
certified.  Group  practice  desired. 

Surgery— Neurological.  Board  eligible.  Large  or  medium  sized 
community  desired  with  group  or  associate  type  practice. 
Canadian  trained  (FLEX),  Presently  in  institutional  practice. 
35  years  old.  Allen  G.  Zippen,  M.D.,  2285  Sedgwick  Avenue, 
Apt.  303,  Bronx,  New  York  10468. 

Surgery— Orthopaedic.  Presently  in  practice.  New  York  license. 
British  trained.  Desires  associate  practice  in  medium  sized 
city.  Available  immediately. 

Surgery— Plastic  and  Reconstructive.  Board  certified  in  gen- 
eral surgery.  Desires  large  or  medium  sized  city  in  associate 
or  institutional  practice.  To  start  6 month  course  in  head 
and  neck  cancer  surgery  January  1973.  M.  R.  Jayasanker, 
M.D.,  151  Pheasant  Run,  North  Tonawanda,  New  York 
14120. 

Surgery— General.  Board  certified.  33  years  old.  Desires  part- 
nership or  group  practice  in  large  city.  Harvard  and  Colum- 
bia trained.  Interested  in  vascular,  pediatric  and  thoracic. 
Michael  J.  Attkiss,  M.l).,  23  Hemlock  Road,  Newton,  Mass- 
achusetts 02164. 

Surgery— General.  Diplomate  of  National  Board.  32  years  old. 
Board  eligible.  William  H.  Beekley,  M.D.,  1005  Selma  Street, 
Norristown,  Pennsylvania  19401. 

Surgery— General.  Board  eligible.  33  years  old.  Desires  med- 
ium sized  community.  William  P.  Berliner,  M.D.,  Mayo 
Graduate  School,  Rochester,  Minn.  55901. 

Surgery— General  and  Vascular.  Board  certified.  Connecticut 
license.  Available  immediately.  Girard  A.  Chapnick,  M.D., 
27  Claire  Drive,  Somerville,  New  Jersey  08876. 

Surgery— General  and  Vascular.  Board  certified.  Presently 
serving  at  Naval  Station  in  Alaska.  Interested  in  private 
practice  with  teaching  affiliation.  Harvey  Gerald  Clermont, 
M.D.,  Box  11,  Naval  Station,  Adak,  F.P.O.  Seattle,  Washing- 
ton 98791. 

Surgery-General— National  Boards.  Board  eligible.  Group  or 
associate  practice  in  large  or  medium  sized  community  100 
miles  from  New  York  City.  32  years  of  age.  Available 
February,  1973.  George  A.  Knaysi,  Jr.,  M.D.,  14  LeMoy  Street, 
Fort  Bragg,  North  Carolina  28307. 

Surgery-General— Board  eligible.  Presently  full  time  hospital 
staff.  (FLEX)  solo  or  group  practice  in  medium  sized  com- 
munity. Wife  practicing  anesthesiologist.  Nestor  M.  Segullo, 
M.D.,  138  Terrace  Place,  Brooklyn,  New  York  11218. 
Surgery— General  surgeon,  board  certified,  university  trained, 
extensive  trauma  and  vascular  experience,  desires  associate 
or  group  situation.  Available  December  1972. 


Surgery— General  and  thoracic.  Board  certified.  Small  or 
medium  sized  town.  Group  or  associate  practice.  Available 
immediately.  Harold  McWilliams,  M.D.,  3119  Plymouth  Rd., 
Norristown,  Pennsylvania  19403. 

Urology— Board  eligible.  Presently  in  practice.  Available  in 
2 or  3 months.  Group  or  associate  practice  preferred.  Solo 
practice  will  be  considered.  35  years  of  age.  Wishes  to  move 
back  east.  Harvard  and  Columbia  trained.  Southern  Con- 
necticut preferred.  Albert  V.  Assili,  M.D.,  40184  San  Carlos 
Place,  Fremont,  California  94538. 

Urology— Certified  in  surgery;  eligible  in  urology.  Solo,  group 
or  associate  practice.  Available  July,  1973.  N.J.,  N.Y.  and 
Vermont  licenses.  38  years  of  age. 

Urology— Board  eligible.  FLEX.  31  years  old.  Available  in 
July  for  solo,  group  or  associate  type  practice.  Habib  R. 
Kelly,  M.D.,  7647  Brookhaven  Road,  Philadelphia,  Pennsyl- 
vania 19151. 

Urology— Board  eligible.  Massachusetts  license.  30  years  old. 
Available  mid- 1973,  Chief  of  Urology  at  Westover  AFB  in 
Masachusetts.  Eugene  Lind,  M.D.,  4B  Collins  Street,  West- 
over  Air  Force  Base,  Massachusetts  01022. 


ANYONE  INTERESTED  IN  THE  ABOVE  IS  ASKED  TO 
CONTACT  THE  PHYSICIANS’  PLACEMENT  SERVICE, 
160  ST.  RONAN  STREET,  NEW  HAVEN,  CONNECTICUT 
06511 


Placement  Opportunities 


Allergist— Board  eligible  or  certified,  preferably  with  special 
interest  in  chest  disease  as  associate,  partner  and  eventual 
purchaser  of  a large  and  growing  practice  in  allergy  and 
chest  disease  in  an  excellent  professional  social  community. 
Availability  immediately  or  by  July  1,  1973  would  both  be 
suitable  for  introduction  of  the  appropriate  physician  to 
assume  this  excellent  opportunity— initially  with  the  assist- 
ance of  the  present  allergist  and  a staff  of  several  registered 
nurse  clinicians.  Opportunity  for  immediate  professional  and 
economic  growth  is  unparalleled. 

Allergist— Third  allergist  needed  for  rapidly  growing  group 
practice  in  central  Connecticut.  Present  partners  under  40 
years  of  age. 

Director  Environmental  Health— Provide  medical  advice  and 
counsel  in  all  aspects  of  environmental  health.  Experience  as 
either  a general  practitioner,  surgeon  or  orthopedic  man, 
with  industrial  medicine.  Salary  open.  Contact:  BK  Associ- 
ates, Hartford.  Phone:  527-9107. 

Pediatrician— Board  certified  or  Board  eligible  to  join  two 
young  pediatricians  in  an  established  group,  next  to  hospital 
and  nearby  medical  center.  Northwestern  Connecticut.  Area 
abounds  in  skiing  and  recreation  area.  Numerous  lakes. 
Winsted  Pediatrics  Associates,  71  Spencer  Street,  Winsted, 
Connecticut  06098.  203-379-0793. 
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Surgery— Practice  of  deceased  physician  available  in  New 
Haven.  Fully  equipped  office.  Nurse  to  former  physician 
available  to  assist  with  orientation. 

Pediatrician  — Needed  immediately.  Litchfield-Torrington 
area.  50,000  population.  200  bed  hospital.  Full  coverage.  Pres- 
ent pediatrician  in  poor  health.  Contact  Joseph  F.  Curi, 
M.D.,  Torrington.  489-0441  or  482-8177. 

Emergency  Room— Ambulatory  Services— Full  time  position 
in  250  bed  community  hospital.  Excellent  new  facilities. 
Group  renders  emergency  and  primary  care  to  75,000  popu- 
lation. Apply  Richard  P.  Fredericks,  Executive  Vice  Presi- 
dent, Bristol  Hospital,  Brewster  Road,  Bristol,  Connecticut 
06010.  Phone  589-2000. 

Family  Practice— Central  Connecticut.  Physician  leaving  after 
15  years  of  solo  practice  to  accept  position  as  director  of 
family  practice  residency  program  in  another  city.  No  OB. 
Grossing  $80,000  plus.  Modern  leased  office.  Good  com- 
munity coverage.  Open  staffed  300  bed  hospital.  Available 
January  1,  1973. 

Internal  Medicine  or  Family  Practice— Leaving  practice  for 
full  time  hospital  post.  Available  January  1,  1973,  in  Milford. 
150  bed  hospital.  Physician  urgently  needed  in  60,000  mem- 
ber community.  X-ray  unit  available.  Physician  will  assist 
with  orientation  of  new  practitioner. 

Family  Practice— Young  physician  wanted  to  join  group 
practice  in  northwestern  part  of  the  state.  Internist  will 
be  considered. 

Family  Practice— Suburb  of  Hartford.  Physician  in  search 
of  an  associate.  Convenient  location.  Attractive  community. 

Family  Practice— Northeastern  sector  of  the  state.  Conven- 
ient to  Boston  and  Rhode  Island.  Associate  type  arrange- 
ment possible  with  physician  presently  in  practice. 

Family  Practice— Community  search  committee  wishes  to  con- 
tact interested  physicians.  Northwestern  part  of  the  state. 
Richard  N.  Collins,  M.D.,  The  Sharon  Clinic,  Sharon,  Con- 
necticut 06069. 

Primary  Physicians  Needed— Northeast  corner  of  Connecticut 
covering  ten  town  area  of  60,000  people  needs  general  prac- 
tice and  specialty  physicians.  Lowest  per  capita  physician 
ratio  in  Connecticut.  Attractive  residential  environment,  ex- 
cellent schools.  190  bed  modern  hospital  primary  care  facility 
for  the  ten  towns  also  needs  salaried  emergency  room  physi- 
cians. Doctors  office  building  next  to  hospital  presently  un- 
der construction  has  office  space  available  that  can  be  built 
to  incoming  physician’s  specifications.  Write  Dr.  John  Meyer, 
Chairman  recruitment  committee,  or  administrator  William 
J.  Derevlany,  Day  Kimball  Hospital,  320  Pomfret  Street,  Put- 
nam, Connecticut  06260,  or  call  collect  203-928-6541. 

General  Practice,  Internal  Medicine— Needed  in  town  of  Tor- 
rington. 200  bed  hospital.  50  physicians,  over  50,000  popula- 
tion. Contact  Joseph  F.  J.  Curi,  M.D.,  Chairman  of  Search 
Committee,  Charlotte  Hungerford  Hospital,  Torrington,  Con- 
necticut 06790.  203-482-0441. 

General  Practice  and  Internal  Medicine— Both  for  solo  and 
hospital  based  practice.  Medium  sized,  north  central  com- 
munity. Community  hospital.  Needed  immediately. 

General  Medicine  and  Internal  Medicine— Northwestern  Con- 
necticut community  seeking  to  attract  practitioners.  Associate 
type  practice  possible. 


Industrial  Medicine— Internist  needed  for  large  Connecticul 
employer.  Contact:  R.  J.  Leonard,  M.D.,  Medical  Supervisor, 
Pratt  & Whitney  Aircraft,  East  Hartford,  Connecticut  06108. 

Institutional  Positions— Two  physicians  needed  for  vacancies 
at  the  Blue  Hills  Hospital,  State  Drug  and  Alcohol  Rehabili- 
tation Center.  Contact:  Donald  Pet,  M.D.,  51  Coventry  Street, 
Hartford,  Connecticut. 

Internist— Four  man  group  in  Fairfield,  Connecticut,  in 
search  for  an  associate.  Send  resume  to  the  Physician  Place- 
ment Service. 

Internist— General  medicine.  To  join  young  internist  in 
growing  practice.  Early  partnership.  New  London-Mystic 
area. 

Internist— Several  opportunities  with  the  State  of  Connec- 
ticut. Contact  John  J.  Crowley,  Personnel  Administrator,  79 
Elm  Street,  Hartford,  Connecticut  06115  or  Edmund  Beutsch, 
Veterans’  Home  and  Hospital,  Rocky  Hill,  Connecticut. 
Internist— Two  internists,  hospital  based,  seeking  expansion 
into  larger  group. 

Internist— Board  eligible  or  certified  New  office  complex. 
Multi-Specialty  coverage.  Multi-specialty  coverage.  Covers 
Connecticut  and  Rhode  Island  area.  Anthony  Fusco,  M.D., 
Westerly  Medical  Center,  83  Beach  Street,  Westerly,  Rhode 
Island  02891.  (596-0174). 

Internist— To  join  three  man  group  in  New  Haven.  Excellent 
opportunity  for  beginning  physician.  Contact  Chapel  Medical 
Group,  1308  Chapel  Street,  New  Haven.  865-5111. 

Internist— Shore  community  only  a few  miles  from  New 
Haven.  Physician  will  assist  with  establishing  practice. 

Cardiologist— Board  certified  to  assume  active  practice  in 
greater  New  Haven  area. 

Internist— Board  certified  or  eligible  witli  interest  in  allergy, 
rheumatology  or  infectious  diseases  wanted  to  associate  with 
Grove  Hill  Clinic.  W.  T.  Livingston,  M.D.,  Grove  Hill 
Clinic,  New  Britain,  Connecticut. 

Internist— Third  physician  needed  for  internal  medical  prac- 
tice in  Hartford. 

Internist— Need  for  cardiologist  in  the  Waterbury  area. 

Internist— Preferably  Board  Certified  or  eligible,  for  chronic 
disease  and  cancer  hospital  having  sections  for  TB  in  adults 
and  children.  35  hr.  week,  11  paid  holidays,  sick  leave,  3 
weeks  vacation  after  one  year  of  service.  Salary  level:  $23,227- 
28,333.  Paid  health  insurance  and  minimum  charge  for  life 
insurance.  Apartment  available  for  physician  with  small  fam- 
ily. Write  Medical  Director,  Uncas-on-Thames  Hospital,  Nor- 
wich, Connecticut  06360. 

Internist— Associate  needed  to  join  two  other  internists  in 
soulhern  Fairfield  County.  Conveniently  located.  Community 
hospitals  in  the  vicinity. 

Internist— Medium  sized  Berkshire  Hills  Community  in 
northwest  Connecticut  within  easy  access  to  Hartford,  New 
York,  Boston.  Modern  85  bed  hospital  with  new  coronary 
intensive  care  unit.  Academic  affiliations  available.  Oppor- 
tunities available  with  another  ABIM  certified  specialist  for 
multi-specialty  group  practice  to  provide  guaranteed  free 
time.  Initial  competive  subsidy. 
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Internist  or  Family  Practitioner— Needed  for  the  Groton- 
New  London  area.  Possible  association  with  another  practi- 
tioner. 

Primary  Physician  needed  for  the  town  of  Stonington.  Coastal 
location.  Town  search  committee:  James  M.  Spellman,  Ston- 
ington, Connecticut. 

Ophthalmologist— Four  vacancies.  Each  in  the  larger  cities 
of  Connecticut.  Immediate  opportunities. 

Otolaryngologist— Associate  needed  to  join  two  other  phy- 
sicians in  an  urban  area  in  central  Connecticut. 

Otolaryngologist— Central  Litchfield  County  in  search  for 
specialist. 

Pathologist— Small  community  hospital  in  the  greater  New 
Haven  area. 

Pediatrics— Suburb  of  New  Haven.  Physician  in  search  of 
associate. 

Pediatrician— Send  resume  to  Administrator,  Day  Kimball 
Hospital,  Putnam,  Connecticut.  Search  committee  wishes  to 
attract  physicians. 

Pediatrics— Needed  for  growing  community  in  the  central 
Connecticut  area.  Small  community  hospital.  Search  Com- 
mittee willing  to  assist  with  the  establishing  of  a practice. 

Pediatrics— Third  pediatrician  needed  to  join  two  young 
Board  certified.  Fellows  of  AAP,  eastern  part  of  the  state. 
Large,  general  pediatrics  practice.  Good  first  year  salary  with 
corporate  benefits  and  full  partnership  after  two  years. 

Pediatrics— Additional  coverage  needed  in  the  New  London 
area. 

Psychiatrists— Needed  for  state  facility.  Write  Superintendent, 
Norwich  Hospital,  Norwich,  Connecticut  06360. 

Psychiatrists— Openings  in  mental  hospitals  and  mental 
health  clinics  under  the  auspices  of  the  State  of  Connecticut. 
Write  Personnel  Administrator,  Department  of  Mental 
Health,  90  Washington  Street,  Hartford. 

Psychiatrist— Attractive  suburban  community  north  of  Hart- 
ford has  opportunity  for  psychiatrist  in  professional  group- 
ing. 

Surgery— Thoracic  surgeon  who  will  do  general  surgery  or 
general  surgeon  with  thoracic  subspecialty.  Central  Connecti- 
cut. Conveniently  located  between  Hartford  and  New  Haven. 
Medium  sized  community. 

Family  Practice— Associate  leading  to  full  partnership,  needed 
by  young  family  practitioner  in  Fairfield  County,  Connect- 
icut; excellent  schools;  400  bed  hospital  located  nearby;  send 
curricula  vitae  to  CSMS. 

Child  Psychiatrist— Chief  administrator  of  small,  inner-city 
child  guidance  center  with  core  staff  of  many  disciplines— 
$25,598-$30,974.  All  State  benefits  provided  Write:  C.  Launi, 
Connecticut  Department  of  Mental  Health,  90  Washington 
Street,  Hartford,  Connecticut  06115.  203-566-5237. 

Director  of  Environmental  Health— Physician  needed  to  be 
liaison  between  home  office  of  insurance  company  and  in- 
dustrial clients.  Industrial  experience  as  physician  required. 
To  make  recommendations  on  how  to  improve  industrial 
environment  and  lower  insurance  rates. 


Meeting  Notices 


The  information  on  this  “notices”  page  is  offered 
as  a service  of  all  specialty  groups  and  allied  health 
agencies  in  order  to  publicize  continuing  medical 
education  programs  available  to  subscribers.  The 
deadline  for  publication  in  Connecticut  Medicine 
is  six  weeks  before  the  month  of  issue.  Send  copy 
to:  Connecticut  State  Medical  Society,  160  St. 
Ronan  Street,  New  Haven,  Connecticut  06511. 

GENERAL 

September,  1972-May,  1973 

6:00  p.m.-8:15  p.m.— Every  Tuesday 

Basic  Science  Related  to  Clinical  Medicine 

Lawrence  and  Memorial  Hospitals 
New  London,  Connecticut 
Contact:  Edward  Gipstein,  M.D. 

Director  of  Medical  Education 

April  24,  25,  26,  1973 

181st  Annual  Meeting  of  the  Connecticut  State 
Medical  Society 
Theme:  Gastroenterology 
Hartford  Hilton,  Hartford 


Drug  Prescribing  And  Use 
In  An  American  Community 

(Ann.  Intern.  Med.,  76:537,  1972).  A substantial 
proportion  of  drugs  prescribed  in  an  entire  com- 
munity were  psychotropic  agents  that  either  sedate 
or  stimulate.  These  psychotropic  drugs  accounted 
for  17  percent  of  all  prescriptions  with  almost  13 
percent  of  all  patients  receiving  one  of  these  agents 
through  a doctor’s  prescription. 

The  amphetamines  were  the  eighth  most  fre- 
quently dispensed  class  of  drugs  with  almost  3 per- 
cent of  all  patients  who  received  a prescription  be- 
ing given  an  amphetamine. 

The  general  impression  that  there  is  a high  rate 
of  psychotropic  drug  use  in  the  United  States  was 
substantiated  in  this  community  study.  Of  course, 
digitalis  is  one-quarter  of  all  drugs  prescribed. 
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Special  Article 


Physicians  With  Psychiatric  Disorders, 
Including  Alcoholism  and  Drug  Dependence 

Report  Of  The  Board  Of  Trustees  Of  The  AMA 


This  report  was  adopted  by  the  A.M.A.  House 
of  Delegates  at  its  November  1972  meeting  in  Cin- 
cinnati in  response  to  a 1970  resolution  by  the 
Connecticut  State  Medical  Society  requesting  that 
the  AMA  “issue  guidelines  regarding  the  methods 
with  which  to  deal  with  the  problems  of  physicians 
suffering  from  various  forms  of  psychiatric  dis- 
orders, including  those  manifested  by  dependence 
on  drugs  and  alcohol,  in  order  to  provide  all  safe- 
guards for  both  the  patient  and  the  physicians.” 
Accountability  to  the  public,  through  assurance 
of  competent  care  to  patients  by  physicians  and 
other  health  professionals,  is  a paramount  responsi- 
bility of  organized  medicine. 

Occasionally  such  accountability  is  jeopardized 
by  physicians  whose  functioning  has  been  impaired 
by  psychiatric  disorders,  including  alcoholism  and 
drug  dependence.  An  equally  important  issue, 
along  with  accountability,  is  the  effective  treatment 
and  rehabilitation  of  the  physician-patient  so  that 
he  can  be  restored  to  a productive  and  useful  life. 

A sampling  of  Boards  of  Medical  Examiners  and 
other  sources  reveals  a significant  problem  in  this 
area.  Also  indicative  of  the  problem,  as  well  as  of 
the  difficulty  that  organized  medicine  has  in  coping 
with  it,  are  the  numerous  requests  for  guidance  re- 
ceived by  the  American  Medical  Association. 

The  Council  on  Mental  Health  makes  the  follow- 
ing observations  and  recommendations: 

1— It  is  a physician’s  ethical  responsibility  to  take 
cognizance  of  a colleague’s  inability  to  practice  med- 
icine adequately  by  reason  of  physical  or  menttd 
illness,  including  alcoholism  or  drug  dependence. 

Ideally,  the  affected  physician  himself  should  seek 
help  when  these  difficulties  arise.  Often,  however, 
he  is  unable  or  unwilling  to  recognize  that  a prob- 
lem exists.  When  exhortations  by  family  and  friends 
are  ineffective  and  when  the  physician  is  unable 
to  make  a rational  assessment  of  his  ability  to  func- 
tion professionally,  it  becomes  essentially  the  re- 
sponsibility of  his  colleagues  to  make  that  assess- 


ment for  him,  and  to  advise  him  as  to  whether  he 
should  obtain  treatment  and  curtail  or  suspend  his 
practice. 

In  carrying  out  this  task,  advising  physicians 
should  begin  with  informal  talks  and  proceed  to 
more  formalized  approaches  only  as  necessary  and 
according  to  this  sequence: 

(a)  Discussion  of  the  problem  with  other  physi- 
cians who  are  in  close  working  relationship  with 
the  affected  physician,  to  the  end  that  they  will 
exert  their  influence  in  a positive  and  beneficial 
manner. 

(b)  Referral  of  the  problem  to  the  medical  staff 
of  the  hospital  on  which  the  affected  physician 
serves. 

(c)  Referral  of  the  problem  to  a specific  com- 
mittee of  the  state  or  county  medical  society  if  the 
physician  is  not  a member  of  a hospital  staff,  or  if 
the  staff  is  unable  or  unwilling  to  act.  This  com- 
mittee should  be  one  created  exclusively  for  this 
purpose,  not  an  existing  committee  such  as  an 
ethics  or  grievance  committee.  Its  function  should 
be  to  determine  whether  the  physician  is  suffering 
from  a disorder  to  a degree  that  interferes  with  his 
capacity  to  practice  medicine.  The  committee 
should  be  composed  of,  or  should  constitute  for 
this  purpose  a panel  of,  examining  physicians  in- 
cluding but  not  limited  to  psychiatrists  and  neuro- 
logists. In  carrying  out  its  function,  the  committee 
should  be  guided  by  procedures  worked  out  by  the 
state  or  county  society  that  are  appropriate  to  the 
local  situation. 

(d)  Referral  of  the  problem  to  the  appropriate 
licensing  body  in  the  state  if  the  physician  is  not 
a medical  society  member,  or  if  the  medical  society 
is  unable  or  unwilling  to  act.  The  licensing  body 
should  have  a committee  comparable  to  the  one 
established  by  the  medical  society. 

2— Physicians’  wives  can  be  valuable  assets  in  ef- 
forts to  bring  their  husbands  into  treatment.  They 
should  become  as  fully  informed  as  the  society’s 
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membership  regarding  the  overall  issue  and  the 
medical  society’s  approach  to  it.  The  Woman’s 
Auxiliary  should  be  asked  to  take  an  active  part 
in  this  educational  program. 

3—  The  AMA’s  General  Counsel  Office  should  be 
requested  to  draw  up  a model  law  that  deals  with 
physicians  who  have  such  problems,  and  to  dis- 
seminate this  model  to  state  and  county  medical 
societies  for  legislative  action  in  their  jurisdictions. 

4—  Educational  programs  should  be  developed  for 
the  medical  student  and  the  physician  in  training, 
emphasizing  their  high  vulnerability  to  psychiatric 
disorders,  alcoholism  and  drug  dependence. 

Scope  of  the  Problem  Among  Physicians 

The  literature  since  at  least  the  mid-1950’s  reveals 
numerous  studies  of  drug  problems  among  physi- 
cians, several  of  which  will  be  cited  here.  The  num- 
ber of  physicians  reported  in  each  study  is  small 
but  the  findings  are  consistent. 

In  1964,  Modlin  and  Montes  noted  that  estimates 
of  the  incidence  of  narcotic  addiction  in  physicians 
varies  from  30  to  100  times  that  in  the  general 
population,  and  they  classified  it  as  an  occupational 
hazard.1  They  found  that  narcotics  addiction  ordi- 
narily depends  on  three  conditions:  (1)  a predispos- 
ing personality;  (2)  the  availablity  of  narcotics;  (3) 
a set  of  circumstances  which  brings  (1)  and  (2) 
together.  They  further  noted  that  the  majority  of 
the  30  physicians  studied  consistently  denied  serious 
addictive  difficulties  and  shared  the  illusion  that 
they  could  stop  using  drugs  at  any  time  they  wished. 
Reports  from  the  United  States,  England,  Germany, 
Holland  and  France  indicate  that  of  the  known 
drug  addicts,  about  15%  are  physicians  and  that 
an  additional  15%  are  members  of  the  paramedical 
professions  of  nursing  and  pharmacy. 

In  1969  Vaillant  and  others  reported  a prospec- 
tive study  carried  out  over  a 20-year  period  which 
showed  that  a group  of  45  physicians  took  more 
tranquilizers,  sedatives  and  stimulants  than  90 
matched  controls.2  As  college  sophomores  both 
groups  had  been  selected  for  the  study  because  of 
better  than  average  physical  and  psychological 
health.  The  physicians  drank  alcoholic  beverages 
and  smoked  cigarettes  to  the  same  extent  as  the 
controls. 

Reporting  later  on  a similar  control  study,  Vail- 
lant and  others  noted  that  physicians,  especially 
those  who  treat  patients,  were  more  likely  than  non- 
physicians to  be  involved  in  heavy  drug  and  alcohol 
use  and  relatively  poor  marriages.  The  presence  of 
these  so-called  “occupational  hazards,”  however,  ap- 
pear strongly  associated  with  life  adjustments  be- 


fore medical  school,  and  those  physicians  who  had 
the  least  stable  childhood  and  adolescent  adjust- 
ments seemed  to  be  especially  vulnerable  to  these 
hazards.3 

Figures  obtained  from  three  state  Boards  of  Med- 
ical Examiners,  presented  below  in  tabular  form, 
show  the  jJercentage  of  the  total  of  actively  practic- 
ing physicians  in  each  state  subject  to  disciplinary 
action  for  alcohol,  drug  dependence  and  mental 
disorders  for  the  period  of  study  noted— e.g.,  in  11 
years,  nearly  2%  of  Arizona’s  physicians  came  be- 
fore the  Board  for  disciplinary  actions  because  of 
drug  dependence;  in  10  years  a like  proportion  of 
Oregon  physicians;  and  in  about  6 years,  almost 
1%  of  Connecticut  physicians. 


Average 

Annual 

Active 

Registration  Alcoholism 

Drug 

Dependence 

Other 

Mental 

Disorders 

Arizona 
( 1 1 years) 

1627 

3.2% 

1-7  % 

1.3% 

Connecticut 
(6+  years) 

4682 

NA 

0.9% 

NA 

Oregon 
(10  years) 

2388 

2.3% 

2.0% 

0.9% 

Thus,  in  just  a decade,  140  drug  dependent 
physicians  have  been  brought  before  their  discipli- 
nary bodies  in  3 of  the  smaller  states,  with  an  equal 
number  of  physicians  appearing  for  alcoholism  and 
a smaller,  but  significant,  number  for  other  mental 
illness. 

In  1958  the  California  State  Board  of  Medical 
Examiners  estimated  that  at  some  point  in  their 
careers  1%  to  2%  of  the  doctors  in  that  state 
abused  narcotics.  Currently  this  Board  handles  125 
disciplinary  cases  a year,  well  over  half  of  them 
involving  narcotics. 

Apart  from  the  cases  of  alcohol  and  drug  de- 
pendence which  come  before  disciplinary  bodies 
with  relatively  high  frequency,  there  are,  as  in  the 
general  population,  other  less  visible  diagnostic  en- 
tities of  mental  disorders  occurring  with,  perhaps, 
greater  frequency  among  physicians.  Specific  studies 
of  the  epidemiology  of  mental  disorder  in  physi- 
cians are  few,  but  Duffy,  in  a 1967  survey  of  physi- 
cians treated  at  the  Mayo  Clinic,  found  the  follow- 
ing diagnoses  in  order  of  prevalence:  affective  psy- 
chosis, psychoneurosis,  schizophrenia,  personality 
disorder,  and  organic  brain  syndrome.4’5 

The  psychotic  reactions,  without  question,  impair 
the  ill  physician’s  judgment  and  ability  to  practice, 
and  a psvchoneurosis  or  a personality  disorder  of 
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sufficient  degree  can  constitute  a similar  risk  to  the 
safety  of  the  patient. 

Suicide  is  generally  accepted  to  be  one  of  the 
major  behavioral  consequences  of  mental  illness. 
Demographic  data  were  compiled  on  249  physicians 
listed  as  suicides  in  the  JAMA  obituary  columns 
from  May  1965  to  November  1967.  Suicides  exceed- 
ed the  combined  deaths  from  automobile  accidents, 
plane  crashes,  drowning  and  homicide.  In  addition, 
56  deaths  were  reported  as  possible  suicides.  The 
total  of  all  these  violent  deaths  is  534,  or  over  5% 
of  all  the  physicians’  deaths  during  that  period. 

The  mean  suicidal  age  was  49,  at  or  near  the 
usual  productive  peak  for  a physician.  Abuse  of 
alcohol  or  drugs  was  an  important  factor  in  two- 
fifths  of  the  cases  and  depressive  illness  was  very 
common.  Medical  specialty  was  a significant  vari- 
able: Suicide  ranged  from  a low  of  .01%  of  pedia- 
tricians to  a high  of  .06%  of  psychiatrists.6 

The  approximately  100  physicians  who  commit 
suicide  annually  equal  the  size  of  the  average  med- 
ical school  graduating  class. 

The  comments  of  two  widows  of  physician  sui- 
cides were: 

“I  sought  a colleague  but  for  reasons  of  his 
own,  he  would  not  try.  Could  there  be  a board 
or  group  of  doctors  to  whom  a wife  can  turn?” 
and 

“If  it  were  possible  to  have  a telephone  num- 
ber available  to  persons  in  remote  areas  as  this, 
and  trained  personnel  who  would  help,  sui- 
cides such  as  his  could  be  prevented.  This  was 
such  a waste!”8 

No  information  could  be  found  on  the  incidence 
of  organic  brain  syndromes  among  physicians;  but 
no  county  medical  society  can  disclaim  knowledge 
of  this  slowly  developing  and  chronic  type  of  dis- 
order in  one  or  a few  of  its  members,  usually  asso- 
j ciated  with  advanced  age  or  gradual  impairment 
of  cerebral  blood  supply.  Watchful  colleagues  can 
usually  protect  the  patients  concerned  but  even- 
tually a crisis  develops  because  of  a major  omission 
‘ or  commission,  an  improper  prescription  or  dosage, 
or  a frank  error  in  practice  judgment.  Acute  or- 
ganic disorders,  as  with  psychotic  illness,  may  cause 
a rapid  change  in  physician  behavior  that  is  less 
amenable  to  controlling  intervention  by  one’s  fel- 
lows. 

Programs  by  State  Medical  Societies 
Threat  of  suspension  or  revocation  of  the  license 
to  prescribe  narcotics  or  the  license  to  practice 
medicine  may,  in  some  cases,  be  an  incentive  toward 
rehabilitation  or  a deterrent  against  drug  abuse. 


In  many  other  cases,  however,  it  may  mitigate 
against  the  physician  admitting  to  himself  or  to 
others  that  he  has  a problem. 

A letter  to  the  Council,  quoted  here  in  part,  is 
illustrative: 

“I  am  a member  of  your  association  and  I 
should  greatly  appreciate  any  information  re- 
lating to  the  all-too-common  problem  of  physi- 
cians becoming  addicted  to  narcotics. 

“As  can  be  surmised  I had  such  a problem 
myself  for  one  year  and  have  been  free  of  drug 
abuse  for  six  months.  The  wrath  incurred  shall 
be  many  years  in  subsiding,  however.  I found 
much  help  from  a few  M.D.’s  who  (themselves) 
had  overcome  such  a problem— really  more 
help  than  from  psychiatrists,  who  tend  to 
categorize  the  physician  with  the  street-dwell- 
ing heroin  pushers.  I spent  a month  at  the 
Federal  Narcotics  Hospital  at  Fort  Worth, 
Texas,  and  I found  I barely  spoke  the  same 
language. 

“One  of  the  many  things  to  be  warned 
against  is  the  insidiousness  of  onset  and  the 
inevitable  denial  which  follows— especially  with 
the  most  commonly  used  drug,  meperidine.” 
Another  physician,  a drug-dependent  pediatri- 
cian, writing  in  Medical  World  News,  July  1,  1966, 
“What  It’s  Like  to  Be  a Doctor-Addict,”  stated: 

“I  am  that  common  but  rarely  mentioned 
problem,  the  clrug-addict  doctor.  Depending 
on  whom  you  talk  to,  I am  an  amoral  bum,  an 
ill-used  and  tragic  figure,  an  embarrassing  sta- 
tistic, a blameless  sick  man,  or  a disgrace  to 
the  profession. 

“Actually  I am  none  of  these  things  or  per- 
haps a little  bit  of  all  of  them,  but  eight  years 
of  fighting  the  problem  have  made  one  thing 
cliscouragingly  clear:  the  most  enlightened 

medical  profession  that  civilization  has  ever 
known,  in  the  wealthiest  country  in  history, 
doesn’t  know  how  to  treat  me,  and  really 
doesn’t  want  to  know.  The  profession  that  has 
for  generations  battled  to  keep  the  govern- 
ment from  intervening  between  the  doctor  and 
his  patient  is  content  to  let  a federal  tax  agency 
tell  it  what  to  prescribe  for  me.” 

The  Council  sent  a letter  to  all  state  medical  soci- 
ety executives  noting  its  interest  in  drug  dependent, 
alcoholic  and  psychiatricially  disordered  physicians 
and  inquiring  as  to  whether  any  state  or  county 
medical  society  had  established  an  outstanding 
and  effective  program  for  handling  the  difficult  and 
serious  problem  of  such  physicians.  Of  54  states 
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canvassed,  37  responded.  Nineteen  percent  of  the 
respondents  indicated  that  there  is  an  active  com- 
mittee at  the  state  level  charged  with  the  problem, 
and  that  the  state  either  has,  or  has  pending,  a 
“sick  doctor  statute.”  Another  19%  reported  no 
active  program  but  indicated  that  either  something 
was  pending  in  this  area  or  that  they  had  been 
stimulated  into  initiating  action  on  the  basis  of 
the  letter  of  inquiry.  The  remaining  respondents 
— 62%— stated  there  was  no  county  or  state  program 
directed  at  such  a problem  and  3 went  so  far  as  to 
deny  vehemently  that  any  such  problems  even 
existed  in  their  states.  It  could  be  surmised  that 
among  the  non-respondents— almost  one  third  of 
the  total  number  of  state  associations— there  is  an 
indifference  about  these  problems,  or  a denial  of 
their  existence. 

The  San  Francisco  Medical  Society  has  activated 
an  advisory  committee  for  physicians.  Its  purpose 
is  “to  serve  physicians  who  have  emotional  prob- 
lems. Other  physicians  may  contact  the  committee 
when  they  feel  that  a colleague  is  in  need  of  its 
help.  The  physician  in  question  will  then  be  con- 
tacted, confidentially,  in  an  effort  to  help  him  un- 
derstand his  problem.” 

A similar  group  in  Oregon  (Friends  of  Medicine), 
with  both  physicians  and  lay  members  and  with 
somewhat  broader  goals,  has  evolved  outside  the 
structure  of  organized  medicine,  feeling  that  the 
group  is  more  effective  and  more  acceptable  to  the 
sick  doctor  if  it  is  not  under  the  aegis  of  a medical 
association  or  a Board  of  Medical  Examiners. 

The  "Sick  Doctor  Statute" 

The  pioneering  effort  in  the  development  of  a 
“sick  doctor  statute”  came  in  the  1969  Florida 
legislature  which  revised  grounds  for  professional 
discipline  under  the  medical  practice  act  of  that 
state  to  protect  the  public  further  against  the  in- 
competent or  unqualified  practice  of  medicine.7 
(See  Appendix  A) 

A similar  “sick  doctor  statute”  became  law  in 
Texas  in  1971.  Prior  to  the  passage  of  this  legisla- 
tion in  these  two  states,  as  in  most  states  still,  the 
ground  for  disciplining  a practitioner  of  the  heal- 
ing arts  were  all  perdicated  on  his  commission  of 
misconduct  on  one  or  more  of  a variety  of  specified 
grounds,  provided  that  fault  could  be  proved 
against  the  practitioner.  In  most  states,  even  though 
a physician’s  fitness  or  ability  to  practice  may  be 
substandard,  there  is  no  violation  of  the  applicable 
medical  practice  act  unless  his  alleged  misconduct 
violates  a specified  standard  of  behavior.  Such  a law 
leaves  a board  of  medical  examiners  impotent  in  its 


desire  to  protect  the  public  against  a physician’s  in- 
competence or  inability  to  practice  medicine  unless 
the  physician  has  also  committed  an  act  predicated 
upon  fault.  Many  state  laws  have  a provision  auto- 
matically suspending  a physician’s  license  if  he  is 
adjudged  mentally  incompetent  or  is  committed  for 
psychiatric  care  but,  as  is  well  known,  such  a last 
resort  legal  action  rarely  occurs  in  the  case  of  a 
physician-patient. 

The  “sick  doctor  statute”  defines  the  inability 
of  a physician  to  practice  medicine  with  reasonable 
skill  and  safety  to  his  patients,  due  to  one  or  more 
enumerated  illnesses.  It  eliminates  the  need  to 
allege  or  prove  that  a physician’s  clinical  judgment 
was  actually  impaired  or  that  he  actually  injured  a 
patient.  The  defined  inability  can  be  the  result  of 
organic  illness,  mental  or  emotional  disorders,  de- 
terioration through  the  aging  process,  or  loss  of 
motor  skill.  Further,  the  inability  can  arise  from 
excessive  use  or  abuse  of  narcotics,  drugs  and 
chemicals,  alcohol  or  similar  types  of  material. 

The  act  provides  that,  prior  to  board  action 
against  a physician,  there  must  be  probable  cause 
of  his  inability  to  practice  medicine  with  reasonable 
skill  and  safety  to  his  patients.  The  intent  of  this 
provision  is  to  protect  physicians  from  harrassment 
by  capricious  accusations. 

If  probable  cause  is  shown,  the  physician  is  re- 
quired to  submit  to  diagnostic  mental  or  physical 
examinations.  He  has  given  implied  consent  for 
such  examination,  under  this  statute,  by  utilizing 
his  license  to  practice  or  by  registering  his  license 
annually.  The  doctrine  of  implied  consent  is  fur- 
ther used  in  the  law  to  remove  privileged  com- 
munications which  ordinarily  exists  between  physi- 
cians and  patient.  A physician  so  ordered  to  ex- 
amination waives  this  legal  privilege,  thus  making 
available  to  the  administrative  trial  the  examiners’ 
consultation,  diagnostic  tests  and  testimony. 

The  accused  physician  has  the  right  to  receive 
copies  of  the  examining  physicians’  reports  and 
diagnosis  and  there  is  provision  for  his  taking  the 
deposition  of  his  examiners.  Further,  his  own  med- 
ical expert  may  present  testimony. 

Following  the  hearing,  if  the  board  determines 
that  there  is  indeed  an  inability  to  practice,  it  may 
actively  suspend  the  license  or  may  suspend  the 
license  and  place  the  physician  on  probation.  The 
board  may  compel  a physician  to  seek  therapy  from 
a physician  designated  by  the  board  or  it  may 
restrict  his  areas  of  practice  to  those  in  which  he  is 
still  felt  to  be  competent. 

Suspension  of  licensure  privileges  is  specified  to 
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be  only  for  the  duration  of  impairment  and  the 
sick  doctor  is  guaranteed  the  opportunity  to  dem- 
onstrate to  the  Board  that  his  licensure  should  be 
reinstated  when  he  is  competent  to  practice  again. 

A further  provision,  again  protecting  the  ill 
physician,  is  the  guarantee  that  neither  the  record 
of  the  proceedings  nor  any  unfavorable  order  en- 
tered against  him  can  be  used  against  him  in  any 
other  legal  proceeding  such  as  a malpractice  action, 
a divorce  proceeding,  or  a suit  to  challenge  his 
testamentary  capacity. 

During  the  first  year  following  its  enactment  in 
Florida,  the  statute  was  most  frequently  used  for 
physicians  manifesting  incompetency  due  to  exces- 
sive use  of  drugs  or  alcohol.  These  are  the  most 
common  disciplinary  problems  coming  before  med- 
ical boards. 

A departure  from  the  usual  centralized  Medical 
Examining  Board  approach  is  to  be  found  in  the 
Medical  Practice  Act  of  the  State  of  Delaware. 
About  12  years  ago,  there  was  created  in  each 
Delaware  county  a Medical  Censor  Committee  con- 
sisting of  3 members  of  the  county  medical  society, 
appointed  by  the  Medical  Council  or  Board  from 
a list  submitted  by  the  medical  society.  The  powers 
delegated  to  these  committees  include  those  of  sub- 
poena and  discipline  of  the  alleged  offender,  sub- 
ject only  to  the  approval  of  the  Medical  Council. 
It  seems  doubtful  that  this  decentralization,  though 
closer  to  a peer-review  mechanism,  would  be  en- 
tirely desirable,  since  it  places  considerable  power 
in  the  hands  of  individuals  who  might  be  quite 
inexperienced  in  such  matters,  however  well  they 
might  know  the  alleged  miscreant. 

A desirable  feature  for  inclusion  in  the  Medical 
Practice  Act  of  all  states  is  to  be  found  in  the 
existing  codes  of  Arizona  and  Virginia.  In  each  of 
these  jurisdictions  it  is  mandatory  that  any  licensed 
physician  report  to  the  Board  of  Medical  Ex- 
aminers any  information  that  he  may  acquire  which 
tends  to  show  that  any  physician  may  be  unable 
to  safely  engage  in  the  practice  of  medicine.  It  also 
provides  for  civil  immunity  under  the  law  for  any 
physician  so  reporting  in  good  faith. 

In  cases  of  drug  dependent  physicians,  all  state 
boards  of  medical  examiners  would  be  wise  to  fol- 
low a supervised  rehabilitation  program  of  suffi- 
cient duration  to  give  the  physician  every  oppor- 
tunity to  remain  drug-free.  Representative  of  a 
number  of  state  boards  pursuing  such  a course  is 
California.  A former  member  of  the  Board,  Dr. 
William  F.  Quinn,  states: 

“We’ve  found  that  rehabilitation  is  facil- 


itated by  allowing  the  doctor  to  practice  med- 
icine. So,  with  first  offenders,  the  Board  takes 
away  the  doctor’s  narcotics  stamp  and  revokes 
his  license,  but  places  a stay  of  execution  of 
the  revocation.  The  sword  of  revocation  hang- 
ing over  him  is  very  effective,  much  more  so 
than  the  seemingly  more  charitable  approach 
of  issuing  warnings  and  reprimands  for  first 
offenders.  The  temptation  to  return  to  drugs 
is  just  too  strong  for  a doctor  to  resist  testing 
the  Board.” 

Following  a second  offense,  Doctor  Quinn  noted, 
85%  of  the  violators  have  their  licenses  immediate- 
ly suspended  or  revoked.  A recent  study  by  the 
California  Board  of  100  physicians  on  probation 
for  abuse  of  narcotics  showed  rehabilitation  to  be 
successful  in  85  of  these  probationers.  Of  the  re- 
mainder, 10  returned  to  use  of  drugs  and  five  com- 
mitted suicide.  (Hospital  Physician,  October  1970). 

The  Undergraduate  Problem 

Of  particular  concern  for  the  future  are  the  in- 
cidence of  use  of,  and  the  attitude  toward,  psy- 
chotropic substances  among  medical  students  and 
physicians-in-training.  These  young  men  and  wom- 
en progress  into  the  area  of  total,  unsupervised  re- 
sponsibility for  patient  care— where  impeccable 
judgment  and  unclouded  thinking  are  the  primary 
bulwarks  protecting  them  from  malpractice. 

As  stated  by  the  AMA  Committee  on  Alcoholism 
and  Drug  Dependence,  “because  physicians  are  ac- 
cessible to  most  types  of  dangerous  drugs  and  be- 
cause they  often  work  under  sustained  pressure 
which  may  enhance  the  seeking  of  drugs  for  relief, 
physicians  appear  to  be  a high  risk  population  in 
terms  of  exposure  to  drug  abuse.  This  potential 
should  be  clearly  recognized  by  medical  students 
and  their  should  be  opportunities  in  the  curriculum 
for  them  to  explore  their  personal  posture  with 
respect  to  drug  use  and,  if  desirable,  its  impact  on 
their  role  as  therapists.” 

Medical  students  also  should  have  opportunities 
to  discuss  these  matters  in  confidence  with  appro- 
priate experienced  physicians. 

Conclusion 

Given  a “sick  doctor,”  the  preparation  of  guide- 
lines to  assist  organized  medicine  to  deal  with  the 
problem  first  requires  delineation  of  boundaries 
of  responsibility. 

First  and  foremost,  we  must  re-emphasize  that 
our  primary  responsibility  is  to  insure  safe,  com- 
petent care  to  the  patient  population  affected.  Par- 
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allel  to  this  concern  is  the  welfare  of  the  ill  physi- 
cian, his  family  and  his  colleagues. 

We  should  remember  that,  presuming  mental 
competence  of  the  physician-patient,  he  is  first  in 
the  hierarchy  of  responsibility.  As  with  the  lay  pa- 
tient, the  drug  dependent  or  alcoholic  physician 
must  recognize  that  he  has  some  degree  of  mental 
disorder  and  communicate  with  a competent  source 
of  assistance;  he  must  voice  his  chief  complaint  and 
seek  help. 

Our  combined  experience  in  such  situations  is 
often  disappointing  as  we  meet  denial,  lack  of  in- 
sight, avoidance  of  medical  assistance,  and  outright 
minimization  of  the  problem.  Therefore,  an  ele- 
ment of  coercion  is  often  necessary.  The  family  is 
more  often  than  not  ineffectual  in  exerting  pres- 
sure, which  must  then  come  from  some  other 
source. 

Peer  referral  for  help  usually  reveals  an  en- 
trenched “conspiracy  of  silence.”  Physicians  strong- 
ly resist  recognition  of  the  fact  that  any  of  their 
number  can  become  ill. 

This  unwillingness  to  speak  out  should  be 
abandoned  by  members  of  hospital  staffs  and  other 
colleagues  of  the  ill  practitioner,  substituting,  per- 
haps, a “conspiracy  of  constructive  compassion.” 

The  Council  on  Mental  Health  has  therefore 
recommended  the  following  referral  pattern:  if  the 
individual  physician  cannot  be  persuaded  informal- 
ly to  seek  help,  the  problem  should  be  taken  up  by 
the  medical  staff  of  the  hospital;  if  that  avenue  is 
not  feasible,  a specially  designated  committee  of 
the  state  or  county  medical  society  should  be  con- 
sulted; if  the  medical  society  is  unable  or  unwilling 
to  act,  the  matter  should  be  referred  to  the  appro- 
priate licensing  body  in  the  state. 
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Appendix  A 

FLORIDA  MEDICAL  PRACTICE  ACT  458.1201 

(1)  (n)  Being  unable  to  practice  medicine  with 
reasonable  skill  and  safety  to  patients  by  reason  of 
illness,  drunkenness,  excessive  use  of  drugs,  nar- 
cotics, chemicals,  or  any  other  type  of  material  or 
as  a result  of  any  mental  or  physical  condition.  In 
enforcing  this  paragraph  the  board  shall,  upon 
probable  cause,  have  authority  to  compel  a physi- 
cian to  submit  to  a mental  or  physical  examination 
by  physicians  designated  by  it.  Failure  of  a physi- 
cian to  submit  to  such  examination  when  directed 
shall  constitute  an  admission  of  the  allegations 
against  him  unless  the  failure  was  due  to  circum- 
stances beyond  his  control,  consequent  upon  which 
a default  and  final  order  may  be  entered  without 
the  taking  of  testimony  or  presentation  of  evidence. 
A physician  affected  under  this  paragraph  shall  at 
reasonable  intervals  be  afforded  an  opportunity  to 
demonstrate  that  he  can  resume  the  competent 
practice  of  medicine  with  reasonable  skill  and  safety 
to  patients. 

(2)  (a)  For  the  purpose  of  subsection  (1)  (n),  every 
physician  licensed  under  this  chapter  who  shall  ac- 
cept the  privilege  to  practice  medicine  in  this  state 
shall,  by  so  practicing  or  by  the  making  and  filing 
of  annual  registration  to  practice  medicine  in  this 
state,  be  deemed  to  have  given  his  consent  to  sub- 
mit to  a mental  or  physical  examination  when  di- 
rected in  writing  by  the  Board  and  further  to  have 
waived  all  objections  to  the  admissibility  of  the 
examining  physicians’  testimony  or  examination  re- 
ports on  the  ground  the  same  constitutes  a privi- 
leged communication; 

(b)  in  any  proceeding  under  sub  section  (1)  (n), 
neither  the  record  of  proceedings  nor  the  orders  en- 
tered by  the  Board  shall  be  used  against  a physi- 
cian in  any  other  proceeding. 

(3)  (a)  when  the  Board  finds  any  person  un- 
qualified or  guilty  of  any  of  the  grounds  set  forth 
in  sub  section  (1),  it  may  enter  an  order  enclosing 
one  or  more  of  the  following: 

I.  denying  his  application  for  a license; 

II.  permanently  withhold  issuance  of  a license; 

III.  administer  a public  or  private  reprimand; 

IV.  suspend  or  limit  or  restrict  his  license  to 
practice  medicine  for  a period  of  5 years; 

V.  revoke  his  license  to  practice  medicine; 

VI.  requiring  him  to  submit  to  the  care,  coun- 
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riaminic  Syrup... the  orange  medicine  from  Dorsey 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Therapeutically,  used  as  an  adjunctto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
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• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin'®  brand  Polymyxin  B Suit 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 r 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolat 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packi 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


seling,  or  treatment  of  physicians  desig- 
nated by  the  Board; 

VII.  in  conjunction  with  any  of  the  foregoing 
the  Board  may  make  a finding  of  guilt  but 
suspend  imposition  of  judgment  and  pen- 
alty, or  it  may  impose  the  judgment  and 
penalty  but  suspend  a portion  thereof  to 
place  the  physician  on  probation,  which 


probationary  order  may  be  vacated  upon 
non-compliance. 

(IV)  at  the  same  level  as  (III)  in  its  expres- 
sion, the  Board  may  restore  and  reissue  a 
license  to  practice  medicine,  but,  as  a con- 
dition thereof,  may  impose  any  disciplinary 
or  corrective  measures  which  we  find  orig- 
inally proposed. 
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GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $250.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

ARTHUR  W.  EADE,  Insurance 

ALLENBY  H.  AYR 

160  St.  Roman  Street,  New  Haven,  Connecticut  06511 
TELEPHONE  787-5947 
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RADIOLOGY 
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The  Solitary  Lucency  in  Bone 


A 15  year  old  Black  male,  born  and  raised  in  this 
country,  presented  to  The  Stamford  Hospital  with 
right  shoulder  pain  of  two  weeks  duration.  His 
pain  progressed  until  he  had  difficulty  moving  his 
right  shoulder.  Past  history  revealed  no  trauma  or 
recent  skin  infection.  Physical  examination  revealed 
temperature  101°F.  The  right  shoulder  was  slight- 
ly swollen  and  tender  around  the  joint.  Complete 
i blood  count  was  normal  with  a normal  differential 
jwhite  count  and  a sedimentation  rate  of  53.  Serol- 
|ogy,  blood  culture  and  sickle  cell  preparations  were 
negative. 

Radiographs:  Plain  films  and  tomograms  show 
a large  eccentric  lucent  lesion  located  in  the  meta- 
physis  of  the  right  humerus.  The  lesion  is  larger 
than  it  is  wide,  measuring  3.5  X 1.5cm.  No  sclerotic 
reaction  or  rim  surrounds  the  area  but  the  lesion 
is  clearly  marginated.  Cortex  is  broken  through  in 
the  periphery  and  a mild  smooth  periosteal  new 
bone  formation  is  seen. 

Differential  Diagnosis:  Three  categories  of  dis- 
ease must  be  considered;  histiocytosis,  tumor,  either 
primary  or  secondary,  and  infection. 

Eosinophilic  granuloma  of  bone  is  part  of  the 
broader  category  of  disease  known  as  histiocytosis. 
Most  patients  with  eosinophilic  granuloma  are 
younger  than  20  years  of  age  and  one  third  of  pa- 
tients have  more  than  one  lesion.  The  lesion  in  the 
long  bone  usually  involves  the  diaphysis  and/or 
metaphysis  and  begins  by  expanding  the  medul- 
lary cavity.  The  cortical  margin  is  irregular  and 
scalloped  and  some  cases  show  periosteal  new  bone 
formation.  Cortical  breakthrough  is  very  unusual. 
This  boy’s  lesion  does  not  appear  to  have  begun 
in  the  medullary  cavity  and  does  show  broken 
cortex. 


Figure  1 

AP  view  of  the  right  shoulder  shows  a sharply  marginated 
lucency  in  the  metaphysis  of  the  right  humerus  with  cortical 
breakthrough  and  thin  periosteal  new  bone  formation. 

Among  the  most  lucent  benign  bone  tumors  are 
chondroblastoma,  chonclromyxoid  fibroma  and 
giant  cell  tumors.  Chondroblastoma  is  usually  seen 
between  10  and  13  years  of  age  but  is  an  epiphyseal 
tumor.  The  end  of  the  humerus  is  a favorite  site. 
Since  the  greater  tuberosity  has  an  epiphyseal 
origin,  a lesion  in  this  region  could  appear  to  arise 
from  the  metaphysis  and  yet  be  a chondroblastoma. 
Such  cartilage  tumors  show  some  mottled  calcifica- 
tions. Giant  cell  tumors  are  usually  seen  in  patients 
older  than  20  after  fusion  of  the  epiphysis  and 
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is  a primary  epiphyseal  tumor.  They  do  extend 
into  the  diaphysis.  The  lesion  rarely  calcifies  and 
may  break  through  the  cortex.  Aneurysmal  bone 
cyst  and  solitary  bone  cyst  usually  are  trabeculated 
and  show  ballooning  of  the  cortex.  Benign  osteo- 
blastoma is  a rare  tumor  and  is  usually  located  in 
the  vertebral  column.  It  has  mottled  central  cal- 
cification. Chondromyxoid  fibroma  is  most  fre- 
quently seen  in  the  second  and  third  decade  of 
life.  The  lesion  mostly  occurs  in  the  long  bones. 
Pain  is  an  important  and  common  presenting  com- 
plaint. The  lesion  is  usually  small  and  eccentric  and 
is  found  in  the  metaphysis  abutting  on  the  epiphy- 
seal cartilage.  The  center  is  very  lucent,  the  cortex 
is  very  thin  and  expanded,  and  the  tumor  usually 
does  not  break  through  cortex.  Because  of  the  loca- 
tion and  description,  one  must  consider  this  type 
of  tumor  in  this  15  year  old  boy. 

Malignant  tumors  to  be  considered  would  in- 
clude metastatic  disease,  malignant  giant  cell  tu- 
mors, Ewing’s  sarcoma  and  osteogenic  sarcoma.  All 
of  these  are  unlikely  because  of  the  smooth  appear- 
ance of  the  cortex  and  the  lack  of  florid  periosteal 
new  bone  formation.  The  only  disquieting  finding 
in  this  patient  is  cortical  breakthrough. 

Finally,  it  is  well  known  that  70  to  80  per  cent 
of  osteomyelitis  occurs  in  childhood.  Long  bones 
and  especially  the  metaphysis  of  long  bones  are  the 
most  rapid  sites  of  bony  growth  and  these  areas  are 
the  most  frequent  sites  of  osteomyelitis.  Indolent, 
slowly  progressing  osteomyelitis  develops  into  an 
abscess.  In  a child,  the  nutrient  artery  supplies 


blood  to  the  inner  surface  of  the  cortex  and  the 
very  vascular  metaphysis.  The  multiple  end  capil- 
lary loops  serving  the  growth  plates  have  sluggish 
blood  How  and  serve  as  a good  medium  for  infec- 
tion. In  children,  the  epiphysis  is  protected  by  the 
epiphyseal  growth  plate  and  infection  usually 
spreads  laterally.  In  infants  below  1 year  of  age, 
some  capillaries  still  perforate  the  growth  plate  and 
infection  spreads  rapidly  into  the  epiphysis.  In  the 
adult,  since  the  growth  cartilage  is  resorbed,  an- 
astomosis between  metaphysis  and  epiphysis  makes 
spread  to  the  joint  space  easier. 

The  radiographic  differential  in  the  order  most 
likely  would  be: 

1)  Osteomyelitis  with  abscess 

2)  Chondromyxoid  fibroma 

3)  Eosinophilic  granuloma 

4)  Malignancy— osteogenic-sarcoma 

At  surgery,  an  abscess  was  drained  of  6 cc  of 
thick  creamy  yellow  pus  containing  staphylococcus 
aureus,  coaglase  positive. 
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Hippocrates,  Galen,  Avicenna  — 
how  would  they 
practice  medicine  today? 


More  than  likely  they  would  be  in  group 
practice.  Leaders  in  medicine  then,  they 
would  again  be  leaders  today.  And  the 
chances  are  they  would  strongly  favor 
practicing  in  an  environment  that  repre- 
sents a wide  scope  of  medical  expertise 
under  one  roof.  And  what  a team  they 
would  make! 

But  who  would  be  their  administrative  team 
mate  — the  one  that  does  the  billing,  insur- 
ance forms,  keeps  management  records, 


makes  sure  about  collections,  and  prepares 
the  much  needed  management  reports? 
We’d  like  to  think  it  would  be  us  ...  to 
make  an  even  better  team.  More  efficient. 
Better  collections.  Complete  control. 

A better  group  practice. 

What  we’ve  got  to  offer  is  simply  today’s 
most  advanced  and  most  compatible  busi- 
ness system  for  medical  groups.  If  you’d 
like  us  to  demonstrate  what  we  can  do  for 
you,  just  call. 
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Nutrition  And  Health  Education 


Today  is  the  day  of  “Health  Education”  brought 
about  primarily  by  the  drug  problem.  Because  of 
this  “health  problem”  three  sub-committees  of  the 
Connecticut  Advisory  School  Health  Council  have 
been  working  for  four  years  assessing  the  type  of 
health  education  given  in  Connecticut  schools. 
They  have  submitted  reports  to  the  Commissioners 
of  Education,  Health,  and  Mental  Health.  One 
committee  reported  the  need  for  more  health  edu- 
cation in  our  teacher  training  colleges;  another 
committee  found  the  school  lunch  program  not  al- 
ways being  used  properly  by  the  students,  and  the 
third  committee  explored  avenues  of  in-service 
training  for  teachers. 

This  committee  contends  that  health  education 
in  our  schools— presenting  facts,  concepts,  and  at- 
titudes with  the  goal  of  influencing  behavior— is  in- 
tended to  supplement  the  training  of  home  and 
other  agencies.  However,  it  was  found  in  workshops 
with  teachers  on  education,  family  life  education, 
and  mental  health  education  that  these  are  areas 
in  which  teachers  feel  insecure.  Their  insecurity 
revolves  around  1)  curriculum  content,  2)  teaching 
methodology,  and  3)  personal  attitudes. 

The  problem  is  to  provide  learning  experience 
for  teachers  where  they  can  express  or  deal  with 
their  own  health  attitudes  and  where  they  can  re- 
ceive information  on  a continuing  basis,  and  where 
they  can  develop  and  share  methods  for  teaching 
this  new  information  with,  hopefully,  improved 
personal  attitudes.  The  approach  recommended 
throughout  is  that  of  comprehensive  health  educa- 
tion at  all  grade  levels  in  an  integrated  sequential 
curriculum.  This  means  that  while  separate  topics 
will  be  covered,  they  always  be  related  to  a total 
health  curriculum  which  progresses  from  grade  to 


grade,  appropriate  to  the  child’s  learning  capacity, 
interests,  and  psycho-social  development  level.  This 
approach  means  that  inservice  training  must  be 
made  available  to  various  kinds  of  staff  at  different 
grade  levels  and  orientation  for  superintendents 
and  principals  to  insure  adequate  support  in  terms 
of  time,  materials,  and  emphasis  for  the  classroom 
teacher  in  the  face  of  competing  areas  of  study  and 
possible  opposition  from  ill-informed  members  of 
the  community.  In  school  systems  where  health 
aides  are  employed  it  is  important  that  they  be 
oriented  and  sensitized  to  good  health  attitudes 
and  sound  principles  of  health  education.  Team 
teaching  is  recommended  as  an  efficient  use  of 
teacher  skills  and  interests. 

Evidently  other  New  England  states  have  similar 
health  education  problems,  and  one  of  the  results 
of  these  problems  has  been  that  the  Connecticut 
State  Department  of  Education  through  its  director 
of  child  nutrition  programs  cooperated  in  the  pro- 
duction, with  directors  of  child  nutrition  programs 
of  the  other  New  England  states  and  Harvard  Uni- 
versity’s Nutrition  Department,  of  a television 
series  on  nutrition.  The  E.T.V.  projection  consists 
of  ten  thirty-minute  programs,  a study  guide,  and 
weekly  quizzes  on  food  and  nutrition.  The  course 
stresses  the  importance  of  improving  the  diets  of 
children  and  youth  and  the  nutritional  require- 
ments for  optimal  growth  and  development. 

This  television  series,  FOOD  FOR  YOUTH, 
Boston  Station  WGBH,  will  begin  on  January  29th, 
1973.  It  may  be  viewred  on  Mondays  from  3-3:30 
p.m.,  Tuesdays  from  6:30-7  p.m.,  and  again  on 
Wednesdays  from  3-3:30  p.m.  The  series  will  go 
on  for  ten  consecutive  w’eeks. 

T.  Sylvia  Katz  (Mrs.  Dewey  Katz) 
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In  Memoriam 


Beall,  Neil  P.,  Western  Reserve  Medical  School, 
1940.  Dr.  Beall  was  a practicing  physician  in  the 
New  Haven  area  since  1955.  He  was  a veteran  of 
World  War  II,  having  served  as  a commander  in 
the  U.S.  Navy.  He  was  a member  of  the  New  Haven 
County  Medical  Association,  The  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Beall  died  November  1,  1972,  at  the  aee 
of  57. 

Bizzoco,  Dominick,  University  of  Bologna,  Italy, 
1951.  Dr.  Bizzoco  was  a gynecologist  in  the  Hart- 
ford area  since  1951.  He  was  head  physician  of  the 
Alcohol  and  Drug  Dependency  Division  of  the  De- 
partment of  Mental  Health,  and  a resident  physi- 
cian at  Charlotte  Hungerford  Hospital,  Torrington, 
and  Lawrence  and  Memorial  Hospital,  New  Lon- 
don. He  also  served  on  the  obstetrical-gynecology 
staff  of  St.  Francis  Hospital.  Dr.  Bizzoco  died  De- 
cember 11,  1972,  at  the  age  of  49. 

Diecidue,  Alfonso,  Loyola  Medical  School,  1947. 
Dr.  Diecidue  was  a plastic  surgeon  in  the  Fairfield 
area  since  1953.  He  was  president  of  the  medical 
staff  of  Park  City  Hospital,  and  vice  president  of 
the  Bridgeport  Medical  Society.  He  was  a member 
of  the  Fairfield  County  Medical  Association,  The 
Connecticut  State  Medical  Society  and  the  Amer- 
ican Medical  Association.  Dr.  Diecidue  died  Decem- 
ber 8,  1972,  at  the  age  of  51. 

Griggs,  John  B.,  Yale  Medical  School,  1926.  Dr. 
Griggs  was  a pediatrician  in  the  Hartford  area 
since  1929.  He  was  former  chief  of  the  Hartford 
Hospital  Pediatrics  Department  and  former  state 
chairman  in  the  American  Academy  of  Pediatrics. 
He  was  a member  of  the  Hartford  County  Medical 
Association,  The  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Griggs 
died  December  3,  1972,  at  the  age  of  73. 

Gulino,  Angelo,  Tufts  University  Medical  School, 
1931.  Dr.  Gulino  was  a proctologist  in  the  New 
London  area  since  1932,  where  he  participated  in 
many  civic  affairs.  At  the  time  of  his  death,  Dr. 
Gulino  was  a member  of  the  staff  of  Backus  Hos- 
pital. He  was  a member  of  the  New  London  Coun- 
ty Medical  Association,  The  Connecticut  State  Med- 
ical Society  and  the  American  Medical  Association. 
Dr.  Gulino  died  November  7,  1972,  at  the  age  of  68. 


Kraszewski,  Henry  W.,  Tufts  University,  1938.  Dr. 
Kraszewski  was  an  internist  in  the  Hartford  area 
since  1940.  He  was  a past  president  of  the  medical 
staffs  of  both  New  Britain  General  Hospital  and 
New  Britain  Memorial  Hospital,  and  was  a past 
president  of  the  New  Britain  Medical  Association. 
He  was  a member  of  the  Hartford  County  Medical 
Association,  The  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Kras- 
zewski died  November  27,  1972,  at  the  age  of  62. 

Luby,  Thomas  J.,  McGill  Medical  School,  1914.  Dr. 
Luby  was  an  orthopedist  before  his  retirement  sev- 
eral years  ago.  He  was  president  of  the  Staff  of  St. 
Francis’  Hospital  in  Hartford  in  1950,  and  presi- 
dent of  the  Hartford  Medical  Society  1953-54.  He 
was  a member  of  the  Hartford  County  Medical 
Association,  The  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Luby 
died  November  4,  1972,  at  the  age  of  82. 

Stamm,  Richard  A.,  Ohio  State  Medical  School, 
1955.  Dr.  Stamm  was  a practicing  psychiatrist  in 
the  Fairfield  area  since  1962.  He  was  a member  of 
the  Norwalk  Hospital  staff,  an  assistant  professor 
of  clinical  psychiatry  at  Yale  and  a past  president 
of  the  Fairfield-Litchfield  chapter  of  the  Connect- 
icut Psychiatric  Society.  He  was  a member  of  the 
Fairfield  County  Medical  Association,  The  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Stamm  died  November  17, 
1972,  at  the  age  of  45. 

Veal,  William  T.,  Jefferson  Medical  School,  1912. 
Dr.  Veal  was  a general  practitioner  in  the  New 
London  area  since  1917  until  his  retirement  a year 
ago.  He  was  a member  of  the  New  London  County 
Medical  Association,  The  Connecticut  State  Med- 
ical Society  and  the  American  Medical  Association. 
Dr.  Veal  died  in  Oxnard,  California,  at  the  age  of 
83. 


9,500  Grafts  of  Kidney 
Performed  to  Date 

A world  total  of  9,500  kidney  transplants  have 
been  carried  out  to  date,  the  European  Dialysis 
and  Transplant  Association  said  recently  at  its 
ninth  congress  in  Florence,  Italy. 

About  2,800  transplants  have  been  carried  out 
in  Europe,  witli  a survival  rate  well  over  50  per 
cent,  it  said,  adding  that  the  rate  is  nearly  60  per 
cent  in  the  United  States. 

Some  patients  have  already  passed  the  10-year 
survival  mark,  the  association  noted. 
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MANUSCRIPTS 

Manuscripts,  including  references  or  bibliography,  must 
be  typewritten,  double-spaced  on  firm  white  paper  814  x 
11  inches  with  adequate  margins.  The  original  copy,  not 
the  carbon  copy  should  be  submitted.  Carbon  copies  or 
single  spaced  manuscripts  will  not  be  considered.  Author- 
ity for  approval  of  all  contributions  rests  with  the  Editor 
and  he  reserves  the  right  to  edit  any  material  submitted. 
Receipt  of  manuscripts  will  be  acknowledged  and  unused 
manuscripts  returned.  Accepted  manuscripts  become  the 
permanent  property  of  the  Journal  and  may  not  be  re- 
printed elsewhere  without  permission  from  both  the 
author  and  Connecticut  Medicine.  The  author  is  respon- 
sible for  all  statements  made  in  his  work,  including 
changes  made  by  the  copy  editor. 

Material  printed  in  Connecticut  Medicine  is  covered  by 
copyright.  No  part  of  this  periodical  may  be  reproduced 
without  the  consent  of  Connecticut  Medicine. 

The  Journal  does  not  hold  itself  responsible  for  state- 
ments made  by  any  contributor. 

STYLE 

The  first  page  should  list  title,  the  (author  or  authors), 
degrees,  hospital  positions  and  any  institutional  or  other 
credits.  References  should  conform  to  the  usual  style  of 
the  Journal.  The  following  minimum  data  should  be 
typed  double  space:  names  and  initials  of  all  authors, 
complete  title  of  the  article  cited,  name  of  journal,  vol- 
ume number,  first  and  last  page  numbers,  and  year  of 
publication.  All  references  must  be  cited  in  the  text.  They 
should  be  arranged  according  to  the  order  of  citation,  and 
not  alphabetically.  All  references  must  be  numbered  con- 
secutively. The  number  should  be  limited  to  the  absolute 
minimum.  Personal  communications  and  unpublished 
data  should  not  be  included. 

LENGTH  OF  ARTICLES 

Ordinary  articles  should  not  exceed  2,500  words  (ap- 
proximately 3 printed  pages).  Under  exceptional  circum- 
stances only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUSTRATIONS 

Illustrations  should  be  numbered  consecutively  and  in- 
dicated in  the  text.  The  number,  indication  of  the  top, 
and  the  author’s  name  should  be  attached  to  the  back  of 
each  illustration.  Legend  should  be  typed,  numbered,  and 
attached  to  each  illustration  as  well  as  typed  on  a separate 
sheet.  Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  (preferably  India  ink)  on 
white  paper.  For  half  tones,  glossy  photographs  should  be 
submitted.  Connecticut  Medicine  will  pay  the  cost  of 
printing  two  cuts  accompanying  manuscripts  submitted 
for  publication.  The  cost  of  printing  more  than  two  cuts 
must  be  paid  for  by  the  author. 

DEADLINES 

Material  other  than  original  articles  should  be  received 
not  later  than  the  1st  of  the  month  two  months  PRE- 
CEDING date  of  issue. 

LETTERS  -TO  -T  HE  -ED  ITOR , N EWS 

The  Editor  welcomes  and  will  consider  for  publication 
letters  containing  information  of  interest  to  Connecticut 
physicians,  or  presenting  constructive  comment.  Letters 
intended  for  publication  should  be  marked  “for  publica- 
tion.” We  shall  be  glad  to  know  the  name  of  the  sender 
in  every  instance. 

News  items  and  marked  copies  of  newspapers  containing 
matters  of  interest  to  physicians  are  also  welcome. 

REPRINTS 

Reprint  orders  should  be  returned  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript.  The  Journal  does  not  stock  reprints  of 
the  articles  published.  Requests  for  individual  reprints 
should  be  sent  to  the  author. 

Communications  should  be  addressed  to  J.  Alfred  Fabro, 
M.D.,  Editor,  Connecticut  Medicine,  160  St.  Ronan  Street, 
New  Haven,  Conn.  06511.  Telephone  (203)  865-0587. 
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U-100  Iletm  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 

U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


nDC  2**354 
10  cc 
REGUL** 

ILETltf 

SSK*  , 

)00  UN®*, 


3Su, 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
for  Half  a Century 


SEMUf* 

ILETIK, 

sssj 

prompt  , 

lOOUNtB* 


I0ce. 

nph  , 
iletin 

ISQPWf* 

100 


Additional  information 
available  to  the  profession  on  request. 


PLAN  TO  ATTEND  181st  ANNUAL  MEETING 
APRIL  24,  25,  26,  1 973— HARTFORD  HILTON  HOTEL,  HARTFORD 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


181st  ANNUAL  MEETING 
CONNECTICUT  STATE  MEDICAL  SOCIETY 


Hartford  Hilton  Hotel 
10  Ford  Street,  Hartford,  Connecticut 

April  24,  25,  26,  1973 

PRELIMINARY  PROGRAM 
TUESDAY,  APRIL  24 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
TERRACE  ROOM  MEZZANINE 

Presiding:  Kenneth  F.  Brandon,  Hartford,  Connecticut,  Speaker  of  the  House 

Timothy  F.  Nolan,  Greenwich,  Connecticut,  Vice-Speaker  of  the 
House 

The  1973  Annual  Meeting  of  the  House  of  Delegates  is  scheduled  to  be  held 
in  the  Terrace  Room  of  the  Hartford  Hilton  Hotel,  Hartford,  on  Tuesday,  April 
24,  commencing  at  8:30  A.M.  Following  luncheon,  the  House  will  reconvene  to 
complete  its  business. 


ROUND  TABLE  DISCUSSIONS 

Members  of  the  Society  are  invited  and  encouraged  to  participate  in  the 
Round  Table  Discussion  or  “Learning  Panels”.  Four  of  these  panels  will  be 
held  on  Wednesday,  April  25,  and  four  on  Thursday,  April,  26.  The  subject, 
time  and  place  for  each  is  published  in  the  Program  that  follows.  The  respective 
“Learning  Panels”  will  be  chaired  by  experienced  physicians  who  will  lead  their 
groups,  of  not  more  than  15  participants,  through  in-depth  examination  of  the 
topics  assigned.  Active  participation  in  the  group  discussion  will  be  limited  to 
members  who  have  pre-registered.  (Registration  Forms  will  be  mailed  to  mem- 
bers with  the  Program  of  the  meeting).  Members  who  have  not  pre-registered 
will  be  welcome  to  attend  the  Panels  as  observers  only,  within  the  limits  of 
available  seating  capacity. 
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WEDNESDAY,  APRIL  25 
SCIENTIFIC  PROGRAM 


MORNING  SESSION 

8:30  Registration— Mezzanine 

ROUND  TABLE  DISCUSSIONS 

8:45-10:00  Fourth  Floor  in  Rooms  Designated 
Nutrition— Room  412 

Martin  H.  Floch,  Norwalk,  Connecticut 
Functional  GI  Disease— Room  416 

Stewart  P.  Seigle,  Hartford,  Connecticut 
Hepatitis— Viral  and  Drug— Room  420 

Robert  L.  Scheig,  New  Haven,  Connecticut 
Alcoholic  Liver  Disease— Room  424 

Marc  J.  Taylor,  Southbury,  Connecticut 
10:00  Intermission  to  Visit  Exhibits 

TERRACE  ROOM 

10:25  Opening  Remarks 

Howard  Levine,  New  Britain,  Connecticut;  Chairman,  CSMS  Com- 
mittee on  Program  of  Scientific  Assembly 

Presiding:  Robert  L.  Scheig,  New  Haven,  Connecticut 
10:30  Diagnostic  Procedures  for  Diseases  of  Liver  and  Pancreas 
Frank  L.  Iber,  Boston,  Massachusetts 
11:10  Bile  Salts  and  the  GI  Tract 

Martin  Carey,  Boston,  Massachusetts 
11:50  Panel  Discussion 

Moderator:  Robert  L.  Scheig 
Panelists:  Frank  L.  Iber,  Martin  Carey 
12:30  Intermission  to  Visit  Exhibits 
1:00  Luncheon— Cities  Rooms 

AFTERNOON  SESSION 
TERRACE  ROOM 

Presiding:  Howard  M.  Spiro,  New  Haven,  Connecticut 

MULTIDISCIPLINARY  APPROACH  TO  GI  BLEEDING 
2:00  Endoscopy 

Eddy  D.  Palmer,  Long  Valley,  New  Jersey 
2:40  Angiography 

Stanley  Baum,  Boston,  Massachusetts 
3:20  Panel  Discussion 

Moderator:  Howard  M.  Spiro 
Panelists:  Eddy  D.  Palmer,  Stanley  Baum, 

C.  Elton  Cahow,  New  Haven 
3:30  Intermission  to  Vist  Exhibits 
Section  Meetings 

EVENING  PROGRAM 
6:15  Reception— Mezzanine 

7:00  Annual  Dinner  of  the  Society— Terrace  Room 
Inauguration  of  the  President 
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THURSDAY,  APRIL  26 
SCIENTIFIC  PROGRAM 

MORNING  SESSION 

8:30  Registration— Mezzanine 

ROUND  TABLE  DISCUSSIONS 

8:45-10:00  Fourth  Floor  in  Rooms  Designated 

Hyperalimentation— Room  412 

Lawrence  K.  Pickett,  New  Haven,  Connecticut 

Common  Pediatrics  GI  Problems— Room  416 
Joyce  D.  Gryboski,  New  Haven,  Connecticut 

Problems  of  Portal  Hypertension— Room  420 

Woodrow  W.  Lindenmuth,  New  Haven,  Connecticut 

Management  of  Relapsing  Pancreatitis— Room  424 
James  H.  Foster,  Hartford,  Connecticut 

10:00  Intermission  to  Visit  Exhibits 

TERRACE  ROOM 

Presiding:  Robert  S.  Rosson,  Hartford,  Connecticut 

INFLAMMATORY  BOWEL  DISEASE 

10:30  Medical  Aspects 

David  B.  Sachar,  New  York,  N.Y. 

11:10  Radiographic  Aspects 

Richard  H.  Marshak,  New  York,  N.Y. 

11:50  Surgical  Aspects 

Malcolm  C.  Veidenheimer,  Boston,  Massachusetts 

12:30  Intermission  to  Visit  Exhibits 
1:00  Luncheon— Cities  Rooms 

AFTERNOON  SESSION 
TERRACE  ROOM 
PROGRAM  ARRANGED  WITH 

CONNECTICUT  SOCIETY  OF  AMERICAN  BOARD  SURGEONS 
Presiding:  Robert  J.  Touloukian,  New  Haven,  Connecticut 

ISCHEMIC  BOWEL  DISEASE 

2 : 00  Medical  Aspects 

Howard  M.  Spiro,  New  Haven,  Connecticut 
2:20  Radiographic  Aspects 

Solomon  S.  Schwartz,  New  Haven,  Connecticut 
2:40  Surgical  Aspects 

Arthur  B.  Voorhees,  Jr.,  New  York,  N.Y. 

3:00  Discussion— Questions  and  Answers 
3:30  Intermission  to  Visit  Exhibits 

Section  Meetings 
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The  first  malpractice  case  on  record  in  the  United 
States  occurred  in  1794.  In  the  period  of  1800-1900  a 
total  of  212  suits  are  on  record,  and  only  3,000  more  are 
recorded  in  the  first  half  of  the  20th  century.  Since  that 
time  malpractice  suits  have  been  increasing  with  accelera- 
ting speed,  have  doubled  in  the  last  ten  years,  and  the 
cost  per  claim  has  gone  iqr  sixfold.  Consequently,  the 
cost  of  malpractice  insurance  has  risen  in  a geometrical 
fashion.  Malpractice  claims  and  suits  against  physicians 
has  threatened  to  reach  a stage  of  crisis,  of  such  propor- 
tions as  to  call  for  the  first  Congressional  investigation  of 
the  subject  in  history,  and  has  led  to  the  appointment  of  a person  in  the  De- 
partment of  Health,  Education  and  Welfare  to  deal  with  the  problems  involved. 
There  are  many  reasons  for  this  rapid  escalation,  some  of  which  are  of  our  own 
doing.  The  delegation  by  the  physician  of  some  of  his  duties  to  paramedical 
personnel  or  nurses  sometimes  triggers  a claim.  The  “busy  doctor”  syndrome  con- 
tributes to  the  number  of  claims.  The  highly  developed  skills  of  modern  physi- 
cians which  now  make  it  possible  to  treat  many  diseases  and  conditions  which 
formerly  were  untreatable,  can  also  lead  to  a malpractice  suit,  since  the  tech- 
niques involved  are  sometimes  inherently  hazardous  and  complex  and  give  rise 
to  increased  possibilities  of  error,  mishap  and  injury.  Extremely  important 
causes  of  the  increase  in  malpractice  suits  are  the  contingency  fee,  (which  the 
legal  profession  will  defend  to  the  death),  Res  Ipsa  Loquitur,  (the  thing  speaks 
for  itself),  and  the  inadequacy  of  courts  to  accurately  assess  the  scientific  aspects 
of  the  practice  of  medicine 

At  a time  when  there  is  great  concern  over  the  rising  cost  of  health  care,  the 
increasing  numbers  of  malpractice  suits,  and  the  threat  of  such  suits  must  be 
seriously  considered  as  a contributing  factor,  not  merely  because  the  higher  cost 
of  malpractice  insurance  will  be  passed  on  to  the  public,  but  more  importantly 
because  of  the  tendency  to  practice  defensive  medicine  which  the  danger  of  a 
malpractice  suit  encourages.  Unnecessary  protective  consultations,  laboratory 
tests  and  X-ray  examinations  are  ordered  to  protect  against  a threat  of  a mal- 
practice suit,  real  or  imagined.  It  would  be  difficult  to  distinguish  between  good 
medical  practice  and  running  scared,  but  the  latter  must  play  a significant  role, 
and  to  that  extent  help  boost  the  cost  of  health  care  ever  higher.  There  is  no 
doubt  that  the  diminishing  image  of  the  physician  which  has  resulted  from  the 
unwarranted  attacks  by  the  mass  media,  and  the  forces  that  tend  to  decrease 
the  ideal  richness  of  the  doctor-patient  relationship  are  important  elements  in 
the  picture. 

Several  different  approaches  to  the  whole  problem  are  being  tried  across 
the  country,  from  screening  panels  to  arbitration  panels.  We,  in  Connecticut, 
as  a result  of  our  CSMS  professional  liability  program,  have  set  up  panels  to 
hear  the  evidence  in  pending  malpractice  claims,  and  to  advise  the  insurance 
carrier  on  the  merits  of  the  case,  whether  it  does  in  fact  involve  malpractice 
or  negligence,  or  merely  an  unfortunate  outcome  with  no  blame  involved.  It 
is  hoped  that  this  panel  system  will  help  control  the  malpractice  crisis  and  will 
serve  not  only  an  educational  function,  but  will  identify  those  who,  for  what- 
ever reason  are  suit  prone. 

David  A.  Grendon,  M.D. 

President 
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Foreword 


It  is  a pleasure  to  introduce  these  papers  from  the  Annual  Winter  Meeting 
of  the  Connecticut  Society  of  American  Board  Surgeons  held  in  Darien  on 
December  8,  1971.  They  reflect  current  problems  concerning  surgeons,  individ- 
ually and  collectively,  throughout  this  country.  Trauma  is  at  last  receiving 
proper  attention  as  a major  public  health  problem.  The  consolidation  of  knowl- 
edge being  brought  to  bear  on  critical  surgical  illness  at  the  extremes  of  age  is 
apparent.  Less  invasive,  yet  highly  effective  diagnostic  and  therapeutic  methods 
continue  to  be  introduced  as  a result  of  improving  technology.  Peer  review, 
continuing  professional  education,  and  utilization  of  medical  facilities  are 
familiar  issues  to  all.  The  willingness  and  effectiveness  of  Connecticut  surgeons 
in  addressing  these  challenges  is  gratifying.  The  Society  again  expresses  its  ap- 
preciation to  Connecticut  Medicine  for  this  publication. 

Gerald  O.  Strauch,  M.D.,  Guest  Editor 
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Retroperitoneal  Iliac  Endarterectomy 

(A  Safe  Revascularization  Procedure  For  The 

Poor  Risk  Patient) 


H.  C.  Stansel,  Jr.,  M.D.,  John  Ogden,  M.D.  and  David  Shapiro,  M.D. 


The  elderly,  poor-risk  patient  with  unilateral, 
severe,  ischemic  vascular  disease  due  to  iliac  arterial 
occlusion,  often  associated  with  superficial  femoral 
artery  disease,  poses  a special  problem  to  the  vas- 
cular surgeon.  It  is  agreed  that  in  the  good  risk  pa- 
tient, the  standard  transabdominal  bifurcation  graft 
or  tire  aorto-iliac  endarterectomy1  yields  successful 
revascularization  in  the  vast  majority  of  patients. 
However,  transperitoneal  approaches  in  these  poor 
risk  patients  have  significant  morbidity  and  mor- 
tality, aird  for  this  reason  various  authors  have  ex- 
plored other  approaches. 

The  purpose  of  this  report  is  to  describe  the  tech- 
nique that  has  been  employed  by  the  author  over 
the  last  seven  years,  which  technique  has  the  ad- 
vantages of  utilizing  an  extraperitoneal  approach 
and  simultaneously  avoiding  the  use  of  long  sub- 
cutaneous grafting  procedures. 

Patient  population 

The  charts  of  all  patients  undergoing  retro- 
peritoneal iliofemoral  endarterectomy,  alone  or  in 
conjunction  with  femoropopliteal  bypass  grafting, 
from  1965  to  1971  were  reviewed.  Bilateral  pro- 
cedures were  considered  as  separate  operations.  A 
total  of  46  ilio-femoral  endarterectomies  were  re- 
viewed involving  41  different  patients,  five  of  whom 
underwent  bilateral  procedures.  The  average  age 
at  operation  was  57  years.  Every  patient  had  some 
complicating  multiple-system  disease,  and  many 
had  had  previous  abdominal  surgery.  All  patients 
were  considered  too  ill  to  undergo  elective  trans- 
abdominal surgery. 


DR.  H.  C.  STANSEL,  JR.,  Associate  Professor  of  Surgery, 
Department  of  Surgery,  Yale  University  School  of  Medicine 
and  the  Yale-New  Haven  Hospital,  New  Haven,  Conn. 

1)R.  JOHN  OGDEN,  Resident  in  Surgery,  Department  of 
Surgery,  Yale  University  School  of  Medicine  and  the  Yale- 
New  Haven  Hospital,  New  Haven,  Conn. 

DR.  DAVID  SHAPIRO,  Former  Resident  in  Surgery,  De- 
partment of  Surgery,  Yale  University  School  of  Medicine  and 
the  Yale-New  Haven  Hospital,  New  Haven,  Conn. 


Preoperative  evaluation 

All  patients  received  routine  laboratory,  electro- 
cardiographic and  radiographic  surveys,  and  special 
data  was  accumulated  as  indicated.  Physical  exam- 
ination included  careful  assessment  of  peripheral 
pulses  and  auscultation  for  bruits.  Note  was  made 
of  the  severity  of  symptoms,  esjrecially  worsening 
claudication,  presence  of  rest  jrain,  and  ulceration. 
These  objective  and  historical  points  were  most 
often  used  to  assess  the  success  of  the  procedure. 
Each  patient  underwent  arteriography  as  well.  De- 
pending  on  indications,  the  transaxillary  antegrade 
or  percutaneous  retrograde  femoral  route  was  used. 

Indications  for  surgery 

All  patients  who  underwent  retroperitoneal  ilio- 
femoral endarterectomy  had  evidence  of  disease  of 
the  iliac  vessels,  and  in  addition  15  patients  had 
evidence  of  superficial  femoral  artery  occlusion  with 
adequate  distal  runoff.  The  former  group  presented 
with  either  one,  or  a combination,  of  the  following 
signs  and  symptoms  indicating  impending  gangrene 
and  the  probable  need  for  amputation:  disabling 
claudication,  rest  pain  or  ulceration.  The  jrrocedure 
was  performed  in  the  latter  group  because  of  in- 
adequate proximal  flow  appreciated  at  the  time  of 
surgical  exploration  of  the  common  femoral  artery 
during  femoropopliteal  byjrass  with  autogenous 
saphenous  vein. 

Operative  technique 

The  common  femoral  artery  was  exposed  through 
a vertical  incision  extending  from  the  inguinal 
ligament  distally.  The  vessel  and  branches  were  dis- 
sected, and  careful  inspection  of  the  profunda 
femoris  artery  was  made.  If  this  vessel  was  found  to 
be  soft  and  patent  beyond  its  origin,  the  common 
and  external  iliac  arteries  were  then  approached 
retroperitoneally  through  an  incision  approximate- 
ly five  inches  in  length,  parallel  to  the  inguinal 
ligament  and  about  5 cm.  proximal  to  that  struc- 
ture. The  abdominal  muscles  were  split  in  the  di- 
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rection  of  their  fibers,  and  the  intact  peritoneum 
and  its  contents  retracted  medially.  The  common 
and  external  iliac  arteries  were  dissected  free  from 


Figure  1 

Illustration  demonstrating  the  skin  incisions  and  operative 
view  at  the  time  of  surgery. 

the  aortic  bifurcation  to  the  inguinal  ligament.  The 
patient  was  then  given  75  mg.  of  heparin  intraven- 
ously, proximal  and  distal  clamps  applied,  and 
through  three  arteriotomies  in  the  common  iliac, 
external  iliac  and  common  femoral  arteries,  con- 


ventional endarterectomy  was  performed.  When  all 
the  atheromatous  debris  had  been  removed  from 
the  aorta  to  the  profunda  femoris  artery,  the  arter- 
iotomies were  closed  with  lulling  5-0  arterial  silk 
sutures.  The  clamps  were  then  removed  to  restore 
flow  to  the  extremity.  The  patient  was  given  a 
neutralizing  dose  of  protamine  sulfate,  and  after 
hemostasis  was  achieved  the  incisions  were  closed 
anatomically  in  layers.  In  those  patients  in  whom 
autogenous  vein  femoro-popliteal  bypass  grafting 
was  combined  with  this  procedure,  the  proximal 
anastomosis  was  made  to  the  common  femoral 
arteriotomy  through  which  the  distal  endarterect- 
omy was  performed.  All  patients  were  given  pro- 
phylactic antibiotics  begun  the  day  prior  to  surgery 
and  continued  for  at  least  one  week.  Ambulation 
was  begun  24  hours  postoperatively. 

Results  and  analysis  of  failures 

Forty-one  of  the  46  procedures  were  successful  as 
determined  in  follow-up  by  disappearance  of  rest 
pain,  improvement  or  disappearance  of  claudica- 
tion, healing  of  ulcerations  and,  most  important, 
avoidance  of  amputation.  Five  patients  discussed 


Figure  2 

Pre-  and  postoperative  arteriograms  in  a 74-year-old  male  with  an  isolated  right  common  iliac  occlusion.  The  very 
proximal  portion  of  the  common  iliac  artery  was  not  cleared  because  of  severe  disease  in  the  aorta  and  fear  that  attempts 
to  do  so  might  interfere  with  flow  to  the  opposite  extremity. 
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below  required  amputation  because  of  failure  to 
achieve  adequate  flow  to  the  ischemic  limb. 

1.  D.Z.  underwent  arteriography  because  of  right 
sided  symptoms  two  years  after  successful  endar- 
terectomy on  the  left  ilio-femoral  vessels,  demon- 
starting patency  on  the  left  but  occlusion  on  the 
right.  Retroperitoneal  ilio-femoral  endarterectomy 
on  the  right  side,  however,  did  not  improve  peri- 
pheral circulation  and  below-knee  amputation  was 
required  in  the  immediate  postoperative  period. 

2.  H.M.  required  above-knee  amputation  three 
weeks  postoperatively.  This  patient,  who  was  re- 
cently convalescent  from  esophagogastrectomy  for 
carcinoma,  had  atrial  fibrillation  and  hypotension 
with  sudden  loss  of  ptdse  in  the  immediate  post- 
endarterectomy period.  Two  subsequent  thrombec- 
tomies were  not  successful  in  restoring  peripheral 
flow. 

3.  F.F.  with  severe  generalized  arteriosclerosis 
obliterans,  as  evidenced  by  myocardial  infarction 
and  cerebrovascular  accident  one  year  before  opera- 
tion, had  successful  endarterectomy  with  restora- 
tion of  femoral  pulse.  However,  because  of  prob- 
able small  vessel  thrombi  in  the  periphery,  sufficient 
circulation  to  maintain  viability  of  the  foot  was  not 
achieved,  and  he  eventually  came  to  amputation. 

4.  J.K.  was  a 48-year-olcl  chronic  alcoholic  who 
presented  with  a two  year  history  compatible  with 
Leriche  syndrome.  He  underwent  transaxillary 


aortography  and  developed  a cold  ischemic  right 
leg  immediately  following  the  procedure.  He  un- 
derwent retroperitoneal  ilio-femoral  endarterectomy 
but,  because  of  advanced  disease  involving  the  pro- 
funda femoris  artery,  adequate  runoff  was  never 
achieved,  and  thrombosis  of  the  endarterectomized 
segment  subsequently  occurred.  He  underwent 
above-knee  amputation  four  days  later. 

5.  R.K.  was  a 45-year-old  man  with  known  pul- 
monary and  abdominal  tuberculosis  admitted  with 
acute  onset  of  a numb,  cold  left  lower  extremity 
from  the  midthigh  down.  Aortography  showed 
complete  occlusion  of  the  left  external  iliac  artery 
at  its  origin  with  severe  occlusive  disease  in  the 
distal  femoral  vessels.  He  underwent  retroperitoneal 
ilio-femoral  endarterectomy  with  restoration  of 
good  femoral  and  popliteal  pulses.  It  was  noted 
during  examination  three  months  later  that  all  left 
lower  extremity  pulses  were  absent  and  he  under- 
went aorto-femoral  bypass  grafts;  however,  because 
of  poor  runoff,  this  procedure  also  failed,  and  he 
underwent  left  below-knee  amputation  two  months 
later  and  in  an  additional  four  months  required 
right  above-knee  amputation. 

Discussion 

The  vascular  surgeon  not  infrequently  encounters 
the  elderly,  poor-risk  patient  presenting  with  severe 
unilateral  ischemia  due  to  ilio-femoral  occlusive 


Figure  3 

Pre-  and  postoperative  arteriograms  in  a 70-year-old  female  with  an  isolated  left  common  iliac  occlusion.  The  small 
external  iliac  artery  was  minimally  diseased  and  was  not  endarterectomized.  With  restoration  of  normal  flow  and  pressure 
it  soon  returned  to  its  normal  size. 
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disease.  While  in  the  good-risk  patient  is  generally 
agreed  that  aorto-iliac  bypass  grafting  is  the  proce- 
dure of  choice,  many  of  these  patients  are  too  ill 
from  multiple  disease  processes  to  warrant  trans- 
abdominal approaches.  It  is  in  these  patients  where 
alternative  methods  of  revascularization  have 
evolved.  The  two  currently  popular  approaches 
are  the  axillo-femoral  subcutaneous  bypass  graft2"4 
and  the  femoral-femoral  cross-pelvic  procedure.5"7 
Both  of  these  techniques,  while  avoiding  the  trans- 
peritoneal  approach,  utilize  subcutaneous  grafts,  of- 
ten of  the  synthetic  variety,  which  are  subject  to 
external  pressure  occlusion  by  virtue  of  their  loca- 
tion, and  both  use  the  good  extremity  to  perfuse  a 
poor  one,  raising  the  question  of  producing  a type 
of  steal  syndrome.  Various  authors  have  reported 
satisfactory  short-term  results  with  both  of  these 
operations,  but,  realizing  the  high  failure  rate  asso- 
ciated with  prosthetic  grafts  in  the  lower  extrem- 
ities, we  have  approached  the  problem  from  an- 
other direction.  The  fundamental  requirements  for 
the  application  of  retroperitoneal  ilio-femoral  en- 
darterectomy are  a good  femoral  pulse  in  the  op- 
posite extremity  and  a patent  profunda  femoris  on 
the  involved  side.  When  these  criteria  are  met,  we 
have  found  that  it  should  be  uniformly  possible  to 
restore  adequate  circulation  in  almost  every  ex- 
tremity. The  operative  technique  involves  a com- 
mon femoral  artery  exploration  followed  by  ex- 


posure of  the  iliac  vessels  retroperitoneally,  giving 
excellent  exposure  with  minimal  postoperative 
morbidity.  Nasogastric  intestinal  decompression  is 
almost  never  necessary  because  ileus  is  rare.  Most 
patients  are  ambulated  the  day  following  surgery 
and  started  on  oral  intake  at  that  time. 

Fifteen  patients  in  this  group  presented  with 
ilio-femoral  occlusive  disease  in  combination  with 
superficial  femoral  artery  occlusion,  but  with  a pa- 
tent popliteal  artery  and  good  distal  runoff.  In  these 
patients  retroperitoneal  ilio-femoral  endarterectomy 
was  combined  with  simultaneous  autogenous  saphe- 
nous vein  femoral  popliteal  bypass  grafting.  These 
patients  all  experienced  restoration  of  pedal  pulses 
and  relief  of  their  intermittent  claudication. 

The  mean  period  of  follow-up  from  operation  to 
the  preparation  of  this  communication  was  four 
years.  An  analysis  reveals  that  none  of  the  41  limbs 
which  initially  obtained  a good  result  have  ex- 
perienced failure  of  the  iliac  revascularization  pro- 
cedure, although  four  femoro-popliteal  bypass  grafts 
have  closed  down. 

Summary 

Forty-one  patients  who,  for  various  reasons,  were 
considered  to  be  poor  candidates  for  transabdomi- 
nal surgery  underwent  46  retroperitoneal  ilio-fem- 
oral endarterectomies.  There  were  five  limbs  in 
which  it  was  impossible  to  restore  effective  periph- 


Figure  4 

Complete  occlusion  of  the  right  common  iliac,  external  iliac  and  common  femoral  arteries  in  a 68-year-old  diabetic  with 
severe  generalized  arteriosclerosis.  Postoperative  study  reveals  excellent  flotv  into  the  profunda  femoris  artery. 
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eral  circulation,  and  these  all  came  to  amputa- 
tion. The  remaining  41  were  discharged  free  of  rest 
pain  and  have  maintained  patency  of  the  endarter- 
ectomized  segment  during  the  period  of  follow-up 
in  spite  of  the  generalized  disease  processes  present 
in  the  majority  of  these  patients,  nine  of  whom 
have  died  since  operation.  We  conclude,  therefore, 
that  retroperitoneal  ilio-femoral  endarterectomy  is 
an  excellent  procedure  for  the  poor-risk  patient 
presenting  with  severe,  unilateral,  lower  extremity 


arterial  insufficiency  due  to  ilio-femoral  occlusive 
disease. 

Discussion 

Dr.  John  Standard,  Waterbury:  Dr.  Stansel,  how 
do  you  regard  performance  of  a bypass  graft  here? 
This  has  been  my  preference  in  the  same  situation 
you  describe  or  where  a graft  had  failed  previously. 

Dr.  Gerald  Strauch,  Stamford:  I would  like  to 
ask  how  many  surgeons  in  this  room  have  had  an 


Figure  5 

External  iliac  and  superficial  femoral  arterial  occlusions  in  a 65-year-old  female.  External  iliac  endarterectomy  and  auto- 
genous saphenous  vein  femoro-popliteal  by  pass  relieved  severe  claudication. 
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occasion  to  do  the  procedure  described  today  by 
Dr.  Stansel.  I see  five  hands.  How  many  people,  in 
addition  to  that,  have  performed  any  of  the  other 
extraperitoneal  procedures,  such  as  the  femoro- 
femoral  bypass,  axillo-femoral  bypass,  or  any  of  the 
extraperitoneal  approaches  to  the  abdomen,  that 
might  be  used  in  patients  such  as  those  described 
in  Dr.  Stansel’s  paper?  There  appear  to  be  six  to 
eight  people.  We  are  apparently  not  talking  about 
a huge  crowd  in  either  case. 

Dr.  Horace  C.  Stansel,  Jr.,  New  Haven:  There 
are  obviously  a lot  of  ways  to  skin  a cat,  and  I sup- 
pose it  really  doesn’t  matter  which  way  you  skin 
him,  as  long  as  you  get  him  skinned. 

As  to  the  use  of  an  extraperitoneal  abdominal 
bypass  graft  for  iliac  occlusions,  we  have  done  a 
few;  but  it  is  not  often  that  one  encounters  a pa- 
tient to  which  you  can  do  this.  Usually,  if  you  are 
going  to  bypass,  you  have  to  take  off  the  bypass 
from  the  aorta,  because  in  most  of  these  patients 


the  occlusion  involves  the  common  iliac  artery. 
And  if  you  are  going  to  bypass  from  the  aorta,  you 
almost  have  to  take  a transperitoneal  approach. 
Most  such  patients,  I think,  can  be  endarterect- 
omized  without  difficulty. 
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Tracheobronchial  Fiberoscopy 

Jose  Atocha,  M.D. 


The  technique  of  endoscopic  examination  of  the 
airway,  as  an  art  and  science,  has  reached  its  peak 
with  the  invention  of  the  flexible  fiberoptic  bron- 
choscope. 

This  instrument,  like  its  predecessors,  forms  a 
vital  part  of  the  armamentarium,  not  only  in  diag- 
nosis, but  also  in  the  treatment  of  diseases  of  the 
respiratory  apparatus.  It  has  assisted  us  in  making 
the  correct  diagnosis  in  many  inflammatory  and 
neoplastic  problems  in  which  diagnosis  was  not 
obvious  using  other  methods.  The  correct  use  of 
the  instrument  requires  a patient  apprenticeship  for 
expert  guidance  of  the  examinings  tip  of  the  scope, 
in  systematic  fashion,  through  the  airway. 

For  about  eighteen  months  we  have  used  the 
flexible  broncho-fiberscope  in  all  patients  who  re- 
quired bronchoscopy.  For  reasons  of  safety,  in  our 
first  cases,  insertion  of  the  scope  was  performed 
through  a previously  placed  short  endotracheal 
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tube.  We  later  modified  our  technique,  inserting 
the  scope  directly  into  the  larynx,  with  the  help  of 
a laryngoscope  to  suspend  the  epiglottis.  Since 
mastering  the  motion  of  the  instrument’s  tip,  we 
have  been  able  to  advance  the  scope  directly,  with- 
out using  any  accessory  instrument.  This  offers  the 
advantage  of  minimal  anatomic  distortion. 

Instrumentation 

The  instrument  is  the  Model  BF-5B,  made  by 
the  Olympus  Optical  Company,  designed  to  carry 
a bright  source  of  light  and  to  transmit  clear  visual 
information  of  the  areas  in  the  range  of  the  illu- 
mination of  the  scope.  This  bright  light  is  trans- 
mitted by  fiberoptic  bundles  composed  of  multiple 
single  fibers  of  9 microns  each.  The  objective  lenses 
are  designed  for  color  photography  and  provide 
clear  images  of  natural  color  and  high  resolution. 
The  angle  of  view  covers  83°  forward  field  view. 
The  range  of  observation,  front  to  back,  is  5 to  45 
mm.  of  fixed  focus.  The  flexible  examining  coil  is 
5 mm.  in  diameter  with  a total  working  length  of 
56  cm.  The  distal  end  or  examining  tip,  bends  up 
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to  130°  and  down  to  30°,  and  is  operated  by  a lever 
control.  The  light  source  comes  from  a compact 
supply  housing  that  provides  a bright  beam  of 
condensed  light  from  a halogen  lamp,  through  the 
light  guide,  to  shed  150  watts  of  cold  light  on  the 
object.  The  object  can  thus  be  seen  in  the  minutest 
detail,  over  a wide  field  of  view,  permitting  it  to 
be  clearly  photographed  in  still  or  motion  picture 
fashion.  The  flexible  tube  has  a cytological  channel 
2 mm.  in  diameter  that  can  be  used  for  anesthetic 
injection,  sputum  aspiration  or  insertion  of  the 
cytology  brush  or  biopsy  forceps. 

The  biopsy  forceps  and  cytology  brush  are  flex- 
ible, permitting  one  to  obtain  punch  biopsies  and 
cytological  specimens  under  direct  vision.  The  35 
mm.  camera  uses  the  through-the-lens  view  with 
automatic  exposure  system,  is  easily  attached,  and 
permits  the  taking  of  excellent  color  slides. 

Procedure 

In  all  our  examinations  we  use  4 percent  lido- 
caine  to  the  hypopharynx,  and  we  instill  the  same 
solution,  in  one  percent  concentration,  into  the 
tracheobronchial  tree.  We  supplement  this  with 
intravenous  diazepam,  2.5  to  10  mgm.,  as  the  case 
requires. 

The  patient’s  tongue  is  held  out  by  an  assistant’s 
gentle  traction,  and  the  examining  tip  is  introduced 
directly  into  the  mouth.  We  do  not  use  endotra- 
cheal tubes  or  short  tracheoscopes  during  the  in- 
sertion of  the  scope,  although  these  methods  are 
used  by  others.  By  steering  the  scope  directly 
through  the  mouth  and  advancing  it  through  the 
larynx,  we  accomplish  a view  of  the  larynx,  anterior 
and  posterior  commissures,  subglottis  and  upper 
trachea,  which  otherwise  are  missed  if  an  endo- 
tracheal intubation  is  clone.  The  larynx  can  be 
visualized  in  phonation.  The  trachea  is  visualized 
static  and  dynamically.  By  asking  the  patient  to 
cough,  one  can  appreciate  the  changes  in  diameter 
of  its  lumen,  the  intraluminal  bulging  of  the  mem- 
branous portion  of  the  trachea,  and  the  character- 
istics of  the  mucosa.  The  carina  is  studied  particu- 
larly for  its  shape  and  motion,  during  normal  re- 
spiration, deep  breathing,  and  coughing.  The  main 
bronchi,  lobar  bronchi,  and  segmental  and  subseg- 
mental  bronchial  divisions  are  visualized  and  their 
characteristics  recorded.  At  frequent  intervals  the 
scope  is  gently  shaken  and  cough  stimulated  to 
record  the  contraction  of  the  diameter  of  the  air- 
way, which  is  valuable  in  assessing  fixation  of  the 
bronchus,  mainly  when  one  is  dealing  with  possible 
hilar  involvement  by  tumor. 


During  the  procedure,  bronchial  washing  is  done, 
using  small  amount  of  warm,  sterile  saline  solution 
instilled  several  times  into  the  different  branches 
of  the  main  bronchi.  These  washings  are  continu- 
ously aspirated  and  collected  in  a mucus  trap  for 
laboratory  processing.  Cultures  are  taken  for  aero- 
bic and  anaerobic  bacteria,  fungi,  and  tubercle 
bacilli.  Cell  block  and  Papanicolaou  smears  are 
performed.  Tenacious  mucous  plugs  may  lie  dis- 
lodged by  bronchial  lavage.  If  neoplasm  is  suspect- 
ed, the  suspect  surface  is  brushed,  and  smears  are 
made  for  further  studies.  The  brush  is  also  used  to 
reach  peripheral  areas  which  cannot  be  visualized 
through  the  scope.  In  cases  where  the  lesion  is  vis- 
ible multiple  biopsies  are  obtained,  using  the  bi- 
opsy forceps. 

After  endoscopy,  we  routinely  older  the  collec- 
tion of  all  sputum  for  the  next  24  hours,  for  we  be- 
lieve that  following  lavage  and/or  brushing  of 
obstructed  bronchi,  the  sputum  carries  a high  yield 
of  positive  information. 

Clinical  Findings 

We  have  examined  225  patients  ranging  in  age 
from  18  to  83  years.  Bronchial  lavage  and  aspira- 
tion were  done  in  all  cases.  Bronchial  brushings 
were  done  in  all  patients  with  suspected  neoplasms. 
The  flexible  brush  was  guided  directly  to  the  vis- 
ible lesion,  or  into  the  corresponding  segmental 
bronchus,  when  the  lesion  was  more  peripherally 
located.  The  same  procedure  was  used  in  all  pa- 
tients with  cavitary  lesions. 

Bronchial  biopsy  is  a new  modality  with  this  in- 
strument and  has  been  used  since  flexible  biopsy 
forceps  became  available.  We  feel  it  will  be  of  great 
help  in  future  studies.  The  diagnostic  accuracy  of 
washings,  brushings  and  biopsies  has  been  highly 
satisfactory.  We  have  not  had  any  complications 
either  from  this  procedure  or  the  topical  anesthesia 
used.  On  occasions  bronchoscopy  with  the  scope 
gave  us  enough  information  to  render  surgical  ex- 
ploration unnecessary. 

Summary 

Examination  of  the  tracheobronchial  tree  with 
the  flexible  fiberoptic  scope  surpasses  any  other 
form  of  bronchoscopy  at  the  present  time.  It  ex- 
tends the  range  of  vision  and  facilitates  the  access 
to  direct  biopsies  in  the  segmental  branches  and 
tissue  brushings  of  the  subsegmental  bronchi.  The 
comfort  of  the  patient  during  the  instrumentation 
permits  unhurried  examinations.  No  morbidity  or 
mortality  was  noted  in  225  cases.  From  our  experi- 
ence to  date  we  highly  recommend  the  procedure. 
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Discussion 

Dr.  Francis  Coughlin,  Stamford:  These  instru- 
ments cost  about  $3,500.  I wonder  how  often  you 
use  this  instrument  in  preference  to  the  rigid  Jack- 
son  bronchoscope?  Does  it  take  much  time  to  clean 
the  instrument?  Who  do  you  have  clean  it? 

Dr.  William  Whalen,  Willimantic:  How  long 
does  it  take  to  get  the  scope  back  when  it  requires 
repair?  Those  biopsy  forceps  sound  fairly  small.  Do 
you  get  good  biopsies  with  them? 

Dr.  Jose  Atocha,  New  Haven:  In  reference  to  the 
first  question,  the  cost  of  the  bronchoscope  is  about 
what  Dr.  Coughlin  quoted. 

I just  last  month  purchased  a new  instrument 
which,  in  contradistinction  to  the  previous  one,  has 
a wider  diameter  of  the  aspiration  chamber,  and 
now  it  comes  with  a flexible  biopsy  forceps  that 
takes  a biopsy  of  one  and  a half  millimeters  in 


diameter.  You  can  take  several  biopsies.  And  as  we 
have  seen  with  this  fascinating  biopsy  forceps,  the 
punched-out  lesion  that  we  take  is  larger  than  the 
size  of  the  scope  and  goes  to  a chamber  of  two 
millimeters  in  the  scope. 

We  use  the  rigid  scope  mainly  when  there  is  a 
foreign  body  or  a special  problem,  such  as  bron- 
chostenosis. 

The  cleaning  time  takes  about  seven  to  ten 
minutes.  I do  the  cleaning  of  my  own  instrument. 
I don't  trust  anybody  to  do  it. 

To  answer  Dr.  Whalen’s  question,  one  of  my  pa- 
tients bit  my  scope  as  I was  trying  to  take  biopsies. 
I lost  half  of  the  visual  field  because  of  this.  I 
called  the  company;  they  said  to  return  the  instru- 
ment immediately.  They  sent  me  another  instru- 
ment to  use  before  I sent  mine  in,  so  1 never 
stopped  working  with  it.  The  repair  bill  was  very 
reasonable. 


Operating  Room  Utilization 

Thomas  McLean  Healy,  M.D. 


This  brief  presentation  is  about  TIME— Operat- 
ing Room  Time— How  we  define  it— How  we  meas- 
ure it— How  we  use  it— How  well  we  use  it— How 

] 

we  could  better  use  it. 

It  is  also  a plea  for  uniform  reporting  of  per- 
centage use  of  Operating  Room  time  by  all  Con- 
necticut hospitals  so  that  a consensus  might  be 
reached  as  to  the  definition  of  an  “ideal”  percent- 
age use  of  such  time. 

Further,  it  presents  suggestions  for  intra-  and 
inter-hospital  consideration  with  the  hope  that  the 
hospitals  of  Connecticut  might  lay  on  a common 
table  their  particular  problems  of  Operating  Room 
use,  talk  about  them,  and  help  each  other  solve 
I them. 

My  main  thesis  is  that  just  as  a hospital  has  a 

comptroller  to  monitor  money  flow,  we  as  surgeons, 

in  a concerted  effort,  could  arrive  at  a means  of 
I 

reasonably  monitoring  time  flow  in  the  use  of  our 
Operating  Room  facilities. 

Allow  me  to  make  my  summary  points  at  the  out- 

DR.  THOMAS  McLEAN  HEALY,  Chairman,  Department 
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set.  I propose  that  we,  as  surgeons,  directly  con- 
cerned with  Operating  Room  use: 

1.  Uniformly  measure  percentage  use  of  our  O.R. 
facilities. 

2.  Compare  our  experiences  to  arrive  at  a con- 
sensus as  to  an  “ideal”  percentage  use  in  order 
to: 

a)  Pinpoint  the  time  to  increase  O.R.  facilities. 

b)  Decide  when  to  compact  O.R.  facilities. 

c)  Increase  efficiency  of  patient  flow  from  ad- 
mission to  discharge  through  better  O.R. 
scheduling,  thus  decreasing  patient  costs. 

3.  Monitor  causes  of  inefficiencies  in  our  Operating 
Rooms. 

4.  Computerize  available  statistical  information  for 
retrieval  at  regular  intervals  so  that  we  may 
more  logically  continually  assess  our  situations, 
make  corrections  as  needed,  and  be  assisted  in 
planning  for  the  future. 

5.  Meet  in  a common  forum  at  regular  intervals  to 
help  each  other  solve  Operating  Room  time 
and  other  problems  which  seem  to  be  universal. 

Manchester  Memorial  Hospital  is  a 337  bed  gen- 
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eral  hospital  serving  a town  population  of  48,000 
and  a total  service  area  of  over  70,000  people. 

During  the  summer  of  1971  it  was  felt  that  we 
were  over-utilizing  our  Operating  Room  facilities. 
A pilot  study  was  made  for  the  period  May  24  to 
July  17. 

The  thrust  of  the  initial  investigation  was  to  de- 
termine the  percentage  utilization  of  all  Operating 
Rooms  within  the  “time  frame”  of  possible  full 
potential  use. 

“Time  frame”  is  defined  as  follows:  Mondays 
through  Fridays:  There  are  three  rooms  which  start 
at  8 A.M.  and  theoretically  end  at  3:30  P.M.  In 
addition,  a fourth  room  starts  at  8:30  A.M.  and  a 
fifth  at  9:00  A.M.  and  each  theoretically  ends  at 
3:30  P.M.  Thus,  there  are  2,160  use  minutes  avail- 
able daily. 

On  Saturdays,  calculation  is  based  on  the  use  of 
three  rooms,  each  starting  at  8 A.M.  and  theoret- 
ically ending  at  3:30  P.M.  The  “time  frame”  for 
Saturdays  is  1,350  minutes. 

Percentage  use  was  calculated  by  dividing  the 
actual  total  number  of  minutes  used  per  day  by 
the  total  potential  number  of  minutes  available 
and  multiplying  by  100.  This  is  called  “actual  use” 
within  the  time  frame. 

PROPOSED  REFERENCE  100%  ’ 

EVALUATION 

OF  % USE  95- 

OF  OPERATING 
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75  - 
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65  - 
60  - 
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Each  room  was  considered  to  have  started  at  the 
stated  starting  time.  The  cut-off  time  for  actual 
use  was  the  time  the  last  patient  in  each  room  left 
the  Operating  Room.  An  arbitrary  20  minutes 
clean-up  time  was  added  after  the  last  case  in  each 
room  each  day. 


The  term  “total  use”  is  used  to  mean  the  time 
of  any  procedures  running  to  or  into  the  start  of 
the  regular  daily  schedule,  plus  actual  time  use 
within  the  time  frame,  plus  the  time  of  procedures 
running  past  the  3:30  P.M.  theoretical  cut-off  time. 
Measurement  of  “total  time”  is  very  important  but 
will  not  be  discussed. 

We  will  talk  only  about  actual  time  use  within 
the  time  frame.  For  the  period  studied,  actual  use 
within  the  time  frame  was  89  per  cent. 

Percentage  use  per  day  of  the  week  was  also  cal- 
culated as  an  aid  to  evening  out  daily  schedules. 

After  compiling  the  above  percentage  use,  it  was 
felt  that  this  pilot  study  represented  a peak  period 
of  use  within  the  year  and  that  a vailid  objection 
therefore  could  be  made  that  it  represented  a biased 
sampling.  The  same  parameters  were  accordingly 
studied  for  all  of  the  1971  Operating  Rooms  from 
January  2 to  July  17  (163  operating  days.)  For  this 
period,  actual  use  within  the  time  frame  was  83 
per  cent. 

The  obvious  question  arises  as  to  what  this  per- 
centage means.  To  what  “norm”  can  it  be  com- 
pared? What  is  a low  percentage  use?  What  is  an 
“ideal”  percentage  use?  What  is  a dangerously  high 
percentage  use?  I believe  89  per  cent  is  too  high, 
but  this  is  purely  a subjective  view.  Ironically,  the 
answer  is  that  no  one  seems  to  know,  and  this  is 
the  crux  of  the  problem.  Literature  on  the  subject 
is  sparse  and  often  poorly  presented.  One  major 
problem  in  interpretation  of  other  studies  is  that 
apples  are  compared  with  oranges  or  worse,  hence 
my  plea  that  our  Connecticut  hospitals  evolve  a 
uniform  reporting  system  so  that  apples  are  com- 
pared only  with  apples. 

It  is  necessary  to  set  a norm  of  “ideal”  percent- 
age use  (see  graph).  This  graph  is  quite  arbitrary. 
It  is  merely  a proposal  to  which  criticisms  can  be 
addressed.  Hopefully,  other  hospitals  of  similar  size 
and  composition  will  conduct  similar  studies,  and 
results  can  then  be  compared  in  an  open  forum  to 
put  percentage  use  on  a less  arbitrary  basis. 

The  question  arises  as  to  how  different  hospitals, 
even  using  a uniform  monitoring  system,  could 
agree  on  what  is  an  “ideal  percentage”  use  of  Op- 
erating Room  facilities.  This  facet,  itself,  could  be 
the  subject  of  a long  and  interesting  discussion.  I 
believe,  however,  that  an  ideal  percentage  use 
range  could  be  agreed  upon. 

Many  other  parameters  concerned  with  the  effi- 
cient use  of  our  O.R.  facilities  can  be  monitored 
and  computerized  for  practical  use.  These  areas 
include  1)  measurement  of  clean-up  time  between 
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cases,  2)  analysis  of  over-runs  past  the  time  frame, 
3)  management  of  emergencies,  4)  monitoring  of 
sources  of  Operating  Room  delays,  and  5)  study  of 
daily  shortages  of  Operating  Room  personnel.  Once 
data  are  available  in  areas  such  as  these,  solutions 
to  particular  problems  in  a given  hospital  should 
be  easier  to  formulate. 

I am  greatly  interested  in  the  problems  dealt 
with  here.  Hopefully,  others  may  demonstrate  sim- 
ilar interest  in  a pragmatic  approach  to  better  use 
of  Operating  Room  facilities,  and,  perhaps,  a joint 
effort  can  be  made  by  all  of  our  Connecticut  hos- 
pitals to  work  out,  in  common,  solutions  to  our 
problems. 

Discussion 

Dr.  Harold  Clarke,  New  Britain:  I had  the  pleas- 
ure of  reading  Dr.  Healy’s  paper  beforehand. 

I was  interested  in  some  of  the  figures  that  were 
presented.  Here  is  a hospital  that  has  five  operating 
rooms  operating  six  days  a week,  because  you  op- 
erate on  Saturday,  and  doing  a total  of  something 
less  than  4,000  cases  a year.  I compare  that  to  our 
situation  in  New  Britain  where  basically  we  have 
eight  operating  rooms  and  we  are  doing  slightly  less 
than  9,000.  We  are  getting  a significantly  higher 
number  of  cases  done  in  our  operating  rooms  than 
you  are  in  yours,  and  I do  not  know  why  this  would 
be. 

We  are  conducting  a study  in  New  Britain  using 
professional  industrial  engineers  to  tell  us  how  we 
can  more  efficiently  use  our  operating  room,  and 
there  may  be  some  information  coming  out  of  that 
that  might  be  helpful  to  all  of  us  here.  If  so,  it  will 
be  brought  to  your  attention  in  the  course  of  time. 

Basically,  the  lags  in  operating  room  use  are  the 
lack  of  cooperation  between  the  scrub  team,  the 
man  who  mops  the  floor,  the  anesthesiologist,  and 
the  idiosyncrasies  of  surgery.  One  of  the  significant 
areas  not  emphasized  enough  is  that  some  surgeons 
are  highly  efficient  in  the  use  of  the  opreating 
room,  and  some  are  very  grossly  inefficient.  We 
spend  very,  very  little  time  on  the  grossly  inefficient 
surgeons  who  use  these  operating  rooms. 

One  of  your  slides  evokes  a question.  What  is  it 
that  makes  you  think  that  over  85  percent  use  of 
your  operating  room  is  inefficient,  and  why  do  you 
think  that  75  percent  is  ideal? 

Dr.  Thomas  Healy,  Mancester:  I will  answer  that 
last  question  very  briefly.  The  study  was  made  be- 
cause so  many  surgeons  really  felt  that  they  were 
being  pushed  at  the  level  we  were  working.  Our 
operations  were  significantly  higher  in  number  than 
Dr.  Clarke  mentioned.  Actually,  they  ate  close  to 


7,000  a year.  We  felt  pinched,  crammed,  put  upon 
a little  bit.  I mentioned  this  to  the  hospital  ad- 
ministrator, and  he  considered  that  my  views  were 
subjective.  The  original  report  was  put  out  to 
prove,  in  a somewhat  objective  manner,  that  we 
were  using  our  operating  facilities  too  much.  The 
thrust  of  the  original  report  was  aimed  at  getting 
more  operating  room  time.  At  83  percent  utiliza- 
tion, measured  this  particular  way,  we  were  an  un- 
happy bunch  of  surgeons.  This  is  really  the  crux 
of  the  problem. 

If  you  compare  two  different  hospitals,  you  have 
to  measure  their  usage  in  exactly  the  same  way.  As 
you  know,  the  national  average  is  about  50  per- 
cent. I have  had  correspondence  with  some  so-called 
experts,  and  they  feel  that  80  percent  is  the  top 
limit,  but  I don’t  really  know  how  they  are  measur- 
ing their  percentages.  Unless  hospitals  measure  it 
exactly  the  same  way— it  does  not  have  to  be  the 
way  I did  it,  but  it  should  be  a uniform  reporting 
system— and  then  sit  down  and  figure  out  what  is 
a satisfactory,  ideal  percentage  use,  they’re  com- 
paring apples  to  oranges.  I think  we  have  to  have 
the  answer  to  this,  and  I cannot  find  it  in  the  litera- 
ture. I do  not  think  there  is  any  expert  group,  such 
as  an  engineering  firm,  who  can  come  in,  without 
doctors  involved  in  the  input,  and  tell  us  this.  I 
think  we  have  got  to  work  it  out  ourselves,  and  I 
think  it  is  important  to  work  out,  because  I think 
it  is  a tool.  In  other  words,  you  can  monitor  your 
operating  room  use  and,  if  you  can,  decide  on  a 
range,  maybe  5 or  8 percent,  and  try  to  stay  within 
that  range.  You  can  then  predict  when  you  need 
more  operating  room  facilities  or  when  you  have 
got  to  shut  down  some.  Administrators  are  happy 
to  hear  of  the  use  in  this  way,  also.  The  first  of 
those  slides  showing  the  ideal  percentage  use  is 
just  a proposal  of  mine.  You  may  be  happy  at  60 
percent  use,  depending  on  the  way  you  measure. 

Dr.  Harvey  Pastel,  Manchester:  I think  the  rea- 
son we  felt  that  the  83  percent  use  was  not  very 
good  involves  time  beyond  the  time  frame  that 
Tom  mentioned,  that  is,  outside  the  period  in- 
cluded between  8:00  o’clock  starting  time  until 
3:30,  which  is  the  normal  closing  time.  This  in- 
volves the  staffing  by  the  nurses  and  by  anesthesi- 
ologists. At  3:30,  we  no  longer  have  a full  crew  of 
nurses,  and  we  cannot  run  five  rooms.  We  can  real- 
ly run  one  torn  with  a normal  staffing  after  3:30.  So 
if  we  are  averaging  83  percent  use,  the  way  Tom 
measured  it,  this  means  some  days  we  have  two, 
three,  or  four  rooms  going  beyond  3:30  and  there  is 
a wild  scramble  to  get  part-time  nurses  in  to  help. 
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Dr.  Forbes  Rogers,  Stamford:  I though  it  might 
be  interesting  to  comment  for  any  of  you  who  have 
any  interest  in  having  an  efficiency  expert  explore 
your  operating  room.  When  our  efficiency  experts 
arrived,  the  nurses  knew  they  were  arriving,  but 
we  surgeons  did  not.  The  result  was  that  the  “ex- 
perts” went  around  with  a stop  watch  and  timed 
every  single  operating  experience,  plus  the  time 


between  scrubs,  the  time  for  cleaning  up,  the  time 
we  arrived  and  when  we  left.  When  the  report 
came  back,  they  informed  us  that  the  nurses  got 
there  on  time  and  that  they  occupied  only  fifteen 
minutes  between  cases.  The  doctors  did  not  arrive 
on  time,  and  the  report  reflected  this,  as  one  might 
expect.  We  do  not  regard  the  report  as  an  accurate 
assessment  of  our  problems. 


Score  Card  As  To  Fees  For  Connecticut  Licenses 

The  ultimate  comparative  score  totes  up  as  follows: 


Profession 

1972 

1973 

Physician  & Surgeons 

■1150.00  (biannual) 

$150.00  (annual) 

Dentists 

150.00  (annual) 

150.00  (annual) 

Dental  Hygienists 

25.00  (annual) 

5.00  (annual) 

Osteopathic  Physicians 

150.00  (biannual) 

75.00  (annual) 

Natureopaths 

150.00  (biannual) 

75.00  (annual) 

Chiropractors 

150.00  (biannual) 

75.00  (annual) 

Podiatrists 

100.00  (biannual) 

50.00  (annual) 

Optometrists 

100.00  (annual) 

100.00  (annual) 
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Computer  Case  Finding  As  An  Aid  In 
Surgical  Review  and  Continuing  Education 
In  A Community  Hospital 

Stewart  A.  King,  M.D. 


Peer  review  of  the  activities  of  members  of  the 
surgical  service  of  any  hospital  should  be  related 
to  the  quality  of  patient  care,  to  programs  of  physi- 
cian education,  and  to  patterns  of  over-  and  under- 
utilization of  services.  The  benefit  of  cost  control 
should  ensue,  in  large  part,  from  effective  pursuit 
of  these  three  aspects  of  the  review.  The  review  is 
palatable  only  to  the  extent  that  it’s  end  focus  is 
on  improved  patient  care  through  physician  educa- 
tion. 

Concern  with  the  quality  of  patient  care  in  the 
institutional  environment  has  been  manifested  by 
the  American  College  of  Surgeons  since  it’s  found- 
ing in  1913.  In  most  institutions,  however,  the 
surgical  audit  program  before  1950  consisted,  in 
the  main,  of  reviews  of  morbidity  and  mortality 
and  clinico  pathologic  conferences.  Prior  to  the 
transfer  of  its  standardization  functions  to  the 
joint  Commission  on  Accreditation  of  Hospitals  in 
1951,  the  College  had  established  the  Tissue  Com- 
mittee as  a requirement  for  accreditation.  The 
August,  1959,  Bulletin  of  the  J.C.A.H.1  established 
a broad  mandate  for  the  functions  of  a Tissue 
Committee  as  follows: 

“The  Tissue  Committee's  main  function  is  that 
of  improving  surgical  care  of  patients  by  the  review 
of  documented  work.  Thus  this  committee's  work 
is  one  of  continuing  education.  ...  It  should 
strive  for  the  adoption  of  better  methods  of  treat- 
ing patients  and  of  curing  disease.  It  attains  these 
objectives  by  continuing  analysis,  review,  and  edu- 
cation.” 

Since  the  early  1950’s  the  peer  review  mandate 
of  the  Joint  Commission  has  been  carried  out  at 
the  Stamford  Hospital  by  members  of  the  Depart- 
ments of  Surgery,  Anesthesia  and  Pathology,  ap- 
pointed in  rotation  to  what  is  called  the  Surgical 
Review  Committee  of  the  Stamford  Hospital. 

By  1956  Stamford  Hospital  Review  Committee 

1)R.  STEWART  A.  KING,  Associate  Surgeon-in-Chief,  The 
Stamford  Hospital,  Stamford,  Conn. 


function  had  evolved  from  a process  of  total  review 
to  a more  selective  review  by  virtue  of  exclusion 
of  certain  tissue  categories.  Despite  these  exclusions, 
in  1956  a committee  of  seven  physicians  met  for  an 
average  of  ten  hours  a month,  reviewed  two  hun- 
dred to  three  hundred  charts,  and  commented  on 
only  four  to  eight  of  these.  These  comments  were 
then  presented  and  discussed  at  the  monthly  surgi- 
cal staff  meetings. 

Over  the  years,  with  the  growth  of  surgical  vol- 
ume, more  case  selection  has  been  utilized,  usually 
entailing  pre-screening  by  systematic  randomization 
by  the  Committee  Chairman.  This  ultimately  re- 
sulted in  a single  monthly  meeting  of  a committee 
of  eight,  lasting  about  two  hours,  with  review  of 
an  average  of  sixty  charts,  productive  of  comment 
on  two  to  eight. 

Two  years  ago,  in  order  to  reduce  the  time  in- 
volved in  case  selection,  and  to  attempt  to  improve 
the  productivity  of  Committee  efforts,  the  utiliza- 
tion of  MAP  (Medical  Audit  Program)  reports  was 
begun.  Charts  were  pulled  by  the  medical  record 
librarian  based  on  aberrant  length  of  stay,  deaths, 
complications,  infections,  and  errors  in  diagnosis 
(normal  tissues  by  PAS  (Professional  Activity  Study) 
coding).  Again,  trial  and  error  resulted  in  the  ex- 
clusion of  certain  tissue  categories;  but,  because  it 
became  evident  that  some  interesting,  controversial 
or  complicated  cases  were  being  missed,  the  Chief 
Surgical  Resident  was  asked  to  present  all  such 
identified  cases  to  the  Committee. 

We  were  then  case-selecting  without  expenditure 
of  physician  time,  had  a monthly  meeting  lasting 
about  two  hours,  reviewed  an  average  of  forty-five 
charts,  and  commented  on  only  two  to  eight. 

Early  in  1971  Mr.  Lawrence  Tanner,  a master’s 
degree  candidate  in  the  Department  of  Epidemiol- 
ogy and  Public  Health  at  the  Yale  University 
School  of  Medicine,  proposed  the  trial  of  a method 
of  case  selection  based  on  diagnosis-  specific  criteria 
analysis. 
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This  was  to  be  a continuation  of  a study,  begun 
at  Yale-New  Haven  Hospital,  with  two  goals— 1) 
the  acquisition  of  additional  comparative  data  by 
Mr.  Tanner,  and  2)  re-orientation  of  the  method  to 
allow  it’s  use  for  case  selection  by  the  Surgical  Re- 
view Committee  of  the  Stamford  Hospital. 

Three  common  diagnostic  entities  were  selected 
for  study— elective  inguinal  hernia,  appendicitis  and 
chronic  cholecystitis  with  cholelithiasis.  A majority 
of  the  general  surgeons  in  Stamford  then  reviewed 
the  clinical  criteria  forms  developed  at  Yale,  modi- 
fied them,  and  individually  weighted  them.  As  one 
can  see  from  figures  1 and  2,  the  various  compon- 
ents of  the  diagnostic  evaluation  of  a patient  with 
cholelithiasis  were  first  weighted  on  their  relative 
importance.  Items  within  the  components  were 
then  similarly  weighted  for  their  relative  import- 
ance to  the  quality  of  the  workup.  The  final  com- 
ponent in  Figure  2 deals  with  complications  and 


Figure  1 

CHRONIC  CHOLECYSTITIS  AND  CHOLELITHIASIS 
Please  weight  each  of  the  following  components  of  the  pa- 
tient work-up  according  to  your  judgment  as  to  its  relative 
importance  in  the  total  work-up  in  a patient  with  chronic 
cholecystitis  and  cholelithiasis.  Please  circle  one  of  the  five 
numbers  using  the  following  weighting  scale: 

~ 1 2 3 4 5 

No  Minimal  Moderate  Major  Critical 

importance  importance  importance  importance  importance 


I.  History  1 2 3 4 5 

II.  Physical  examination  1 2 3 4 5 

III.  Laboratory  1 2 3 4 5 

VI.  Radiology  1 2 3 4 5 

V.  Electrocardiography  1 2 3 4 5 

Please  weight  each  of  the  items  within  each  component  ac- 
cording to  its  relative  importance  to  the  quality  of  the  work- 
up. Use  the  same  weighting  scale  as  above. 


I.  History 

Specific  reference  to: 

a.  Food  intolerance 

b.  Previous  attacks 

c.  Jaundice 

d.  Other 


1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 


II.  Physical  examination 
Specific  reference  to: 

a.  Other  12 

III.  Laboratory 

Performance  of: 

a.  White  blood  count  1 2 

b.  Differential  1 2 

c.  Hematocrit  1 2 

d.  Urinalysis  1 2 

e.  Liver  function  test  1 2 

f.  Blood  sugar  1 2 

g.  BUN  1 2 

h.  Type  and  crossmatch  1 2 


3 4 5 


3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 


was  weighted  on  the  basis  of  the  degree  to  which 
it  might  be  assumed  to  be  preventable  by  the 
surgeon.  Figures  3-6  demonstrate  the  specific  criteria 
used  for  appendicitis  and  elective  inguinal  hernia. 

Composite  criteria  and  weights  were  then  derived 
for  the  Stamford  Hospital  by  Mr.  Tanner.  Of  in- 
terest is  the  absence  of  significant  difference  in 
either  criteria  or  weights  developed  at  Yale,  St. 
Raphaels,  and  Stamford.  Good  surgeons , for  the 
most  part,  seem  to  agree  on  ivhat  constitutes  good 
surgery ! Significant  samples  were  then  abstracted  in 
each  diagnostic  category.  Figures  7 and  8 illustrate 
the  abstract  forms.  There  are  fewer  line  items  than 
are  required  in  the  PAS  abstract  forms  because 
these  are  diagnosis-specific,  but  closer  examination 
of  the  chart  is  required;  abstracting  takes  about  as 
long  with  each  method.  Twelve  to  fifteen  charts  can 
be  completed  in  an  hour.  If  case  selection  alone 
is  the  goal,  note  that  only  those  items  checked  are 
of  significance.  This  eliminates  33  of  the  73  line 
items  and  a good  deal  of  record  room  abstracting 
time. 


Figure  2 

CHRONIC  CHOLESYSTITIS  AND  CHOLELITHIASIS 

IV.  Radiology 

Performance  of: 

a.  Oral  cholecystogram  or  in- 
travenous cholangiogram  12  3 4 

b.  UGI  series  12  3 4 

c.  Barium  enema  12  3 4 

d.  Intravenous  pyelogram  12  3 4 

e.  Other  12  3 4 


5 

5 

5 

5 

5 


V.  Electrocardiography: 

a.  EC.G  1 2 3 4 5 

Weight  the  following  complications  according  to  the  relative 
degree  to  which  they  might  have  been  a complication  pre- 
ventable by  the  surgeon.  Use  weights  from  1 to  5;  with  1 
indicating  no  possibility  of  prevention  by  the  surgeon  and  5 
indicating  that  the  complication  is  completely  preventable  by 
the  surgeon.  For  example,  following  cholecystectomy,  a myo- 
cardial infarction  might  be  weighted  1 or  2 while  a retained 


common 

duct  stone  might  be  weighted  4 or  5. 

VI.  Complications: 

a.  Wound  infection 

1 2 

3 

4 

5 

b. 

Wound  disruption 

1 2 

3 

4 

5 

c. 

Pulmonary  complication 

1 2 

3 

4 

5 

d. 

Cardiovascular  complica- 
tions   

1 2 

3 

4 

5 

e. 

Urinary  tract  complica- 
tions 

1 2 

3 

4 

5 

f. 

Phlebothrombosis  

1 2 

3 

4 

5 

g- 

Peritonitis 

1 2 

3 

4 

5 

h. 

Retained  common  duct 
stone  

1 2 

3 

4 

5 

i. 

Pancreatitis  

1 2 

3 

4 

5 

j- 

Bile  peritonitis 

1 2 

3 

4 

5 

k. 

Unexplained  jaundice 

1 2 

3 

4 

5 
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Figure  4 

ACUTE  APPENDICITIS 


A numerical  cut-off  weight  was  then  established 
by  loose  pre-screening  of  the  charts  by  the  Chair- 
man and  by  regression  analysis  by  Mr.  Tanner.  A 
total  of  30  charts  from  the  189  abstracted  were  thus 
selected.  These  were  reviewed  by  the  Committee, 
and  four  were  commented  upon.  Mr.  Tanner,  as 
a result  of  regression  analysis,  then  had  developed 
a pair  of  skewed  curves,  the  lower  representing  cases 
commented  upon  or  felt  to  require  presentation 
to  the  staff  out  of  unusual  interest,  and  the  larger 
curve,  those  cases  felt  to  be  routine  with  excellent 
quality  of  care.  Note  the  marked  overlap  of  these 
two  in  Figure  9.  Figure  10  indicates  the  goal  of 
the  regression  analysis,  total  separation  of  the  two 
curves. 

Additional  chart  abstracting,  further  committee 
review  and  more  regression  analysis  led  to  further 
refinement  of  the  weights  and  cut-off  point.  For 


Figure  3 

ACUTE  APPENDICITIS 

Please  weight  each  of  the  following  components  of  the  pa- 
tient work-up  according  to  your  judgment  as  to  its  relative 
importance  in  the  total  work-up  in  a patient  with  acute  ap- 
pendicitis. Please  circle  one  of  the  five  numbers  using  the 
following  weighting  scale: 

1 2 3 4 5 

No  Minimal  Moderate  Major  Critical 

importance  importance  importance  importance  importance 


I.  History  

II.  Physical  examination 
III.  Laboratory 
VI.  Radiology  


1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 


Please  weight  each  of  the  items  within  each  component  ac- 
cording to  its  relative  importance  to  the  quality  of  the  work- 
up. Use  the  same  weighting  scale  as  above. 


I.  History 

Specific  reference  to: 

a.  Abdominal  pain 
(characteristics)  ... 

b.  Nausea  

c.  Vomiting  

d.  Menstrual  history 

e.  Other  


1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 


II.  Physical  examination 
Specific  reference  to: 
a.  Localized  RLQ  tenderness  1 


b.  Rectal  tenderness  1 

c.  Pelvic  tenderness  1 

d Other  1 


2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 


III.  Laboratory 

Performance  of: 

a.  White  blood  count 

b.  Differential  

c.  Hematocrit  

d.  Urinalysis  

e.  Other  


1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 


IV.  Radiology 

Performance  of: 

a.  Chest  X-ray  1 2 3 4 5 

b.  Other  1 2 3 4 5 


Weight  the  following  complications  according  to  the  relative 
degree  to  which  they  might  have  been  a complication  pre- 
ventable by  the  surgeon.  Use  weights  from  1 to  5;  with  1 
indicating  no  possibility  of  prevention  by  the  surgeon  and  5 
indicating  that  the  complication  is  completely  preventable 
by  the  surgeon.  For  example,  following  cholecystectomy,  a 
myocardial  infarction  might  be  weighted  1 or  2 while  a re- 
tained common  duct  stone  might  be  weighted  4 or  5. 


a.  Wound  infection  1 

b.  Wound  disruption  1 

c.  Pulmonary  complications  ..  1 

d.  Cardiovascular  complica- 
tions   1 

e.  Urinary  tract  complica- 
tions   1 

f.  Phlebothrombosis  I 

g.  Post-operative  hemorrhage  1 

h.  Peritonitis  1 

i.  Pyelephlebitis  1 

j.  Ileus  1 

k.  Fistula  1 

l.  Other  1 


2 3 4 5 
2 3 4 5 
2 3 4 5 

2 3 4 5 

2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 


Figure  5 

ELECTIVE  INGUINAL  HERNIORRHAPHY 
1 2 3 4 5 

No  Minimal  Moderate  Major  Critical 

importance  importance  importance  importance  importance 

If  child:  If  adult: 


I.  History  1 2 3 4 5 1 2 3 4 5 

II.  Physical  examination  1234512345 

III.  Laboratory  1 2 3 4 5 1 2 3 4 5 

IV.  Radiology  1 2345  1 2345 

Please  weight  each  of  the  items  within  each  component  ac- 
cording to  its  relative  importance  to  the  quality  of  the  work- 
up. Use  the  same  weighting  scale  as  above. 


I.  History 

Specific  reference  to: 

If  child  or  adult: 

a.  Discovery  of  hernia  1 2 

If  adult: 

b.  Urinary  tract  sysmtoms  ....  1 2 

c.  Bowel  symptoms  1 2 

d.  Pulmonary  symptoms  1 2 

e.  Other  I 2 


3 4 5 

3 4 5 
3 4 5 
3 4 5 
3 4 5 


II.  Physical  examination 
Specific  reference  to: 

If  child  or  adult: 

a.  Inguinal  region  1 2 

b.  Other  1 2 

If  adult: 

c.  Description  of  hernia  1 2 

d.  Rectal  examination  1 2 

e.  Sigmoidoscopy  exam  (if 
patient  is  more  than  50 

yrs.  old)  1 2 


3 

3 

3 

3 


3 


4 5 

4 5 

4 5 

4 5 


4 5 
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example,  review  of  the  cholecystectomy  charts  re- 
vealed aberrancy  solely  on  the  basis  of  prolonged 
preoperative  stay  on  the  medical  service  in  four  of 
the  ten,  and  these  were  eliminated  as  was  this 
parameter.  The  committee  then  reviewed  six  charts, 
two  of  which  required  comment.  Neither  of  these 
cases  had  previously  come  to  the  attention  of  the 
committee  through  MAP  screening  or  the  resident 
cull  system!  No  cases  previously  commented  upon 
were  missed! 

Figure  11  demonstrates  the  effective  reduction  in 
chart  review  which  can  be  produced  by  this  method 
of  case  selection,  with  enhancement  of  the  ability 
of  the  Committee  to  find  and  comment  upon  those 
cases  which  are  aberrant.  The  effective  reduction  in 
review  of  appendicitis  is  limited  by  the  weight  at- 
tached to  normal  tissues.  If  one  weights  on  the 
criteria  of  an  elevated  white  count  rather  than 
simply  performance  of  a count,  reduction  is  pos- 
sible, (Appendix  I,  CIJPIS  III).  By  reducing  the 
relative  importance  of  normal  tissues,  appendix  re- 


Figure  6 

ELECTIVE  INGUINAL  HERNIORRHAPHY 


III.  Laboratory 

Performance  of: 

a.  White  blood  count 

b.  Differential 

c.  Hematocrit 

d.  Urinalysis 

e.  BUN 

f.  Other 


1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
12  3 4 5 


IV.  Radiology 

Performance  of: 

a.  Chest  X-ray  12  3 4 

b.  Barium  enema  (to  be  done 
if  patient  has  lower  G.I. 

signs  or  symptoms)  12  3 4 

c.  Other  12  3 4 


Weight  the  following  complications  according  to  the  relative 
degree  to  which  they  might  have  been  a complication  pre- 
ventable by  the  surgeon.  Use  weights  from  1 to  5;  with  1 
indicating  no  possibility  of  prevention  by  the  surgeon  and  5 
indicating  that  the  complication  is  completely  preventable  by 
the  surgeon.  For  example,  following  cholecystectomy,  a myo- 
cardial infarction  might  be  weighted  1 or  2 while  a retained 
common  duct  stone  might  be  weighted  4 or  5. 


V.  Complications: 

a.  Wound  infection  12  3 

b.  Wound  disruption  1 2 3 

c.  Pulmonary  complication  1 2 3 

d.  Cardiovascular  complica- 
tions 1 2 3 

e.  Urinary  tract  complica- 
tions 1 2 3 

f.  Phlebothrombosis  12  3 

g.  Post-operative  hemorrhage  12  3 

h.  Other  1 2 3 


4 

4 

4 

4 

4 

4 

4 

4 


5 


3 

5 


view  was  reduced  by  three-fourths  in  the  final  sam- 
ple (Appendix  II,  CUPIS  III).  The  percent  yield 
using  MAP  case  selection  ranged  from  0 to  40  per- 
cent, while  with  criteria  analysis  the  yield  ranged 
from  33  to  60  percent  with  no  cases  missed. 

In  conclusion,  peer  review  of  surgical  cases  en- 
tails a commitment  to  surgical  excellence.  Review 
may  take  the  form  of  selective  review  of  a few  com- 
plicated cases,  or  it  may  encompass  the  review  of 
all  cases  cared  for  by  surgeons  in  the  hospital  en- 
vironment. The  ever-increasing  demand  of  govern- 
mental agencies  for  thorough  and  effective  quality 
control,  as  well  as  our  own  committment  to  excel- 
lence, make  the  development  of  better  methods  of 
case  selection  vital.  The  development  of  diagnosis- 
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Figure  8 
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specific  criteria  indicative  of  high  quality  surgical 
care,  based  on  weighted  scores  for  individual  items 
of  clinical  data,  and  the  establishment  of  a critical 
numerical  cut-off  level  by  regression  analysis, 
creates  an  instrument  which  eliminates  inefficient 
and  costly  physician  screening.  This  allows  a review 
committee  to  devote  it’s  time,  in  the  main,  to  only 
those  cases  which  are  aberrant,  and  thus  of  value 
for  review  and  for  the  continuing  education  of  the 
surgical  staff. 

Discussion 

Dr.  Douglas  Farmer,  New  Haven:  On  the  basis 
of  your  experience  to  date,  suppose  you  had  a 
thousand  cases  in  your  surgical  service  in  a month. 
How  many  do  you  think  you  would  select  for  full 
committee  review? 

Dr.  Stewart  King,  Stamford:  On  the  average  we 
are  running  from  45  to  60  charts  a month  for  re- 
view now,  but  Larry  Tanner’s  focus  on  this  has 
been  data  acquisition  rather  than  screening,  the 
latter  being  our  real  interest.  I think  if  you  really 
develop  criteria  analysis,  you  not  only  will  look 
at  about  a quarter  as  many  charts,  but  the  ones  you 
look  at  will  have  a very  high  yield.  We  have  a 
death  meeting,  a complications  meeting,  and  a sur- 
gical review  presentation  on  a monthly  basis.  I 
think,  having  been  on  this  committee  for  a long 
time,  the  committee  gets  bored  if  it  does  not  find 
anything.  You  know,  if  you  churn  your  wheels  and 
come  up  with  a zero  percent  yield  in  cases  that  are 
worthy  of  comment,  the  committee  just  doesn’t 
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Connecticut  Medicine 


Editorial 


Connecticut  Medicine 
A Change  In  Direction 

The  Council  has  honored  me  by  appointing  me 
Editor  of  Connecticut  Medicine  to  follow  Dr. 
Louis  H.  Nahum,  not  to  replace  him,  for  neither 
I nor  anyone  whom  I know  can. 

This  change  gives  us  all  an  opportunity  to 
consider  the  Journal  in  greater  detail  than  usual, 
especially  in  view  of  the  fact  that  the  Hartford 
County  delegation  has  introduced  resolutions 
(defeated)  to  the  House  of  Delegates  to  discon- 
tinue it.  Such  resolutions,  however,  merit  discus- 
sion, including  mundane  aspects  of  the  Journal, 
for  the  benefit  of  the  entire  membership  as  it  is 
theirs.  This  is  to  be  my  prime  consideration. 

Though  I am  not  privy  to  why  the  Council 
saw  fit  to  choose  me  from  the  several  applicants, 
I am  sure  that  it  was  not  because  I was  “best.” 
I believe  it  was  because  I alone  suggested  a 
change  in  direction  from  a greater  emphasis  on 
the  number  of  its  scientific  articles.  Unless  the 
membership  should  suggest  otherwise,  I shall 
broaden  its  scope  to  include  areas  related  to 
medicine:  ethics,  law,  sociology,  legislation,  his- 
tory, education,  etc.  It  is  a state  journal  con- 
cerned especially  with  those  subjects  of  interest 
and  importance  to  physicians  practicing  in  our 
state. 

Bylaws 

What  do  the  bylaws  have  to  say  about  the 
Journal  and  editorial  board? 

“ELECTION  OF  EDITOR:  The  Council  shall 
elect  an  Editor  of  ‘Connecticut  Medicine’  to 
serve  until  his  successor  takes  place  after  elec- 
tion by  the  Council.  The  Editor  shall  serve 
ex-officio  as  a member  of  the  Council  without 
the  right  to  vote. 


“POWERS  AND  DUTIES  OF  EDITOR. 

The  Editor  of  ‘ Connecticut  Medicine’  shall  ex- 
ercise all  such  powers,  shall  carry  out  all  such 
duties,  and  shall  observe  all  such  directions 
and  restrictions  as  the  Council  from  time  to 
time  imposes  upon  him,  but  in  default  thereof, 
the  Editor  . . . shall  manage  and  supervise 
the  publication  . . . with  full  responsibility  for 
editorial  content,  advertising  sales,  and  cir- 
culation, as  well  as  approval  of  all  printing  and 
paper  contracts  for  the  publication.  . . .” 


“EDITORIAL  COMMITTEE  OF 
CONNECTICUT  MEDICINE. 

The  Council  annually  shall  nominate  to  the 
House  of  Delegates  an  editorial  committee  of 
Connecticut  Medicine  consisting  of  not  more 
than  15  members  in  addition  to  the  Editor 
and  the  President  who  shall  serve  ex-officio 
as  a member  with  all  rights  and  privileges.  The 
Editor  shall  serve  as  chairman  of  the  Editorial 
Committee.  The  members  . . . shall  be  capable 
of  representing  the  various  specialty  divisions 
of  medicine  and  the  various  geographic  areas 
of  the  state.  The  function  of  the  committee 
shall  be  to  assist  and  guide  the  Editor  in  the 
acceptance  or  rejection  of  manuscripts  for 
publication  and  to  assist  the  Editor  to  main- 
tain high  literary  quality  in  Connecticut  Med- 
icine. The  committee  shall  not  be  concerned 
with  the  business  and  financial  aspects  of  the 
publication  of  Connecticut  Medicine,  which 
aspects  are  the  responsibility  of  the  Editor  and 
the  Executive  Director.” 


Content  of  Journal 

It  is  this  issue  over  which  there  has  been 
greatest  discussion.  The  Council  and  I agree 
that  there  should  be  a change  in  direction  of  its 
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main  content,  and  that  its  scope  should  be 
broadened. 

There  was  general  agreement,  without  an  of- 
ficial poll,  that  the  Journal  was  not  being  widely 
read  by  members,  and  that  for  those  who  did 
read  it,  Dr.  Nahum’s  “editorials,”  the  President’s 
Page,  and  the  minutes  of  the  Council  were  read 
the  most.  We  also  clarified  wherein  lay  the  au- 
thority and  responsibility  for  the  Journal.  It  lies 
with  the  Editor. 

How  to  increase  the  readership? 

Though  the  main  emphasis  will  continue  to  be 
scientific,  rather  than  increase  the  space  devoted 
to  such  articles  as  advocated  by  most  members 
on  the  editorial  board,  it  may  even  be  decreased 
for  articles  from  other  areas  related  to  and  of 
interest  in  the  practice  of  medicine.  It  shall  be 
directed  to  the  great  majority  of  practicing  physi- 
cians in  our  state.  Though  the  difference  between 
the  research  worker  and  practicing  clinician  may 
be  gray,  it  is  distinct  enough  to  me  for  practical 
purposes.  I infer  that  the  investigator  who 
wishes  to  report  the  results  of  his  research  will 
submit  his  article  to  a specialty  journal. 

I shall  ask  contributors  to  keep  in  mind  our 
readership.  Though  we  do  not  have  a clearcut 
picture  of  the  composite  practicing  physician  in 
Connecticut,  I shall  assume  that  he  is  educated 
and  intelligent,  that  he  is  busy,  too  busy  to  glean 
from  the  many  journals  outside  his  specialty 
pearls  related  to  and  of  interest  even  to  his 
specialty.  Especially  is  he  overwhelmed  with  the 
number  and  amount  of  scientific  journals  and 
articles. 

I hope  to  make  Connecticut  Medicine  more 
interesting  and  provocative  by  more  emphasis  on 
paramedical  subjects  of  growing  importance  to 
medicine  as  a profession  with  broadly  conceived 
social  relations  as  reflected  in  the  present  day 
curricula  of  our  medical  schools. 

Much  more  than  in  the  past,  we  shall  include 
articles  in  the  field  of  legislation  and  social  sci- 
ences. The  government,  by  evolution  and  indirec- 
tion, is  encroaching  upon  the  practice  of  med- 
icine, not  only  in  private  practice,  but  even  in 
the  university,  much  more  than  the  average  phy- 
sician realizes.  For  example,  the  latest  legisla- 
tion, HR1,  including  the  Bennett  Amendment 
in  the  form  of  PSRO  (Professional  Standards 
Review  Organization),  is  considered  the  most 
important  law  affecting  physicians  since  Med- 
icare. This  deals  not  only  with  the  economics  of 


practice,  but  with  the  very  methodology  a physi- 
cian practices,  even  in  his  office.  I consider  it  the 
duty  and  responsibility  of  our  Journal  to  keep 
those  readers  informed  of  the  implications  of 
such  legislation,  especially  of  the  rules  and  regu- 
lations formulated  by  HEW. 

Some  of  the  members  of  the  Editorial  Board 
expressed  concern  that  we  wish  to  convert  the 
Journal  into  a miniature  Medical  Economics. 
Though  we  could  do  worse,  this  is  not  my  intent. 
It  is  almost  unrealistic  to  hope  that  the  Journal 
will  be  read  as  much  and  that  the  quality  of  its 
writing  will  be  as  good.  Though  we  have  com- 
mitments in  scientific  articles  for  the  next  six 
months,  I have  been  able  to  include  several 
articles  in  the  Special  Section:  One  by  Dr.  Mas- 
sey on  Anti-Intellectualism;  it  is  excellent  and 
gives  us  an  idea  how  our  new  dean  thinks  and 
writes.  Another  by  Dr.  Henry  Clark  on  Health 
Planning;  he  clearly  expresses  his  ideas  on  the 
delivery  of  medical  care  and  what  he  would  like 
in  Connecticut.  Lastly,  a report  by  the  AMA 
Board  of  Trustees  concerning  Psychiatric  Dif- 
ficulties of  Physicians,  made  in  response  to  a 
resolution  by  the  Connecticut  delegation.  This 
gives  an  example  of  the  type  and  quality  of  re- 
port done  by  the  AMA  when  so  instructed  by  its 
House  of  Delegates.  Certainly  these  are  not 
classic  Medical  Economics  fare. 

FINANCES.  The  greatest  objection  to  the 
Journal  during  discussion  in  the  House  of  Dele- 
gates seems  to  be  that  it  is  “losing  money.” 
Someone  has  figured  out  that  it  cost  individual 
members  about  seventy-five  cents  a month  to 
maintain  it.  Members  don’t  subscribe  to  the 
Journal;  it  is  part  of  their  membership. 

Let  me  briefly  and  in  round  figures  tell  you 
something  about  its  budget.  The  total  budget 
for  the  Journal  was  a little  over  $72,000  inl972; 
it  is  $75,000  for  1973.  Estimated  income  is  about 
$45,000  for  1972;  the  same  for  1973.  The  great- 
est expense  is  for  printing  and  mailing.  The  man- 
ufacturing cost  and  distribution  for  1972  were 
about  $58,000;  for  1973,  $61,000.  The  total  cost 
for  personal  services  of  staff  in  putting  out  the 
Journal  was  $12,600  for  1972;  the  same  for  1973. 
This  includes  a $3,000  honorarium  given  to  Dr. 
Nahum — the  same  for  many  years.  Since  the 
budget  had  already  gone  in  for  1973  before  final 
decision  was  made  about  appointing  an  Editor, 
the  same  allotment  was  made.  It  is  obvious  that 
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this  provision  for  staff  maybe  unrealistic  for  the 
future. 

The  Journal  is  suffering  from  the  same  malaise 
that  other  state  journals  are,  especially  of  smal- 
ler states,  and  as  of  commercial  magazines  of  a 
general  nature  similar  to  Life,  Look,  and  Satur- 
day Evening  Post.  General  journals,  not  only 
scientific  but  commercial,  are  losing  out  to  spe- 
cialized journals.  Also,  advertising  outlays  of 
drug  companies  have  been  less  and  more  selec- 
tive during  the  last  several  years.  A quick  meas- 
urement of  success  of  a magazine  or  journal  rely- 
ing on  advertising  is  by  its  thickness.  Its  viabil- 
ity decreases  the  thinner  it  becomes. 

With  the  help  of  our  Business  Manager  and 
Executive  Director,  I hope  to  increase  the  rev- 
enue and  decrease  its  costs.  The  margins  for 
these,  however,  are  small.  It  is  my  hope  that  we 
can  make  the  Journal  interesting  and  valuable 
enough  so  that  objections  to  its  cost  will  de- 
crease or  disappear. 

ADVERTISING.  Most  of  the  ads  are  derived 
from  a national  agency  devoted  to  state  medical 
journals.  The  Journal  accepts  neither  cigarette 
nor  alcohol  ads.  Our  concern  for  revenue  is  ex- 
pressed by  including  an  ad  on  the  front  page. 
This  location  provides  one  of  our  greatest  reve- 
nues. 

I infer  that  most  members  would  object  to  it 
on  aesthetic  grounds.  I would  hope  that  enough 
would  object  so  it  could  be  taken  off  the  front 
page.  Silence,  however,  implies  consent. 

EDITORIALS.  By  coincidence  I’ve  had  the 
benefit  of  a full  discussion  of  editorial  policy  at 
a recent  meeting  of  the  AMA.  This  was  stimu- 
lated by  an  unsigned  editorial  in  JAMA  advo- 
cating cessation  of  experimentation  in  genetic 
engineering.  Most  of  the  lay  press  inferred  that 
this  was  AMA  policy.  In  discussion  before  the 
reference  committee  I asked,  for  information, 
what  an  unsigned  editorial  meant  in  JAMA 
publications.  Did  it  mean  the  opinion  of  the 
editor,  or  of  the  editorial  board,  or  of  the  execu- 
tive vice  president,  or  of  the  House  or  Board  of 
Trustees?  It  was  brought  out  that  an  unsigned 
editorial  was  merely  an  expression  of  opinion 
by  the  editor.  I must  disagee  with  this  policy. 
Unsigned  editorials  in  an  official  journal  of  a 
society  or  organization,  as  it  will  be  in  Connect- 
icut Medicine,  should  represent  the  consensus  or 


official  policy  of  the  Society  or  Council  as  near 
as  reasonably  and  conscientiously  can  be  in- 
ferred by  the  editor.  Initialed  or  signed  editorials 
are  something  else;  they  will  be  expressions  of 
opinion  by  the  editor  or  his  delegate  for  which  he 
is  responsible.  He  should  be  given  the  fullest 
freedom  to  explore  and  comment  on  important 
and  controversial  issues.  Editorials  should  by 
their  nature  invite  dissent.  They  should  hardly 
ever  be  dull. 

LETTERS  TO  THE  EDITOR.  These  probably 
more  than  any  other  single  item  give  spirit  and 
verve  to  a publication.  Every  editor  hopes  for 
stimulating  letters.  It  shall  never  be  said  that 
Connecticut  Medicine  refuses  a letter  to  the 
editor.  The  greater  the  dissent,  the  higher  its 
priority  in  being  published.  The  only  restrictions 
are  those  of  libel;  and  I believe  it  is  reasonable 
to  ask  of  physicians  that  even  the  most  contro- 
versial letter  be  within  the  dignity  of  our  pro- 
fession. 

Conclusions 

Connecticut  Medicine  is  a state  journal,  pub- 
lished for  the  benefit  of  the  members  of  the  Con- 
necticut State  Medical  Society  most  of  whom 
are  in  private  practice.  Though  not  exclusively 
directed  to  them,  we  shall  assume  that  for  the 
most  they  are  our  readership. 

I shall  broaden  the  scope  of  its  contents  to 
include  not  only  articles  in  scientific  medicine, 
but  in  the  many  and  increasing  fields  related  to 
medicine. 

It  is  my  hope  to  make  it  educational,  informa- 
tive, interesting  and  readable.  The  Journal  not 
only  theoretically  but  in  fact  belongs  to  the 
membership.  We  are  open  to  suggestions  and 
criticisms.  More  than  anything  we  wish  partic- 
ipation; this  can  best  be  done  by  letters  to  the 
editor  and  articles  from  the  members.  Practically 
every  practicing  physician  can  create  a short, 
interesting,  informative  and  especially  self-teach- 
ing anecdotal  case  report. 

I wish  it  were  a fair  inference  to  make  that 
the  Journal  is  doing  well  if  there  are  no  letters 
of  suggestion  or  criticism.  I shall  keep  in  mind 
that  it  cannot  be  all  things  to  all  members,  and 
that  it  cannot  satisfy  everyone.  I hope  members 
at  least  peruse  the  table  of  contents,  and  critical- 
ly evaluate  the  Journal’s  “new  direction.” 

Fred  Fabro,  M.D.,  Editor 
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CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1973  Annual  Meeting  of  the  House  of  Delegates  is  scheduled  to  be  held  in  the  Terrace  Room  of 
the  Hartford  Hilton  Hotel,  Hartford,  on  Tuesday,  April  24.  Commencing  at  8:30  A.M.  Following  luncheon, 
the  House  will  reconvene  for  the  completion  of  its  business. 


David  A.  Grendon,  President 

Kenneth  F.  Brandon,  Speaker  of  the  House 

Louis  C.  Backhus,  Secretary 


INTRODUCTION  OF  RESOLUTIONS 

Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  Provides  that: 

All  resolutions  to  be  considered  as  regular  business  at  any  regular  meeting  of  the  House  of  Delegates  must  be  in  the 
hands  of  the  Speaker  not  later  than  seventy-two  hours  before  the  opening  of  that  meeting.  All  resolutions  and  recommen- 
dations published  in  the  official  agenda  distributed  to  the  members  of  the  House  prior  to  the  meeting  at  which  action 
is  to  be  taken  shall  be  considered  as  regular  business.  Resolutions  presented  later  than  seventy-two  hours  before  the  open- 
ing of  a meeting  will  be  referred  for  consideration  as  regular  business  by  the  House  only  when  they  are  presented  by  the 
Council  or  accepted  for  consideration  by  majority  vole  of  the  delegates  present.  Any  resolution  which  does  not  qualify  in 
accordance  with  the  aforesaid  provisions  for  consideration  as  regular  business  may  be  accepted  for  action  my  a majority  vote 
of  the  delegates  present  and,  if  so  accepted,  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee.  Any  such 
reference  committee  shall  consider  resolutions  referred  to  it  and  shall  report,  with  recommendations  to  the  House  before 
adjournment  of  the  meeting. 


PROPOSED  AMENDMENTS  TO  THE  BYLAWS 

The  following  proposed  amendments  to  the  Bylaws  was  presented  to  the  House  of  Delegates  on  Dec- 
ember )6,  1972  and  were  tabled  for  consideration  and  action  at  the  next  regular  meeting  of  he  House 
of  Delegates. 

In  accordance  with  the  Bylaws,  these  amendments  will  be  published  in  Connecticut  Medicine  "on  one 
or  more  occasions  prior  to  the  next  meeting  ...  at  which  meeting  the  amendmen  shall  be  taken  off 
the  table  and  acted  upon  by  the  House  of  Delegates." 
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DIVISIONAL  BOARDS  AND  COMMITTEES 
Introduced  by  the  Council 

I.  PURPOSES: 

(a)  To  update  the  Bylaws  prior  to  republish- 
ing (last  published  in  1962). 

(b)  To  “remove  most  of  the  detailed  provi- 
sions concerning  committees.  . . . and, 
thereby,  reduce  the  number  and  frequency 
of  amendments  made  (thereto)’’  (Council, 
9/16/70)  and  thus  tend  to  stabilize  the 
Bylaws  in  the  years  ahead. 

(c)  To  keep  step  with  the  national  trend  to 
limit  Bylaws  to  the  essentials  of  basic 
organizational  and  administrative  struc- 
tures and  avoid  the  inclusion  of  excessive 
detail  with  respect  to  matters  on  which 
frequent  changes  may  be  anticipated. 

II.  SECTIONS  OF  BYLAWS  PRIMARILY 

INVOLVED: 

(a)  ARTICLE  X— COMMITTEES  OF  THE 
COUNCIL 

Section  1.  Standing  Committees,  Repre- 
sentatives and  Advisors 

(b)  ARTICLE  XI— DIVISIONAL  BOARDS 
AND  COMMITTEES  (OF  THE  HOUSE 
OF  DELEGATES) 

HI.  APPROACH: 

A.  Election  of  Committees,  Etc.:  At  the  present 
time,  the  Bylaws  provide  for  the  election  of 
two  separate  groups  of  Committees;  i.e.,  “Di- 
visional Board  and  Committees”  elected 
by  the  House  of  Delegates  (Article  XI),  and 
“Standing  Committees,  Representatives  and 
Advisors”,  elected  or  appointed  by  the 
Council  (Article  X).  At  the  time  of  their 
formation,  the  majority  of  the  existing  com- 
mittees, representatives  and  advisors  ap- 
pointed or  elected  by  the  Council  over  a 
period  of  many  years  were  considered  to  be 
temporary  or  “ad  hoc”  in  nature.  Experi- 
ence has  shown,  however,  that  most  of  these 
have  become  permanent  and  ongoing  and, 
in  effect,  are  as  “standing”  as  those  present- 
ly elected  by  the  House  of  Delegates.  The 
Council  proposes,  therefore,  that  all  com- 
mittees, representatives  and  advisors  which 
have  a “standing”  status  be  elected  by  the 
House  of  Delegates  and  that  appointments 
by  the  Council  be  limited  to  such  ad  hoc 
(temporary)  committees,  representatives  and 
advisors  as  may  be  considered  necessary  or 
desirable  to  assist  the  Council  in  discharg- 


ing its  duties  as  defined  in  the  Bylaws.  To 
accomplish  this  purpose,  an  amendment  to 
Article  X,  Section  1,  of  the  Bylaws  is  pro- 
posed as  follows: 

AMENDMENT  TO  ARTICLE  X,  SECTION  I 

(Delete  underlined  words  and  insert  words  in 
capitals). 

ARTICLE  X-COMMITTEES  OF  THE  COUNCIL 

Section  1.  Standing  AD  HOC  Committees,  Repre- 
sentatives and  Advisors.  The  Council  shall  elect  or 
appoint  such  standing  AD  HOC  committees,  rep- 
resentatives and  advisors  as  may,  from  time  to  time, 
be  considered  necessary  or  advisable  TO  ASSIST 
THE  COUNCIL  IN  DISCHARGING  ITS 
DUTIES  AS  DEFINED  IN  THESE  BYLAWS. 
Any  member  of  The  Society  in  good  standing  may 
be  elected  or  appointed  to  serve  in  these  posts.  The 
terms  AND  DUTIES  of  members  of  SERVING 
ON  (standing)  AD  HOC  Committees,  OR  AS  rep- 
resentatives and  advisors  shall  be  set  by  the  Council 
but,  in  any  event,  shall  be  reviewed  annually  by 
the  Council.  A current  listing  of  such  standing  AD 
HOC  committees,  representatives  and  advisors,  in- 
cluding descriptions  of  the  functions  of  each,  shall 
be  maintained  by  the  Executive  Director’s  office. 
In  its  discretion,  the  Council  may  dissolve  DIS- 
CHARGE or  discharge  TERMINATE  these  stand- 
ing AD  HOC  committees,  representatives  and  ad- 
visors in  the  event  that  they  are  no  longer  necessary 
or  desirable  OR  MAY  RECOMMEND  TO  THE 
HOUSE  OF  DELEGATES  THAT  THEY  BE 
MADE  STANDING  COMMITTEES,  REPRE- 
SENTATIVES AND  ADVISORS  OF  TEIE 
HOUSE  IN  ACCORDANCE  WITH  ARTICLE 
XI. 

Section  2.  Council  Subcommittees  (No  Changes). 

B.  Removal  of  Detailed  Provisions  re  Committees, 
Etc.:  The  great  majority  of  amendments  to  the 
Bylaws  adopted  by  the  House  of  Delegates  dur- 
ing the  past  decade  have  had  to  do  with  the 
minutiae  of  committee  names,  composition, 
functions,  etc.,  and,  the  Council,  has  eliminated 
as  many  of  these  minutiae  as  possible.  The 
proposed  amendment  to  Article  XI  which  fol- 
lows will  accomplish  this  purpose. 

In  1962,  when  the  last  major  revision  of  the 
Bylaws  was  made,  the  standing  committees  of 
the  House  of  Delegates  were  grouped  into 
“Divisions”  each  of  which  was  headed  by  a 
“Divisional  Board”  (composed  of  the  chairmen 
of  the  committees  listed  under  the  respective 
Divisions).  The  intent  of  the  Division  and  Di- 
visional Board  provision  was  that  the  Boards 
would  meet  at  appropriately  frequent,  regular 
intervals  to  review  the  work  of  the  divisional 
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committees  and  to  coordinate  the  activities  of 
said  committees.  In  practice,  however,  it  can  be 
stated  without  reservation  that  no  real  or  useful 
purpose  has  been  served  by  this  complicated 
divisional  board  structure.  Experience  has 
shown  that,  on  the  contrary,  the  structure  has 
frequently  tended  to  create  confusion  as  to  the 
respective  responsibilities  of  committee  chair- 
men and  divisional  board  chairmen  and  it  is 
believed  that  such  confusion  would  have  be- 
come a serious  problem  were  it  not  for  the  fact 
that  so  few  divisional  board  chairmen  have 
chosen  to  make  their  boards  functional.  The 
Council  proposal  for  amending  Article  XI 
would  eliminate  Divisions  and  Divisional 
Boards.  It  is  to  be  noted  that  nothing  in  the 
Bylaws  precludes  committee  chairmen  or  entire 
committees  from  meeting  together  or  cooperat- 
ing on  projects  if  such  is  desired.  In  lieu  of  the 
deleted  detailed  provisions  concerning  commit- 
tees, the  proposed  amendment  would  delegate 
to  the  Executive  Director’s  office  the  responsi- 
bility to  maintain  a committee  book  at  the  Soci- 
ety's headquarters  building  which  would  list  all 
standing  committees,  representatives  and  ad- 
visors by  title,  a current  roster  of  same,  and  the 
duties  of  each  as  prescribed  originally  by  the 
House  of  Delegates  and  as  may  be  amended 
from  time  to  time. 

There  follows  a proposed  comprehensive  amend- 
ment to  Article  XI  of  the  Bylaws  which  would 
accomplish  all  of  the  foregoing  objectives. 

AMENDMENT  TO  ARTICLE  XI 

(Delete  present  Article  XI  in  its  entirely,  sub- 
stitute the  following). 

ARTICLE  XI 

Standing  Committees,  Representatives  and 
Advisors  of  The  House  of  Delegates 

Section  1.  Purpose  and  Election 

Par.  1.  Purpose.  In  order  to  provide  for  continu- 
ing study,  recommendation  and  functional  produc- 
tivity in  the  several  areas  of  purpose  stipulated  as 
being  those  of  The  Society  in  Article  II,  Section  1, 
of  these  Bylaws,  the  House  of  Delegates  shall  estab- 
lish and  maintain  such  standing  committees,  repre- 
sentatives and  advisors  as  it  deems  necessary  and 
shall  define  the  titles,  duties  and  terms  of  office 
thereof. 

Par.  2.  Formation  and  Termination.  The  House 
of  Delegates  may  act  to  form  or  terminate  standing 
committees,  representatives  and  advisors  at  any 


regular  meeting  or  at  a special  meeting  called  for 
the  purpose.  A majority  vote  of  the  delegates  pre- 
sent and  voting  shall  be  required  to  approve  such 
action. 

Par.  3.  Qualifications.  In  general,  any  Active  or 
Life  Member  of  The  Society  in  good  standing  is 
eligible  for  election  to  these  posts.  In  certain  in- 
stances, however,  the  House  of  Delegates  may  limit 
election  eligiblity  to  members  having  special  qual- 
ifications such  as  being  officers  or  committee  chair- 
men (by  title)  or  having  served  in  some  capacity 
with  The  Society  or  the  component  County  Asso- 
ciations within  a stipidated  period  of  time  preced- 
ing their  election. 

Par.  4.  Election.  At  each  annual  meeting  of  the 
House  of  Delegates,  the  Council  shall  present  a 
complete  slate  of  nominees  for  all  standing  com- 
mittees, representatives  and  advisors  extant  at  the 
time  of  such  meeting.  Following  presentation  of  the 
slate  by  the  Council,  nominations  may  be  made 
from  the  floor.  The  House  of  Delegates  shall  then 
act  to  elect  the  members  of  all  standing  committees 
anil  to  designate  the  chairmen  thereof  and  to  elect 
the  members  to  serve  as  representatives  and  ad- 
visors and  make  such  special  designations  of  same 
as  may  be  indicated.  The  election  of  standing  com- 
mittees, representatives  and  advisors  shall  require 
a majority  vote  of  the  delegates  present. 

Par.  5.  Term  of  Office.  The  terms  of  committees, 
representatives  and  advisors  shall  be  set  by  the 
House  of  Delegates.  Unless  otherwise  prescribed  by 
the  House  of  Delegates,  the  terms  of  office  are  for 
one  year  and  shall  become  effective  immediately  fol- 
lowing the  annual  meeting  of  the  House  of  Dele- 
gates. 

Par.  6.  Vacancies  and  Interim  Appointments.  In 
the  event  of  a vacancy  on  any  standing  committee 
or  in  the  posts  of  representatives  and  advisors,  the 
Council  shall  fill  such  vacancy  by  appointment  and 
the  member  appointed  shall  serve  until  the  next 
annual  meeting  of  the  House  of  Delegates.  In  its 
discretion,  the  Council  may  also  appoint  additional 
members  to  serve  on  standing  committees  and  as 
representatives  and  advisors  provided  that  such  ap- 
pointments do  not  exceed  the  numerical  strengths 
stipulated  by  the  House  of  Delegates.  Members  so 
appointed  by  the  Council  shall  serve  until  the  next 
annual  meeting  of  the  House  of  Delegates. 

Section  2.  Administration 

Par.  1.  Duties.  The  office  of  the  Executive  Direc- 
tor shall  maintain  a committee  book  at  The  Soci- 
ety’s headquarters  which  shall  list  the  titles  of  all 
standing  committees,  representatives  and  advisors 
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authorized  by  the  House  of  Delegates  and  record 
the  composition  and  duties  of  each  as  defined 
originally  by  the  House  of  Delegates  and  as  may  be 
amended  from  time  to  time  by  the  House  of  Dele- 
gates. For  the  purpose  of  avoiding  the  formation 
by  the  House  of  Delegates  of  standing  committees, 
representatives  and  advisors  having  duplicative  or 
overlapping  functions,  the  office  of  the  Executive 
Director  shall  also  list  all  authorized  standing  com- 
mittees, representatives  and  advisors  under  cate- 
gorical groups  which  are  appropriate  to  their 
designated  areas  of  activity.  Such  categorical  groups 
may  include,  but  shall  not  be  limited  to,  the  fol- 
lowing: Education  and  Hospitals;  Medical  Eco- 
nomics; Publications;  Scientific  Activities;  Socio- 
Environmental  Medicine;  Public  Affairs;  Judicial; 
and  Representatives  and  Advisors. 

Par.  2.  Roster.  The  office  of  the  Executive  Direc- 
tor shall  maintain  at  The  Society's  headquarters  a 
current  roster  of  members  serving  on  all  standing 
committees  and  as  representatives  and  advisors  who 
have  been  elected  by  the  House  of  Delegates  and 
shall  revise  such  roster  appropriately  following 
each  meeting  of  the  House.  The  office  of  the  Execu- 
tive Director  shall  also  notify  all  such  members  of 
their  election  and  of  their  duties. 

Par.  3.  Standing  Committees — Organization  and 
Operation.  Each  standing  committee  shall  organize 
by  electing  its  own  vice-chairman,  secretary  and 
such  other  officers  as  it  deems  advisable  and  shall 
establish  rules  to  govern  its  operation  provided 
that  such  rules  do  not  conflict  with  The  Society’s 
l Charter  or  these  Bylaws  or  with  policies  established 
Ty  the  House  of  Delegates  or  the  Council.  A stand- 
ing committee  may  meet  jointly  with  other  stand- 
ing committees,  with  invited  guests  who  are  mem- 
bers of  The  Society,  and  with  others  for  any  pur- 
pose within  the  purview  of  the  committee.  The  So- 
ciety’s headquarters  shall  be  the  official  head- 
quarters of  all  standing  committees.  Each  standing 
; committee  shall  annually  submit  to  the  Council  a 
I proposed  budget  for  the  ensuing  fiscal  year  and 
! shall  not  expend  or  contract  to  expend  funds  in 
excess  of  its  budget  allocation  without  prior  ap- 
proval by  the  Council.  Committees  may  initiate 
policy  statements  for  The  Society,  but  shall  not 
publicize  or  implement  such  statements  until  they 
have  been  approved  by  the  Council  and/or  the 
House  of  Delegates. 

Par.  4.  Representatives  and  Advisors — Organiza- 
tion and  Operation.  Representatives  and  advisors 
are  elected  by  the  House  of  Delegates  as  individual 
members  or  as  groups  of  members  and,  in  general. 


shall  represent  The  Society  at  meetings  of  other 
organizations  or  in  joint  meetings  with  representa- 
tives of  other  organizations.  Funds  for  the  func- 
tioning of  representatives  and  advisors  may  be 
provided  as  annual  budget  allocations,  as  with 
standing  committees,  or  on  the  basis  of  requests 
for  reimbursement  of  actual  expense.  No  sponsor- 
ship or  financial  commitments  are  to  be  made  by 
representatives  or  advisors  on  behalf  of  The  Society 
to  anyone  or  any  agency  without  prior  approval 
by  the  Council  and/or  the  House  of  Delegates.  The 
Society’s  headquarters  shall  be  the  headquarters 
for  all  representatives  and  advisors. 

Par.  5.  Reports.  All  standing  committees,  repre- 
sentatives and  advisors  shall,  in  advance  of  each 
annual  meeting  of  the  House  of  Delegates,  submit 
to  the  Council  in  writing  reports  on  their  activities 
during  the  year  past.  The  Council  shall  transmit 
all  such  written  reports  to  each  annual  meeting  of 
the  House  of  Delegates  and  shall  direct  the  Speaker 
and/or  Vice  Speaker  to  make  recommendations  con- 
cerning the  action  required  on  each  report.  Re- 
ports may  also  be  submitted  to  the  Council  at  other 
times,  either  as  information  or  for  the  purpose  of 
making  recommendations  to  the  Council  and/or 
the  House  of  Delegates,  and  those  calling  for  ac- 
tion by  the  House  of  Delegates  shall  be  transmitted 
by  the  Council,  with  recommendation,  to  the  next 
regular  meeting  of  the  House  of  Delegates  or  to 
a special  meeting  called  for  the  purpose. 


VOTING  REPRESENTATION  OF  CSMS  SECTIONS 
IN  THE  HOUSE  DELEGATES 

Introduced  by  the  President  and  the  Chairman 
of  the  Council  At  the  Semi-Annual  Meeting  of  the 
House  of  Delegates  on  December  6,  1972,  the  fol- 
lowing resolution  was  adopted: 

RESOLVED:  That  the  House  of  Delegates  approve, 
in  principle,  the  concept  of  granting  all  active 
scientific  Sections  of  the  Society  voting  repre- 
sentation in  the  House  of  Delegates,  and  direct 
the  Council  to  prepare  and  present  to  the  next 
meeting  of  the  House  of  Delegates,  for  con- 
sideration and  action,  an  amendment  to  the 
Bylaws  which  provides  for  the  granting  of  such 
voting  representation  to  all  active  scientific 
Sections  and  stipidates  the  basis  on  which  such 
representation  will  be  determined. 
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An  amendment  to  the  Bylaws  directed  to  the 
purpose  outlined  in  the  above  resolution  is  being 
studied  by  the  Council  and  will  be  reported  on  to 
the  House  of  Delegates. 

SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 

Wednesday,  January  3,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  K.  F. 
Brandon,  and  the  Vice-Chairman,  Dr.  D.  A.  Gren- 
don,  were:  Drs.  Cramer,  Root,  Jr.,  Spitz,  Backhus, 
Nolan,  Weber,  Jr.,  Gardner,  Fabro,  Hess,  Rem, 
Harwood,  Pelz,  Wilson,  Dambeck,  Van  Syckle,  Fried- 
berg,  Canzonetti,  Harkins,  LaBella,  Milles,  Freed- 
man, Hastings  and  Klare. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat, 
Mr.  Sweeney,  Mr.  Sullivan  (AMA),  Mr.  Olson 
(FCMA),  Dr.  West  (NHCMA)  and  Dr.  Richards. 

Absent  were  Drs.  Bradley,  Granoff,  Johnson,  Rag- 
land, Jr.,  Roch,  Nemoitin  and  Krinsky. 

II.  Routine  Business 

Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  November 
2,  1972. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Elisabeth  C.  Adams,  On  the  Green,  Guilford 
(NH). 

Courtney  C.  Bishop,  Yale-New  Haven  Hospital, 
New  Haven  (NH). 

Dudley  B.  Blossom,  Pheasant  Lane,  Greenwich 

(F)- 

George  Hurwitz,  99  Pratt  Street,  Hartford  (H). 
Samuel  D.  Kushlan,  Yale-New  Haven  Hospital, 
New  Haven  (NH). 

William  L.  Pious,  340  Whitney  Avenue,  New 
Haven  (NH). 

Louis  Rogol,  54  Main  Street,  Danbury  (F). 

James  P.  Ward,  881  Lafayette  Street,  Bridgeport 

(F). 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  was  scheduled 
to  be  held  on  Thursday,  February  1,  1973. 

III.  Old,  New  and  Special  Business 

Election  of  Student  Members 

It  was  VOTED  to  elect  to  Student  Membership 
19  Connecticut  residents  who  are  enrolled  in  Amer- 


ican medical  schools.  A list  of  those  elected  will 
be  published  in  the  Journal. 

Resignations,  Appointments,  Etc. 

(a)  Committee  on  Drug  Abuse  Education:  It  was 
VOT  ED  to  accept,  with  thanks  for  past  serv- 
ice, the  resignation  of  John  H.  Houck,  Hart- 
ford, as  a member  of  the  Committee. 

(b)  Committee  on  Accident  Prevention  and  Emer- 
gency Medical  Services:  An  action  of  the  House 
of  Delegates  (12/6/72)  having  combined  the 
Committee  on  Accident  Prevention  and  the 
Committee  on  Emergency  Medical  Services, 
it  was  VOTED  to  appoint  Edward  R.  Browne, 
Willimantic,  chairman  of  the  combined  Com- 
mittee, replacing  Edward  A.  Rem,  New  Can- 
aan, resigned. 

(c)  Representative  to  Connecticut  Rural  Develop- 
ment Committee:  In  response  to  a request  of 
the  CRDC,  it  was  VOTED  to  designate  G.S. 
Gudernatch,  Sharon,  to  serve  as  a CSMS  rep- 
resentative to  same. 

(d)  Representative  to  Connecticut  Regional  Drug 
Information  Service:  In  response  to  a request 
of  the  CRDIS,  it  was  VOTED  to  request 
Elliott  R.  Mayo,  Water  bury,  to  serve  as  a 
CSMS  representative  to  same. 

(e)  Committee  to  Study  Perinatal  Morbidity  and 
Mortality:  On  recommendation  of  Committee 
members,  it  was  VOTED  to  appoint  William 
E.  Lattanzi,  New  Haven,  as  chairman  of  the 
Committee  for  the  balance  of  the  1972-73  term, 
replacing  Jacob  Greenblatt,  Stamford,  deceased. 

(f)  Committee  on  Allied  Medical  Services:  It  was 
VOTED  to  accept  the  resignation  of  Anthony 
I).  Mancini,  New  Haven,  as  a member  of  the 
Committee. 

(g)  Ad  Hoc  Committee  on  Venereal  Diseases  Edu- 

cation and  Control:  Implementing  a resolu- 
tion adopted  by  the  House  of  Delegates  (12/6/ 
72),  it  was  VOTED  to  direct  the  President, 
David  A.  Grendon,  to  appoint  the  members 
of  the  Ad  Hoc  Committee  called  for  by  the 
resolution  and  to  designate  the  chairman  there- 
of. The  names  of  serveral  members  of  the  Soci- 
ety were  offered  to  Dr.  Grendon  for  his  con- 
sideration as  appointees. 

Resolution  on  Sections,  House  of  Delegates,  72/6/72 

It  was  VOTED  to  refer  to  the  Subcommittee  to 
Study  and  Revise  the  Bylaws,  for  report  to  the 
Council,  a resolution  adopted  by  the  House  on 
12/6  which  approved  the  concept  of  granting  to 
active  CSMS  Sections  voting  representation  in  the 
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House  of  Delegates,  and  directed  the  Council  to 
prepare  and  present  to  the  next  meeting  of  the 
House,  for  action,  the  draft  of  an  amendment  to 
the  Bylaws  which  will  accomplish  the  intended 
purpose. 

" CRMP  Report  (Fabro)",  House  of  Delegates,  72/6/72 

Implementing  a subject  resolution  adopted  by 
the  House  on  12/6,  it  was  VOTED  to  appoint  a 
committee  to:  (a)  make  a prompt  and  thorough  re- 
view of  CSMS-CRMP  relationships;  (b)  make  a line- 
by-line  examination  of  the  CRMP  budget  request 
for  1973-74;  and  (c),  make  a listing,  on  a priority 
basis,  of  the  needs  for  improving  the  delivery  of 
health  care  in  Connecticut  as  viewed  by  the  Society 
(Council).  It  was  further  VOTED  to  appoint  Kurt 
Pelz,  Clinton,  chairman  of  the  Committee;  J.  Al- 
fred Fabro,  Torrington;  Morris  A.  Granoff,  New 
Haven;  Carl  W.  Johnson,  Thompsonville;  Edward 
A.  Rem,  New  Canaan;  and  Jerome  K.  Freedman, 
New  Haven,  as  members;  and  to  authorize  Dr.  Pelz 
to  add  other  qualified  members  to  the  Committee 
as  he  deems  advisable.  In  addition  to  the  foregoing, 
it  was  VOTED  to  designate  Dr.  Pelz  as  an  official 
liaison  representative  of  the  Council  to  CRMP  and 
to  request  the  CRMP  Advisory  Board  to  grant 
guest  status  to  Dr.  Pelz  in  order  that  he  may  at- 
tend meetings  of  the  Advisory  Board,  Executive 
Committee  and  the  Review  and  Evaluation  Com- 
mittee. 

FCMA  Resolution  re  "CRMP  Report ", 

House  of  Delegates,  72/6/72 

It  was  VOTED  to  refer  to  the  Committee  on 
Statewide  Medical  Planning,  for  study  and  report 
to  the  Council,  a subject  resolution  adopted  by 
the  House  on  12/6  which  empowered  the  Council 
to  “fund  and  establish  a special  department  on 
governmental  relations”  to  study  and  advise  the 
Council,  the  committees  of  the  Society  and  the 
membership  on  all  aspects  of  “tax-supported  health 
care  programs”  such  as,  but  not  limited  to,  “Con- 
necticut Regional  Medical  Program,  Comprehen- 
sive Health  Planning,  Medicare,  Medicaid  and 
PSROs”.  In  conjunction  with  the  foregoing  action, 
it  was  further  VOTED  to  refer  to  the  same  Com- 
mittee for  similar  study  and  report:  (a)  a com- 
munication from  Jerome  K.  Freedman,  New  Haven, 
which  proposed  that  a “professional  management 
analysis”  be  obtained  as  a precursor  to  definitive 
implementation  of  the  FCMA  resolution;  (b)  sev- 
eral communications  from  the  chairman  of  the 
Committee  on  Third  Party  Payments,  S.  Pearce 
Browning,  III,  Norwich,  which  contained  both 


Committee  and  personal  recommendations  concern- 
ing CSMS  planning  for  the  development  of  a 
PSRO  for  Connecticut. 

Status  Report— Connecticut  Title  XIX 
Medical  Care  Advisory  Committee 

In  September  of  1972,  the  Council  requested  the 
Secretary  of  HEW  to  determine  whether  the  Con- 
necticut State  Welfare  Department  has,  in  recent 
years,  been  complying  with  HEW  regulations  that 
the  Department  have  a Medical  Care  Advisory 
Committee  in  being  and  functioning  with  respect 
to  the  administrative  policies  of  Medicaid  and  re- 
lated medical  assistance  programs.  In  December, 
1972  a response  from  HEW  indicated  that  its  in- 
quiry into  the  matter  revealed  that  such  an  MCAC 
had  not  been  functioning  in  Connecticut  for  some 
time  past  but  that  a reorganized  MCAC  was  sched- 
uled to  hold  its  initial  meeting  in  November;  that 
“definite  programs  have  begun  in  the  areas  of  re- 
lating to  outside  agencies,  such  as  the  state  dental 
and  medical  societies”.  It  was  VOTED  to  receive 
this  communication  for  filing,  and  to  send  copies 
thereof  to  the  chairmen  of  the  Committee  on  Third 
Party  Payments  and  of  the  Liaison  Committee  with 
the  State  Welfare  Department. 

Resolution  re  Amending  AMA  Policy  Statement 
on  "Medicare  Disclosure" 

It  was  VOTED  to  adopt  and  transmit  to  the  next 
meeting  of  the  AMA  House  of  Delegates,  and  in- 
struct the  Connecticut  delegation  to  promote,  a 
subject  resolution  as  follows: 

RESOLVED:  That  the  AMA  House  of  Delegates 
add  to  the  policy  statement  adopted  by  the 
House  (Resolution  No.  28)  on  November  29, 
1972  re  “Medicare  Disclosure”,  the  following 
words:  AND  THAT  THERE  BE  NO  DIS- 
CLOSURE OF  A PHYSICIAN’S  NAME  UN- 
TIL HE  IS  DECLARED  TO  BE  A 
CHRONIC  OFFENDER  BY  THE  PEER 
ORGANIZATION  MAKING  SUCH  RE- 
VIEW”; and  be  it  further 
RESOLVED:  That  the  House  of  Delegates  adopt 
the  amended  policy  statement  to  read  as  fol- 
lows: “That  the  American  Medical  Associa- 
tion immediately  request  that  the  proposed 
Medicare  regulations  authorizing  carriers  and 
fiscal  intermediaries  to  disclose  the  names  of 
all  physicians  whose  patterns  of  furnishing 
services  to  beneficiaries  are  judged  to  be  in 
excess  of  their  medical  needs  after  an  appro- 
priate professional  consultation  which  would 
include,  but  not  be  limited  to,  a review  by 


Volume  37,  No.  3 


127 


an  appropriate  committee  of  the  local  or  state 
medical  association  AND  THAT  THERE  BE 
NO  DISCLOSURE  OF  THE  PHYSICIAN’S 
NAME  UNTIL  HE  IS  DECLARED  TO  BE 
A CHRONIC  OFFENDER  BY  THE  PEER 
ORGANIZATION  MAKING  SUCH  RE- 
VIEW.” 

Report  re  "Blood  Pressure  Surveillance  by  Dentists" 

It  was  VOTED  to  accept  for  filing  a report  of 
the  Committee  on  Public  Health  which  brought 
to  the  Council’s  attention  a pilot  program  of  blood 
pressure  surveillance  by  dentists  being  considered 
by  the  State  Health  Department  for  possible  im- 
plementation and  presenting  the  proposed  protocol 
thereof.  After  extended  discussion  of  some  of  the 
worthy  as  well  as  the  dubious  aspects  of  the  plan, 
it  was  further  VOTED  to  express  no  objection  to 
implementation  of  the  pilot  program  as  presented. 

CS/V1S  Contractual  Agreement  with  CACS  Project  Director 

Acting  seriatim  on  twelve  paragraphs  of  similar 
but  differing  drafts  of  the  subject  agreement  pre- 
pared by  CSMS  staff  and  CSMS  legal  counsel,  the 
Council  VOTED  to  approve  in  final  form  an  agree- 
ment between  the  Society  and  Dr.  Daniel  Hamaty, 
Guilford,  whereby  Dr.  Hamaty  is  employed  as  the 
Project  Director  for  the  CSMS  Connecticut  Ambu- 
latory Care  Study  for  a two-year  period,  10/5/72- 
10/5/74.  It  was  further  VOTED  to  authorize  the 
Chairman  of  the  Council  to  sign  the  agreement  for 
the  Society. 

CRMP 

(a)  Follow-up  Report  on  CRMP  “Primary  Care” 
Demonstration  Projects : Reporting  for  the 

CSMS  representatives  previously  designated  by 
the  Council  (Drs.  Grendon,  Cramer,  Root, 
Rem,  Fabro,  Granoff  and  Johnson),  Dr.  Gren- 
don stated  that  several  of  said  representatives 
had  attended  (by  invitation)  a 12/7/72  meet- 
ing of  the  CRMP  Advisory  Board  and  offered 
several  criticisms  of  the  “primary  care”  pro- 
jects in  keeping  with  the  Council’s  “deep  re- 
servations” concerning  same.  In  the  main,  re- 
ported Dr.  Grendon,  the  criticisms  offered  were 
not  directed  to  the  demonstration  projects  per- 
se but  to  the  alleged  hasty  manner  in  which 
the  projects  were  drawn  up  and  submitted  for 


RMP  funding,  failure  to  seek  the  support  of 
community  practitioiners  for  the  projects,  etc. 
He  further  stated  that,  while  the  presentation 
made  on  behalf  of  the  Council  had  received 
courteous  attention,  it  is  doubtful  that  any 
significant  action  will  be  taken  thereon  by  the 
CRMP  Advisory  Board  or  National  Regional 
Medical  Program  Services  (which  has  under 
study  the  CRMP  Budget  Request  for  1973-74). 
It  was  VOTED  to  accept  Dr.  Grendon’s  report 
for  filing. 

(b)  Report  on  RMP  Site  Visit  Presentation : J. 
Alfred  Fabro,  Torrington,  presented  a written 
report  on  a statement  he  had  made  to  the 
RMP  site  visit  team  at  New  Haven  on  12/13/ 
72.  It  was  then  VOTED  to  accept  the  report  for 
filing,  and  to  communicate  to  Dr.  Margulies, 
RMPS  Director;  Mr.  D’Oench,  Chairman  of 
CRMP  Advisory  Board,  with  copies  for  distrib- 
ution to  members  of  the  Board;  and  to  the 
chairman  of  the  RMP  Site  Visit  Team  (Leon- 
ard Scherlis,  M.D.,  Professor  of  Medicine  and 
Chief,  Department  of  Cardiology,  University 
of  Maryland  Hospital,  Baltimore,  Maryland); 
the  following  action:  It  was  VOTED  that  the 
Council  of  the  Connecticut  State  Medical  Soci- 
ety express  the  opinion  that,  as  examples  of 
Connecticut’s  needs  having  a higher  priority 
than  the  concept  of  full-time,  clinical  chiefs 
of  services  in  community  hospitals,  are:  (1) 
The  need  for  more  primary  physicians  with 
better  geographic  distribution;  (2)  the  need 
for  a study  of  methods  to  decrease  the  costs  of 
health  care;  (3)  The  need  for  improved  treat- 
ment of  cancer  and  other  disease  categories 
of  the  original  RMP  legislation,  especially  in 
the  peripheral  areas  of  the  state;  and  (4),  the 
need  for  health  education  in  the  primary  and 
secondary  schools  in  the  state,  utilizing  the 
newly-created  profession  of  health  educator. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  January 
3,  1973.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New  Ha- 
ven, for  perusual  by  an  interested  member  of 
the  Society. 
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Hippocrates,  Galen,  Avicenna  — 
how  would  they 
practice  medicine  today? 


More  than  likely  they  would  be  in  group 
practice.  Leaders  in  medicine  then,  they 
would  again  be  leaders  today.  And  the 
chances  are  they  would  strongly  favor 
practicing  in  an  environment  that  repre- 
sents a wide  scope  of  medical  expertise 
under  one  roof.  And  what  a team  they 
would  make! 

But  who  would  be  their  administrative  team 
mate  — the  one  that  does  the  billing,  insur- 
ance forms,  keeps  management  records, 


makes  sure  about  collections,  and  prepares 
the  much  needed  management  reports? 
We’d  like  to  think  it  would  be  us  ...  to 
make  an  even  better  team.  More  efficient. 
Better  collections.  Complete  control. 

A better  group  practice. 

What  we’ve  got  to  offer  is  simply  today’s 
most  advanced  and  most  compatible  busi- 
ness system  for  medical  groups.  If  you’d 
like  us  to  demonstrate  what  we  can  do  for 
you,  just  call. 


CADENCE  Systems,  Inc.,  641  Lexington  Ave.,  New  York,  N.Y.,  10022,  (212)  935-5333. 

A Subsidiary  of  Cadence  Industries  Corporation 


PHYSICIAN  PLACEMENT  SERVICE 

The  Connecticut  State  Medical  Society  maintains  a place- 
ment service  for  the  convenience  of  Connecticut  physicians, 
hospitals  and/or  communities  in  search  of  candidates  for 
positions  available  in  our  state.  A description  of  such  op- 
portunities should  be  forwarded  to  the  Physician  Placement 
Service,  160  St.  Ronan  Street,  New  Haven,  Connecticut  06511. 
(203-865-0587). 

Physicians  wishing  to  locate  in  Connecticut  are  invited  to 
submit  a resume  to  be  kept  on  file  with  the  Physician 
Placement  Service.  Candidates  are  requested  to  inform  the 
Society  when  they  are  no  longer  available  for  consideration 
for  opportunities  which  might  be  available  in  Connecticut. 

Journal  announcements  under  “Placement  Wanted”  or 
“Placement  Opportunities”  will  be  processed  as  classified  ad- 
vertisements as  of  March  1,  1973.  Anyone  wishing  to  place 
such  an  announcement  must  submit  copy  by  the  first  of  the 
month,  two  months  before  the  month  of  issue.  For  example, 
copy  to  appear  in  a June  issue  would  have  to  have  been 
received  by  the  first  of  April. 

Classified  advertisements  must  be  paid  in  advance,  payable 
to  CONNECTICUT  MEDICINE.  Charges  are  as  follows: 
$20.00  for  25  words  or  less;  40^  for  each  additional  word; 
$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE. 


Placement  Opportunities 


Allergist— Board  eligible  or  certified,  preferably  with  special 
interest  in  chest  disease  as  associate,  partner  and  eventual 
purchaser  of  a large  and  growing  practice  in  allergy  and 
chest  disease  in  an  excellent  professional  social  community. 
Availability  immediately  or  by  July  1,  1973  would  both  be 
suitable  for  introduction  of  the  appropriate  physician  to 
assume  this  excellent  opportunity— initially  with  the  assist- 
ance of  the  present  allergist  and  a staff  of  several  registered 
nurse  clinicians.  Opportunity  for  immediate  professional  and 
economic  growth  is  unparalleled. 

Allergist— Third  allergist  needed  for  rapidly  growing  group 
practice  in  central  Connecticut.  Present  partners  under  40 
years  of  age. 

Child  Psychiatrist— Chief  administrator  of  small,  inner-city 
child  guidance  center  with  core  staff  of  many  disciplines— 
$25,598-$30,974.  All  State  benefits  provided  Write:  C.  Launi, 
Connecticut  Department  of  Mental  Health,  90  Washington 
Street,  Hartford,  Connecticut  06115.  203-566-5237. 

Emergency  Room— Ambulatory  Services— Full  time  position 
in  250  bed  community  hospital.  Excellent  new  facilities. 
Group  renders  emergency  and  primary  care  to  75,000  popu- 
lation. Apply  Richard  P.  Fredericks,  Executive  Vice  Presi- 
dent, Bristol  Hospital,  Brewster  Road,  Bristol,  Connecticut 
06010.  Phone  589-2000. 

Family  Practice— Associate  leading  to  full  partnership,  needed 
by  young  family  practitioner  in  Fairfield  County,  Connect- 
icut; excellent  schools;  400  bed  hospital  located  nearby;  send 
curricula  vitae  to  CSMS. 


Family  Practice— Central  Connecticut.  Physician  leaving  after 
15  years  of  solo  practice  to  accept  position  as  director  of 
family  practice  residency  program  in  another  city.  No  OB. 
Grossing  $80,000  plus.  Modern  leased  office.  Good  com- 
munity coverage.  Open  staffed  300  bed  hospital.  Available 
January  1,  1973. 

Family  Practice— Young  physician  wanted  to  join  group 
practice  in  northwestern  part  of  the  state.  Internist  will 
be  considered. 

Family  Practice— Suburb  of  Hartford.  Physician  in  search 
of  an  associate.  Convenient  location.  Attractive  community. 
Family  Practice— Northeastern  sector  of  the  stale.  Conven- 
ient to  Boston  and  Rhode  Island.  Associate  type  arrange- 
ment possible  with  physician  presently  in  practice. 

Family  Practice— Community  search  committee  wishes  to  con- 
tact interested  physicians.  Northwestern  part  of  the  state. 
Richard  N.  Collins,  M.D.,  The  Sharon  Clinic,  Sharon,  Con- 
necticut 06069. 

Primary  Physicians  Needed— Northeast  corner  of  Connecticut 
covering  ten  town  area  of  60,000  people  needs  general  prac- 
tice and  specialty  physicians.  Lowest  per  capita  physician 
ratio  in  Connecticut.  Attractive  residential  environment,  ex- 
cellent schools.  190  bed  modern  hospital  primary  care  facility 
for  the  ten  towns  also  needs  salaried  emergency  room  physi- 
cians. Doctors  office  building  next  to  hospital  presently  un- 
der construction  has  office  space  available  that  can  be  built 
to  incoming  physician’s  specifications.  Write  Dr.  John  Meyer, 
Chairman  recruitment  committee,  or  administrator  William 
J.  Derevlany,  Day  Kimball  Hospital,  320  Pomfret  Street,  Put- 
nam, Connecticut  06260,  or  call  collect  203-928-6541. 

General  Practice,  Internal  Medicine— Needed  in  town  of  Tor- 
rington.  200  bed  hospital.  50  physicians,  over  50,000  popula- 
tion. Contact  Joseph  F.  J.  Curi,  M.D.,  Chairman  of  Search 
Committee,  Charlotte  Hungerford  Hospital,  Torrington,  Con- 
necticut 06790.  203-482-0441. 

General  Practice  and  Internal  Medicine— Both  for  solo  and 
hospital  based  practice.  Medium  sized,  north  central  com- 
munity. Community  hospital.  Needed  immediately. 

General  Medicine  and  Internal  Medicine— Northwestern  Con- 
necticut community  seeking  to  attract  practitioners.  Associate 
type  practice  possible. 

Primary  Physician  needed  for  the  town  of  Stonington.  Coastal 
location.  Town  search  committee:  James  M.  Spellman,  Ston- 
ington, Connecticut. 

Industrial  Medicine— Internist  needed  for  large  Connecticut 
employer.  Contact:  R.  J.  Leonard,  M.D.,  Medical  Supervisor, 
Pratt  & Whitney  Aircraft,  East  Hartford,  Connecticut  06108. 

Institutional  Positions— Two  physicians  needed  for  vacancies 
at  the  Blue  Hills  Hospital,  State  Drug  and  Alcohol  Rehabili- 
tation Center.  Contact:  Donald  Pet,  M.D.,  51  Coventry  Street, 
Hartford,  Connecticut. 

Internist— Four  man  group  in  Fairfield,  Connecticut,  in 
search  for  an  associate.  Send  resume  to  the  Physician  Place- 
ment Service. 

Internist— General  medicine.  To  join  young  internist  in 
growing  practice.  Early  partnership.  New  London-Mystic 
area. 

Internist— Several  opportunities  with  the  State  of  Connec- 
ticut. Contact  John  J.  Crowley,  Personnel  Administrator,  79 
Elm  Street,  Hartford,  Connecticut  06115  or  Edmund  Beutsch, 
Veterans’  Home  and  Hospital,  Rocky  Hill,  Connecticut. 
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when  manhood  ebbs 


Halotestin*5  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment ot  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism,  4. 
Impotence  due  to  androgen  deficiency.  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liatioh  ot  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 


who  have  been  proven  to  have  a hormone-de- 
pendent  tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation.  Hyper- 
calcemia. Liver  function  impairment.  Prepubertal 
males.  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued.  Watch  female  patients 
closely  for  signs  of  virilization.  Some  effects  may 
not  be  reversible.  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne.  Decreased  ejaculatory 
volume.  Gynecomastia.  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions.  Priapism.  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

10  mg  — bottles  of  50  scored  tablets 
For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  heo  b.«.s  im»hi 
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Internist— Two  internists,  hospital  based,  seeking  expansion 
into  larger  group. 

Internal  Medicine  or  Family  Practice— Leaving  practice  for 
full  time  hospital  post.  Available  January  1,  1973,  in  Milford. 
150  bed  hospital.  Physician  urgently  needed  in  60,000  mem- 
ber community.  X-ray  unit  available.  Physician  will  assist 
with  orientation  of  new  practitioner. 

Internist— Medium  sized  Berkshire  Hills  Community  in 
northwest  Connecticut  within  easy  access  to  Hartford,  New 
York,  Boston.  Modern  85  bed  hospital  with  new  coronary 
intensive  care  unit.  Academic  affiliations  available.  Oppor- 
tunities available  with  another  ABIM  certified  specialist  for 
multi-specialty  group  practice  to  provide  guaranteed  free 
time.  Initial  competive  subsidy. 

Internist  or  Family  Practitioner— Needed  for  the  Groton- 
New  London  area.  Possible  association  with  another  practi- 
tioner. 

Internist— To  join  three  man  group  in  New  Haven.  Excellent 
opportunity  for  beginning  physician.  Contact  Chapel  Medical 
Group,  1308  Chapel  Street,  New  Haven.  865-5111. 

Internist— Shore  community  only  a few  miles  from  New 
Haven.  Physician  will  assist  with  establishing  practice. 

Internist— Board  certified  or  eligible  with  interest  in  allergy, 
rheumatology  or  infectious  diseases  wanted  to  associate  with 
Grove  Hill  Clinic.  W.  T.  Livingston,  M.D.,  Grove  Hill 
Clinic,  New  Britain,  Connecticut. 

Internist— Third  physician  needed  for  internal  medical  prac- 
tice in  Hartford. 

Internist— Preferably  Board  Ceitified  or  eligible,  for  chronic 
disease  and  cancer  hospital  having  sections  for  TB  in  adults 
and  children.  35  hr.  week,  1 1 paid  holidays,  sick  leave,  3 
weeks  vacation  after  one  year  of  service.  Salary  level:  $23,227- 
28,333.  Paid  health  insurance  and  minimum  charge  for  life 
insurance.  Apartment  available  for  physician  with  small  fam- 
ily. Write  Medical  Director,  Uncas-on-Thames  Hospital,  Nor- 
wich, Connecticut  06360. 

Internist— Associate  needed  to  join  two  other  internists  in 
southern  Fairfield  County.  Conveniently  located.  Community 
hospitals  in  the  vicinity. 

Otolaryngologist— Associate  needed  to  join  two  other  phy- 
sicians in  an  urban  area  in  central  Connecticut. 

Otolaryngologist— Central  Litchfield  County  in  search  for 
specialist. 

Pediatrician  — Needed  immediately.  Litchfield-Torrington 
area.  50,000  population.  200  bed  hospital.  Full  coverage.  Pres- 
ent pediatrician  in  poor  health.  Contact  Joseph  F.  Cttri, 
M.D.,  Torrington.  489-0441  or  482-8177. 

Pediatrics— Suburb  of  New  Haven.  Physician  in  search  of 
associate. 

Pediatrician— Send  resume  to  Administrator,  Day  Kimball 
Hospital,  Putnam,  Connecticut.  Search  committee  wishes  to 
attract  physicians. 

Pediatrics— Needed  for  growing  community  in  the  central 
Connecticut  area.  Small  community  hospital.  Search  Com- 
mittee willing  to  assist  with  the  establishing  of  a practice. 

Pediatrics— Third  pediatrician  needed  to  join  two  young 
Board  certified,  Fellows  of  AAP,  eastern  part  of  the  state. 


Large,  general  pediatrics  practice.  Good  first  year  salary  with 
corporate  benefits  and  full  partnership  after  two  years. 

Pediatrics— Additional  coverage  needed  in  the  New  London 
area. 

Psychiatrists— Needed  for  state  facility.  Write  Superintendent, 
Norwich  Hospital,  Norwich,  Connecticut  06360. 

Psychiatrists— Openings  in  mental  hospitals  and  mental 
health  clinics  under  the  auspices  of  the  State  of  Connecticut. 
Write  Personnel  Administrator,  Department  of  Mental 
Health,  90  Washington  Street,  Hartford. 

Psychiatrist— Attractive  suburban  community  north  of  Hart- 
ford has  opportunity  for  psychiatrist  in  professional  group- 
ing. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS  ASKED  TO 
CONTACT  THE  PHYSICIANS’  PLACEMENT  SERVICE, 
160  ST.  RONAN  STREET,  NEW  HAVEN,  CONNECTICUT 
06511 


Placement  Wanted 


Allied  Personnel 

MEDIHC  Program— Former  military  medics;  number  of  can 
didates  available.  Contact:  Henry  J.  Miller,  Military  Experi- 
ence Directed  into  Health  Careers,  640  Chapel  Street,  New 
Haven,  Connecticut  06510.  Phone:  865-0862. 


Anesthesiology— Available  January  1973.  (FLEX)  Connecticut 
license  pending.  Board  eligible.  Prefers  to  locate  in  large  city. 
Group  or  institutional  or  associate  or  solo  practice  in  order 
of  preference.  Trained  in  Czechoslovakia.  Presently  instructor 
and  attending  assistant  in  New  York  medical  center. 

Emergency  Room  Physician— 30  years  old.  Available  mid- 
1973.  National  Boards.  Yale  trained.  Gerald  L.  Springer, 
M.D.,  1221  Bellaire  St.,  Denver,  Colorado  80220. 

Emergency  Room  Physician— Board  certified  in  pediatrics 
Connecticut  license.  Available  immediately.  Industrial  medi- 
cine or  institutional  position  will  be  considered.  Spencer  F. 
Brown,  M.D.,  12  Homstead  Road,  Darien,  Connecticut  06820. 

Emergency  Room  Physician— Connecticut  license.  Recently 
discharged  from  the  Navy.  30  years  old.  Presently  covering 
part  time.  Available  immediately.  James  Rafla,  M.D.,  771 
Savin  Avenue,  Apt.  46,  West  Haven,  Connecticut  06516. 
932-1314. 

Family  Practice— Connecticut  license.  Presently  in  practice, 
but  wishes  to  relocate.  41  years  old.  Prefers  to  assume  active 
practice  from  retiring  physician.  Available  early  1973. 

Internal  Medicine— Hematology-Oncology.  Available  immedi- 
ately. 34  years  old.  Board  eligible.  Group  or  associate  prac- 
tice. Completing  2 year  fellowship  at  U.C.L.A.  John  S.  Hunt, 
M.D.,  11611  Chenault  Street,  Los  Angeles,  California  90049. 
Internal  Medicine— Board  certified.  Available  mid-1973. 
Group  or  associate  practice.  David  J.  Meltz,  M.D.,  203  Valley 
Road,  Middletown,  Rhode  Island  02840. 
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SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


012345678  hours 
'Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  * Adaptation 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


i-  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Internal  Medicine— Board  certified.  New  York  license.  Avail- 
able mid-1973.  31  years  old.  Group  or  associate  practice. 

Internal  Medicine— Board  certified.  Connecticut  license  pend- 
ing. Recently  discharged  from  the  service.  Available  immedi 
ately.  Group  or  associate  practice  in  medium  sized  com- 
munity in  the  southwestern  part  of  Connecticut. 

Internal  Medicine— Board  Certified.  Conn,  license.  33  years 
old.  Pulmonary  medicine  in  solo  practice  or  in  conjunction 
with  another  internist.  Will  be  traveling  east  for  interviews 
in  early  1973.  Presently  at  Utah  School  of  Medicine.  A.  Joel 
Papowitz,  M.D.,  4614  Stratton  Drive,  Salt  Lake  City,  Utah 
84117. 

Internal  Medicine— Board  eligible.  34  years  old.  Larger  com- 
munity desired.  Fellowships  in  hematology  and  oncology. 
Solo,  group  or  associate  practice. 

Internal  Medicine— Pulmonary  Disease.  Board  certified. 
Group  or  associate  practice.  30  years  old.  Presently  USPHS 
National  Heart  and  Lung  Institute  trainee  at  New  York 
Hospital.  Barry  J.  Weber,  M.D.,  30  Merle  Place,  Apt.  3D, 
Staten  Island,  New  York  10305. 

Internal  Medicine— Board  eligible.  34  years  old.  Medium  or 
small  community  in  group  or  associate  practice.  Edward 
Jang,  M.D.,  7 Hegeman  Avenue,  Apt.  10  D,  Brooklyn,  New 

York  11212. 

Cardiology— Board  certified  in  Internal  Medicine.  Board 
eligible  in  cardiology.  Presently  director  of  CCU.  31  years 
old.  Group  or  associate  practice.  Available  mid  1973. 

Neurology— Board  eligible.  Desires  group  or  associate  prac- 
tice in  large  or  medium  sized  community.  Experienced  in 
neuroradiology  and  electro  encepholography.  Available  July 
1973.  28  years  old. 

Neu  ology— 28  years  old.  Desires  group  or  associate  practice 
in  large  city.  Available  mid  1973.  New  York  license. 

OB/Gyn— Board  eligible.  New  York  license.  34  years  old. 
Desires  association  with  another  physician  in  large  or 
medium  sized  community.  Can  be  available  in  short  notice. 
Allan  Zarkin,  M.D.,  300  E.  33rd  Street,  New  York,  New  York 
10016. 

Ophthalmology— Board  eligible.  Desires  solo,  group  or  asso 
date  practice  in  medium  or  small  community.  Stephen  M. 
Adalman,  M.D.,  172-70  Highland  Avenue,  Apt.  9T,  Jamaica, 
New  York  11432. 

Ophthalmology— Board  certified.  Desires  community  over 
75,000  for  solo,  group  or  associate  practice.  Presently  in  the 
U.S.  Air  Force.  Ned  M.  Reinstein,  M.D.,  105-2  Chevy  Chase, 
Minot,  North  Dakota  58701. 

Ophthalmology— Board  eligible.  Desires  group  or  associate 
practice  in  large  or  medium  sized  community.  31  years  old. 
Harold  A.  Schneider,  M.D.,  519  Normandy  Drive,  Norwood, 
Mass.  02062. 

Orthopedic  Surgery-Board  eligible.  FLEX,  Maine  license. 
34  years  old.  Solo,  group  or  associate  practice.  Available 
early  1973.  Presently  fellow  at  Detroit  Medical  Center. 

Orthopedics— Connecticut  license.  Available  mid  1973.  Pres- 
ently at  Yale.  Group  or  associate  type  practice  in  medium 
sized  community. 


Pediatrics— Presently  doing  training  in  child  psychiatry. 
Massachusetts  license.  Group  practice.  A.  Joseph  Kantharaj, 
M.D.,  Taunton  State  Hospital,  Taunton,  Mass.  02780. 

Orthopedics— Board  certified.  New  York  license.  Group  or 
associated  practice  desired.  Jeffrey  B.  Sleekier,  M.D.,  106-20 
Shore  Front  Parkway,  Rockaway  Park,  New  York  11694. 

Orthopedics— Board  certified.  Desires  solo,  group  or  associate 
practice  in  medium  sized  community.  32  years  old.  Presently 
only  orthopedic  surgeon  at  Ft.  Monmouth,  New  Jersey.  Jay 
B.  Bosniak,  M.D.,  19  Hemphill  Road,  Eatontown,  New  Jersey 
07724. 

Pediatrics— Board  eligible.  Group  or  institutional  practice. 
Interested  in  learning  disabilities  and  mental  retardation. 
30  years  old. 

Pediatrics— Board  certified.  30  years  old.  Completing  fellow- 
ship in  neonatology  and  pulmonary  disease  at  New  York  Hos- 
pital. Available  June  1973.  Group  or  associate  practice. 

Pediatrics— Board  eligible.  Medium  or  small  community  in 
group  or  associate  practice  desired.  Evan  Brodie,  M.D.,  Quar 
ters  1289,  M.C.B.,  Quantico,  Virginia  22134. 

Pediatrics— Board  eligible.  Connecticut  license  pending.  Asso- 
ciate, group  or  solo  practice.  Background  in  neonatology  and 
adolescent  medicine.  Prefers  Fairfield  County  area.  28  years 
old.  Peter  Czuczka,  M.D.,  2121  Paulding  Avenue,  Bronx,  New 
York  10462. 

Pediatrics— Board  eligible.  Group  or  associate  practice  in 
medium  sized  community.  30  years  old.  Dennis  Gcrtzer,  M.IL, 
39  Broad  Street  Ext.,  Groton,  Connecticut  06340.  Available 
June  1973. 

Pediatrics— Attending  physician  at  Kennedy  Memorial  Hos- 
pital, Philadelphia,  Pennsylvania,  33  years  old.  Harnish  V. 
Shah,  M.D.,  4820  Fillmore  Terrace,  Philadelphia,  Pennsyl- 
vania 19124. 

Pediatrics— Board  eligible.  Group  or  associate  practice.  Con- 
necticut license  pending.  29  years  old.  Thomas  H.  Williams, 
M.D.,  1008  9th  Street  NE.  Rochester,  Minnesota  55901.  Pres- 
ently at  Mayo  Clinic. 

Pediatrics— Connecticut  license.  Board  eligible.  Available  in 
June.  Desires  associate  arrangements  in  Fairfield-New  Haven 
area.  Stuart  E.  Beeber,  M.D.,  Apt.  2E-5  260  Garth  Road, 
Scarsdale,  New  York  10583. 

Pediatrics— Board  eligible.  Canadian  license.  Connecticut 
through  endorsement.  Group  practice.  36  years  old.  Jana  T. 
Bruckner,  M.D.,  357  Rusholme  Road,  Apt.  1107,  Toronto 
173,  Ontario,  Canada. 

Pediatrics— Board  eligible.  Pennsylvania  license.  Available  in 
July.  32  years  old.  Neonatology.  Charles  J.  Hyman,  M.D., 
545  Trenton  Drive,  Pittsburgh,  Pennsylvania  15221. 

Pediatrics— Board  certified.  New  York  license.  Presently  on 
hematology  fellowship.  Group  practice  in  medium  sized  com- 
munity desired.  John  T.  Benjamin,  M.D.,  4-F  Stratford  Hills 
Apts.,  Chapel  Hill,  North  Carolina,  27514. 

Radiology— Diagnostic.  Board  certified.  Presently  in  practice. 
Group,  associate  or  institution.  License  by  endorsement.  32 
years  old,  Asit  Kumar  Banerjee,  M.D.,  6655  Clanranald 
Ave.,  Montreal-252,  Quebec,  Canada. 
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N O W 

GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $250.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

ARTHUR  W.  EADE,  Insurance 

ALLENBY  H.  AYR 

160  St.  Roman  Street,  New  Haven,  Connecticut  06511 
TELEPHONE  787-5947 

Commercial  Insurance  Company 
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Radiology— Connecticut  license  pending.  British  trained.  39 
years  old.  Presently  in  practice  in  Canada.  Daniel  Gilmartin, 
M.D.,  722  Taylor  Street,  Prince  Rupert,  British  Columbia, 
Canada. 

Radiology— Connecticut  license  pending.  Board  eligible.  Avail- 
able July  1973.  James  F.  Ferguson,  III,  M.D.,  1585  NYV  103rd 
Street,  #164,  Miami,  Florida  33147. 

Surgery— Board  certified.  Desires  large  or  medium  sized  com- 
munity in  group  or  associate  or  solo  practice.  A.  M.  Cooper- 
man,  M.D.,  112B  Jupiter,  Wichita  Falls,  Texas  76311. 

Surgery— General.  Board  eligible.  Desires  large  or  medium 
sized  community  with  part  time  teaching  if  possible.  Ronald 
C.  Golinger,  M.D.,  117  Glascock  Court,  Hampton,  Virginia 
23366. 

Surgery— General.  Board  eligible.  Medium  sized  community. 
Solo  or  associate  practice,  32  years  old.  Ronny  Lapin,  M.D., 
950  49th  Street,  Brooklyn,  New  York  11219. 

Surgery— General.  Board  eligible.  (FLEX)  Available  immedi- 
ately. 36  years  of  age.  Solo,  group  or  associate  practice. 

Surgery— General.  Board  eligible.  Group  or  associate  practice 
desired.  32  years  old.  Harvey  J.  Myers,  M.D.,  17  Brooklyn 
Avenue,  Cooperstown,  New  York  13326. 

Surgery— General.  Connecticut  license.  Available  early  1973. 
Teaching  fellow  at  St.  Raphael’s.  33  years  of  age.  Board 
certified.  Group  practice  desired. 

Surgery— Neurological.  Board  eligible.  Large  or  medium  sized 
community  desired  with  group  or  associate  type  practice. 
Canadian  trained  (FLEX),  Presently  in  institutional  practice. 
35  years  old.  Allen  G.  Zippen,  M.D.,  2285  Sedgwick  Avenue, 
Apt.  303,  Bronx,  New  York  10468. 

Surgery— Orthopaedic.  Presently  in  practice.  New  York  license. 
British  trained.  Desires  associate  practice  in  medium  sized 
city.  Available  immediately. 

Surgery— Plastic  and  Reconstructive.  Board  certified  in  gen- 
eral surgery.  Desires  large  or  medium  sized  city  in  associate 
or  institutional  practice.  To  start  6 month  course  in  head 
and  neck  cancer  surgery  January  1973.  M.  R.  Jayasanker, 
M.D.,  151  Pheasant  Run,  North  Tonawanda,  New  York 
14120. 

Surgery— General.  Board  certified.  33  years  old.  Desires  part- 
nership or  group  practice  in  large  city.  Harvard  and  Colum- 
bia trained.  Interested  in  vascular,  pediatric  and  thoracic. 
Michael  J.  Attkiss,  M.D.,  23  Hemlock  Road,  Newton,  Mass- 
achusetts 02164. 

Surgery— General.  Diplomate  of  National  Board.  32  years  old. 
Board  eligible.  William  H.  Beekley,  M.D.,  1005  Selma  Street, 
Norristown,  Pennsylvania  19401. 

Surgery— General.  Board  eligible.  33  years  old.  Desires  med- 
ium sized  community.  William  P.  Berliner,  M.D.,  Mayo 
Graduate  School,  Rochester,  Minn.  55901. 

Surgery— General  and  Vascular.  Board  certified.  Connecticut 
license.  Available  immediately.  Girard  A.  Chapnick,  M.D., 
27  Claire  Drive,  Somerville,  New  Jersey  08876. 


Surgery— General  and  Vascular.  Board  certified.  Presently 
serving  at  Naval  Station  in  Alaska.  Interested  in  private 
practice  with  teaching  affiliation.  Harvey  Gerald  Clermont, 
M.D.,  Box  11,  Naval  Station,  Adak,  F.P.O.  Seattle,  Washing- 
ton 98791. 

Surgery— General.  Board  eligible.  34  years  old.  Solo,  group 
or  associate  practice.  Dennis  J.  Zeveney,  Jr.,  M.D.,  3008  Shell 
Point  Road,  Burton,  S.C.  29902 

Surgery— General.  Board  certified.  Connecticut  license.  33 
years  old.  Interested  in  private  practice  with  university 
affiliation.  Chief,  general  surgery,  U.S.A.  Hospital,  Ft.  Polk, 
Louisiana,  D.  H.  Shapiro,  M.D.,  Briarwood  Manor,  Apt.  39, 
DeRidder,  La.  70634. 

Surgery— General.  Board  eligible.  Presently  in  Navy.  Medium 
or  small  community.  Partnership  or  specialty  group.  32  years 
old.  Don  R.  Jaffe,  M.D.,  339  East  Second  Street,  Moorestown, 
New  Jersey,  08057. 

Urology— Certified  in  surgery;  eligible  in  urology.  Solo,  group 
or  associate  practice.  Available  July,  1973.  N.J.,  N.Y.  and 
Vermont  licenses.  38  years  of  age. 

Urology— Board  eligible.  FLEX.  31  years  old.  Available  in 
July  for  solo,  group  or  associate  type  practice.  Habib  R. 
Kelly,  M.D.,  7647  Brookhaven  Road,  Philadelphia,  Pennsyl- 
vania 19151. 

Urology— Board  eligible.  Massachusetts  license.  30  years  old. 
Available  mid-1973,  Chief  of  Urology  at  Westover  AFB  in 
Masachusetts.  Eugene  Lind,  M.D.,  4B  Collins  Street,  West- 
over  Air  Force  Base,  Massachusetts  01022. 


ANYONE  INTERESTED  IN  THE  ABOVE  IS  ASKED 
TO  CONTACT  THE  PHYSICIANS  PLACEMENT  SERV 
ICE,  160  ST.  RONAN  ST.,  NEW  HAVEN,  CONNECTICUT 
06511. 
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MENIC 

PENTYLENETETRAZOL  100  mg  • NICOTINIC  ACID  50  mg 


Menic  combines  the  proven 
effectiveness  of  cortical  stimulation 
and  cerebral  vasodilation,  reducing 
mental  confusion,  faulty  memory  and 
negative  social  behavior  often 
associated  with  the  senility  syndrome. 


DOSAGE:  Two  tablets  after  each  meal. 

SIDE  EFFECTS:  Occasionally  flushing  and 
pruritus  associated  with  niacin  administration. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  low  convulsive  threshold,  focal  brain 
lesions,  severely  impaired  liver  function, 


peptic  ulcer,  diabetes,  and  gall  bladder  or  liver 
diseases.  Niacin  may  potentiate  hypotensive 
drugs,  phenothiazine  derivatives  and 
inactivate  fibrinolysin. 

CONTRAINDICATIONS:  There  are  no  known 
contraindications  to  Menic. 


GERIATRIC  PHARMACEUTICAL  CORP.  397  jericho  turnpike,  floral  park,  n.y.  11001 

PIONEERS  IN  GERIATRIC  RESEARCH  . . . DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


FOR  PATIENTS  OF  ALL  AGES,  REGARDLESS  OF  RACE,  COLOR  OR  CREED,  WHO  NO  LONGER  RE- 
QUIRE GENERAL  HOSPITAL  CARE  AND  WANT  TO  BE  HELPED  TO  "GET  UP  AND  GET  WELL  FASTER." 

' -x 

SOUND  VIEW  HAS  AN  ACTIVE  RESTORATIVE  AND  REHABILITATIVE  PROGRAM 

WHICH  IS  WELL  KNOWN  TO  THE  MORE  THAN  150  AREA  PHYSICIANS  WHO  HAVE 
ADMITTED  THEIR  PATIENTS  TO  OUR  FACILITY. 

OUR  LARGE  NURSING  STAFF,  PHYSICAL  THERAPISTS,  OCCUPATIONAL  THER- 
APIST, SPEECH  THERAPIST  AND  SOCIAL  WORKER  ARE  CONTINUOUSLY  INVOLVED, 
PLANNING  AND  ADMINISTRATING  A REHABILITATION  PROGRAM  FOR  EACH  PATIENT, 


THREE  RESIDENT  PHYSICIANS  ARE  AVAILABLE  TO  ASSIST  THE 
patient’s  PERSONAL  PHYSICIAN. 


SOUND  VIEW-SPECIALIZED  CARE  CENTER 


CARE  LANE,  WEST  HAVEN  (BETWEEN  V.A.  HOSPITAL  AND  NOTRE  DAME  HIGH)  934-7955 

ONE  IN  STAFF  FOR  EACH  PATIENT  MEDICARE  & BLUE  CROSS  ••651'  APPROVED 
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For  Information  Concerning 
the  following 

CONNECTICUT  STATE 
MEDICAL  SOCIETY 

sponsored  insurance  programs 

1)  Office  Overhead 

2)  Life  Insurance 

3)  Personal  Catastrophe 

please  call  or  write  to 

GROUP  INSURERS,  INC. 

1 52  Temple  Street 
New  Haven,  Conn.— 624-21  21 


CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40^  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  10th  of  month  PRECEDING 
date  of  issue 


WANTED:  Established  seven  man  emergency  room  Physi- 
cians group.  Desires  expansion  to  staff  Emergency  Room  for 
progressive  600  bed  medical  center.  Averages  43,000  out- 
patients per  annum.  Population  145,000.  Ideal  year  round 
climate.  Excellent  compensation  and  working  conditions. 
Adequate  leisure  time.  Send  complete  resume  to:  Damon  D. 
King,  Administrator;  Medical  Center  of  Central  Georgia; 
P.O.  Box  6000;  777  Hemlock  Street,  Macon,  Georgia  31208. 


Teething  is  easier 
when  you  prescribe 
DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 


Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  20% 
Benzocaine.) 

FORMULA 


Alcohol  70% 

Bencocaine  10% 


Chloroform,  4 mins, 
per  fluidounce 


DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip 
five  literature  sent  on  request. 


Active  Inurcdlents: 
Alcohol  by  vo.  70% 
Chloroform 
4 min.  per  fl.  oi. 
Benzocaine  in  > 
special  base. 

Net  '/a  fluid  ounce 


■ 'HIM 
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Special  Articles 


Changing  Concepts  In  Medical  Morals 

Chauncey  D.  Leake 


Current  technical  advances  in  biomedical  effort, 
such  as  dialysis  and  organ  transplantation,  have 
brought  a bewildering  shift  in  our  understanding 
of  ethical  problems  associated  with  medical  practice. 
No  longer  are  there  solid  absolutes  for  our  com- 
fort. We  are  increasingly  facing  the  necessity  of 
making  wise  judgments  on  the  basis  of  as  many  of 
the  factors  in  the  immediate  situation  as  we  can 
recognize. 

From  antiquity  there  has  been  confusion  between 
medical  etiquette  on  the  one  hand  and  medical 
ethics  on  the  other.  Medical  etiquette  has  generally 
been  concerned  with  the  personal  appearance, 
dignified  comportment  and  interprofessional  rela- 
tions of  practicing  members  of  the  health  profes- 
sions. Ancient  Chinese,  Hindu,  Greco-Roman,  Me- 
dieval, and  18th  Century  writings  of  medical  leaders 
repeatedly  emphasized  the  importance  of  maintain- 
ing gentlemanly  dignity  in  the  practice  of  med- 
icine. Even  the  famed  “Code  of  Medical  Ethics,” 
finally  issued  in  1803  in  Manchester  by  Thomas 
Percival  (1740-1804),  is  more  of  an  Emily  Post  guide- 
book to  proper  social  conduct  than  it  is  a discus- 
sion of  basic  moral  problems  confronting  physi- 
cians in  their  daily  practice. 

The  moral  aspects  of  medical  practice  have  long 
been  under  some  sort  of  social  and  professional 
control.  The  earliest  legal  code  of  which  we  have 
knowledge  was  that  which  was  promulgated  by 
Hammurabi  around  2,000  BC  for  the  guidance  of 
the  people  of  his  Sumerian  Empire.  This  Code 
stipulated  medical  fees  to  be  charged  and  invoked 
the  lex  talionis  principle  (an  eye  for  an  eye,  or  a 
tooth  for  a tooth)  in  the  case  of  malpractice.  In 
1222  AD,  the  Emperor  Frederick  II  of  the  Holy 
Roman  Empire,  issued  an  edict  that  only  those 
persons  could  treat  the  sick  for  a fee  who  had 
passed  an  examination  by  the  faculty  of  the  Med- 
ical School  of  Salerno.  This  guarantee  of  compe- 
tence was  the  first  licensing  regulation  for  medicine. 
It  has  been  consistently  followed  by  national  and 
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state  systems  ever  since.  Further  social  regulation 
of  the  practice  of  medicine  seems  to  be  underway, 
with  often  unpleasant  economic  aspects. 

On  the  other  hand,  medical  leaders  from  the 
times  of  Hippocrates  (5th  Century  B.C.)  to  the 
present  have  always  urged  physicians  to  follow  the 
highest  moral  standards.  The  ancient  Greeks  left 
for  us  the  inspiration  of  the  Elippocratic  Oath, 
Law,  Decorum,  and  Precepts.  These  have  in  large 
part  set  the  best  ethical  standard  for  medical  prac- 
tice for  centuries.  The  Hippocratic  Oath  interdicts 
abortion,  but,  currently,  problems  associated  with 
abortion  are  becoming  of  extreme  moral  signifi- 
cance. On  the  other  hand,  the  Hippocratic  Oath 
with  its  injunction  to  secrecy  regarding  the  per- 
sonal affairs  of  patients,  is  still  continually  invoked. 
Nevertheless,  even  here  there  may  be  situations 
where  such  secrecy  is  not  justified  either  from  the 
standpoint  of  society  or  of  the  individual  patient. 

The  Moral  Problems  of  Medical  Practice 

It  was  Joseph  Fletcher,  the  distinguished  theolo- 
gian, who  clearly  raised  some  of  the  basic  moral 
questions  involved  in  medical  practice.  These  con- 
cern such  matters  as  abortion,  euthanasia,  the 
right  of  the  patient  to  know  the  truth,  and  mis- 
cegenation. These  four  problems  have  been  with 
us  from  antiquity.  The  problem  of  euthanasia  is 
related  to  the  problem  of  the  right  of  a patient  to 
die.  Our  current  biomedical  knowledge  permits  us 
to  keep  patients  alive  indefinitely,  even  when  they 
may  have  no  functioning  brain  at  all.  Here,  as  in 
problems  associated  with  organ  transplantation,  we 
need  a definition  of  death,  which  will  be  in  ac- 
cordance with  our  modern  knowledge. 

There  are  six  specific  biomedical  advances  that 
raise  grave  moral  problems.  These  are:  (1)  organ 
transplantation,  including  the  use  of  organ  and 
tissue  banks,  in  which  conflicting  ethical  principles 
motivate  the  recipients,  the  donors,  the  respective 
families,  the  members  of  the  health  professions,  and 
the  public;  (2)  hemodialysis,  where  economics 
bring  up  the  ancient  conflict  between  community 
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and  individual  desires  and  responsibilities;  (3) 
genetic  control  through  gene  manipulation,  which 
is  still  experimental  at  the  level  of  molecular  organ- 
ization of  living  material,  but  which  has  frighten- 
ing future  potential,  as  forecast  by  Aldous  Huxley 
in  Brave  New  World;  (4)  artificial  insemination, 
where  there  is  legal  difficulty  over  considerations  of 
illegitimacy,  inheritance  rights,  and  family  relation- 
ships; (5)  use  of  pesticides  and  other  agents  altering 
environments,  including  pollutants  of  airs  and 
waters,  which  involve  our  responsibilities  in  main- 
taining a healthy  environment  for  our  descendants; 
and  (6)  development  of  new  chemicals  designed  for 
specific  use  as  antibiotics,  contraceptives,  growth 
regulators,  cancer  control,  and  for  altering  mood 
and  behavior,  where  the  moral  issues  concern  hu- 
man experimentation  as  well  as  ultimate  use. 

It  is  significant  that  these  problems  associated 
with  current  biomedical  progress  raise  ethical  is- 
sues. They  are  not  concerned  with  matters  involv- 
ing mere  etiquette.  Forty  years  ago  1 tried  to  show 
that  what  is  called  “Medical  Ethics,”  as  proposed 
by  Thomas  Percival  in  1803  and  adopted  by  the 
American  Medical  Association  at  its  founding  in 
1847  is  chiefly  a group  of  empirical  rules  or  guide- 
lines to  assure  courteous  conduct  and  decent  inter- 
personal relations  between  members  of  the  health 
professions  and  between  them  and  their  patients. 

The  Various  Ethics 

It  should  be  realized  that  there  are  many  ethics. 
These  are  the  various  answers  that  have  been  pro- 
posed since  antiquity  to  the  basic  question  “What 
is  good?”  They  are  tentative  and  relative,  like  the 
various  answers  to  the  other  basic  questions,  “What 
is  true?”  and  “what  is  beautiful?”.  The  general 
moral  problem  involves  the  fundamental  question 
of  “What  are  we  living  for?”.  This  includes  a con- 
sideration of  our  motives,  our  actions,  our  conduct, 
our  interpersonal  relations,  our  moods,  and  our 
behavior. 

It  was  anciently  recognized  that  in  order  to  ac- 
complish our  purposes,  it  is  wise  to  have  as  much 
verifiable  information  about  them  as  possible.  Sci- 
ence has  afforded  the  most  satisfying  logic.  The 
logics  are  many  and  they  attempt  to  answer  the 
question  “What  is  true?”  Deductive  logic,  as  de- 
veloped by  Aristotle  and  Euclid,  was  paramount  for 
centuries.  Inductive  logic  came  with  the  Renais- 
sance. Science,  with  its  method  for  verification, 
gives  us  the  best  approximation  so  far  to  the  truth 
about  ourselves  and  our  environment.  Scientific  in- 
formation gives  us  the  best  background  for  success 


in  the  accomplishment  of  our  individual  and  social 
purposes. 

In  order  to  apply  effectively  our  verifiable  knowl- 
edge to  the  accomplishment  of  specific  or  general 
purposes,  it  is  necessary  to  use  judgment  in  select- 
ing that  information  which  is  fitting  or  appropriate 
to  the  particular  purpose.  Thus,  physicians  have 
the  general  purpose  of  attempting  to  restore  or  to 
maintain  optimum  health  in  individual  patients.  It 
requires  judgment  to  select  from  the  great  store  of 
verifiable  information  which  physicians  possess  on 
health  and  disease  that  which  is  appropriate  and 
applicable  to  the  particular  individual  patients  in- 
volved. Judgment  is  acquired  chiefly  by  practice  in 
the  humanities  and  in  the  arts.  It  is  in  recognition 
of  the  importance  of  clinical  judgment  that  the 
medical  profession  is  usually  considered  to  be  both 
a science  and  an  art. 

Part  of  our  difficulty  over  ethical  problems  re- 
sults from  the  condition  of  organizational  levels  of 
living  material.  Through  lack  of  knowledge  we 
tend  to  confuse  the  factors  operating  at  an  indi- 
vidual level  of  biological  organization  with  those 
operating  at  a social  level.  Individual  “good”  may 
not  always  coincide  with  social  “good.”  Much 
ethical  theory  is  concerned  with  attempts  to  har- 
monize these  often  divergent  conditions  of  individ- 
ual and  social  welfare. 

In  a rather  formal  conventional  manner,  the 
earliest  moral  exhortations  were  usually  composed 
by  community  leaders,  often  with  the  force  of 
religious  fervor,  and  always  based  on  the  experi- 
ence of  tribal  living.  The  Mosaic  Decalogue  with 
its  categorical  “shalls”  and  “shall  nots”  is  a typical 
example.  By  the  5th  Century  BC  there  was  suffi- 
cient sophistication  among  the  Old  Greeks  to  pro- 
pose that  our  prime  purpose  in  living  is  to  get  as 
much  personal  pleasure  from  living  as  possible. 
This  is  the  ethic  of  hedonism.  It  is  not  quite  as 
simple  a matter  as  it  seems.  Practical  circumstances 
intervene.  Adjustments  to  others  become  necessary 
for  any  happiness  to  exist  at  all.  Thus  a conscious 
enlightened  individualism  may  emerge,  as  Warner 
Fite  suggests. 

While  hedonism  takes  into  account  the  desires 
and  purposes  of  individuals,  the  broader  social 
good  was  emphasized  by  Plato.  He  pointed  out 
that  individual  happiness  is  dependent  upon  social 
welfare.  In  Platonic  social  idealism,  the  prime 
“good”  is  the  welfare  of  the  social  group,  to  which 
an  individual  is  expected  voluntarily  to  sacrifice 
his  or  her  own  personal  welfare.  This  became  the 
current  Judeo-Christian  ethic,  and  it  is  also,  to  our 
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confusion,  the  ethical  principle  of  communism,  an 
ideology  with  which  good  Christian  Americans  are 
not  ordinarily  supposed  to  sympathize. 

Various  attempts  have  been  made  to  find  an  ef- 
fective compromise  between  hedonism  and  Platonic 
social  idealism.  Aristotle,  the  pupil  of  Plato,  pro- 
posed that  we  would  be  wise  to  act  in  such  a way 
as  to  harmonize  most  fittingly  with  our  environ- 
ments. Almost  in  anticipation  of  Darwinian  prin- 
ciples, this  harmony  ethic  suggests  survival  values 
on  the  basis  of  adaptation. 

While  Emmanuel  Kant  made  a great  intellectual 
effort  to  derive  a “categorical  imperative”  as  a 
basic  ethical  principle,  it  is  both  difficult  to  under- 
stand and  impossible  to  follow,  since  the  decisions 
which  it  would  entail  are  usually  beyond  our  abil- 
ities. 

Another  attempt  to  get  a working  compromise 
toward  hedonism  and  Platonic  social  idealism  was 
made  by  Jeremy  Bentham,  Herbert  Spencer,  and 
John  Stuart  Mill,  in  the  19th  Century,  under  the 
term  of  “utilitarianism.”  This  is  the  principle  of 
striving  to  obtain  the  “greatest  good  for  the  great- 
est number.”  As  Warner  Fite  has  indicated,  how- 
ever, this  turns  out  to  be  a calculated  hedonism. 

William  James,  the  great  Boston  physician-psy- 
chologist, developed  the  principle  of  “pragmatism.” 
This  suggests,  again  along  evolutionary  lines,  that 
whatever  works  satisfactorily  on  the  basis  of  trial 
and  experimentation  is  “good.”  This  is  the  posi- 
tion, frequently  if  unconsciously,  taken  by  mem- 
bers of  the  health  professions  in  adaptation  to  the 
situations  existing  in  their  respective  practices. 

Recently,  such  biologists  as  Julian  Huxley,  S.  J. 
Holmes  and  C.  H.  Waddington,  have  become  in- 
terested in  a possible  scientific  basis  for  an  ethic. 
This  seems  most  readily  derivable  from  evolution- 
ary and  survival  factors.  This  trend,  starting  with 
Edwin  Grant  Conklin,  has  been  accelerated  by  the 
tough  moral  problems  raised  by  the  application  of 
nuclear  energy. 

Actually,  30  years  ago,  at  a pleasant  Sunday  after- 
noon seminar  in  the  Santa  Cruz  Mountain  Red- 
woods, an  attempt  was  made  to  induce  a naturally 
operating  ethic,  which  would  function  on  the  basis 
of  survival  factors,  and  which  would  be  operative, 
whether  or  not  we  recognize  it,  or  whether  or  not 
we  like  it.  This  was  worked  out  by  Edwin  Grant 
Conklin,  the  great  biologist  who  was  then  President 
of  the  American  Association  for  the  Advancement 
of  Science,  Judson  Herrick,  the  distinguished  neurol- 
ogist of  the  University  of  Chicago,  Olaf  Larsell, 
the  great  neuro-anatomist  of  the  University  of  Ore- 


gon, and  myself.  It  was  later  critically  examined  by 
my  friend,  Patrick  Romanell,  an  outstanding  philos- 
opher. After  considering  the  wealth  of  common 
experience  in  the  everyday  interplay  of  differing 
personalities  we  induced  a principle  that  seems  to  be 
naturally  operative  in  governing  interpersonal  re- 
lations and  in  governing  the  motives,  purposes,  and 
behaviors  associated  with  them.  This  principle  may 
be  stated  thus:  The  probability  of  the  survival  of 
a relationship  between  individuals , or  groups  of  in- 
dividuals, increases  with  the  degree  to  which  that 
relationship  is  mutually  satisfying. 

Assuming  the  validity  of  this  principle,  many 
significant  consequences  follow:  If  either  party  to  a 
relationship  wishes  it  to  continue,  it  is  necessary  to 
do  whatever  is  possible  to  make  the  relationship 
satisfying  to  the  other  party.  This  is  reminiscent 
of  what  is  called  the  Golden  Ride.  An  important 
aspect  in  this  naturally  operating  principle  is  the 
concept  of  satisfaction.  At  the  time  we  induced  this 
ethical  principle  we  did  not  have  as  much  informa- 
tion as  we  now  possess  regarding  the  biological 
background  for  the  emotional  sense  of  satisfaction. 

Biologically,  as  Paul  McLaren  indicates,  and  as 
many  studies  by  others  confirm,  our  purpose  in 
living  seems  to  be  dependent  upon  built-in  drives, 
which  come  from  two  groups  of  calls  in  our  primi- 
tive brain-stem  limbic  systems.  These  drives  direct 
us  toward  satisfaction  in  a continual  cyclic  recur- 
rent search  for  food  (necessary  for  self-preservation) 
and  in  the  post-puberty  drive  for  sex  (necessary  for 
species-preservation).  The  biological  answer  to  that 
ancient  question,  “What  do  we  live  for?”,  seems  to 
be  to  obtain  recurring  satisfaction  in  our  cyclic  re- 
curring drives  for  food  and  for  sex. 

These  requirements  become  subject  to  extensive 
individual  conditioning  in  different  people  not 
only  reflexly  but  also  on  various  levels  of  conscious- 
ness. Thus  these  basic  biological  drives  may  be  sub- 
limated so  that  satisfaction  may  be  obtained  from 
a drive  for  fame,  fortune,  or  hedonistic  fun.  Failure 
to  obtain  satisfaction  from  these  built-in  drives 
results  in  a serious  psycho-dynamism.  This  may  go 
from  anxiety  to  frustration,  with  its  astonishing 
focusing  on  some  near  and  often  dear  person.  If 
the  frustration  is  continued  and  not  in  some  way 
relieved,  the  psychodynamism  may  proceed  to  re- 
sentment, anger,  jealousy,  hatred,  vengeance  and 
rage.  On  the  other  hand,  when  the  basic  drives  for 
food  and  for  sex  are  satisfied,  there  is  usually  mus- 
cular relaxation,  calm  repose,  and  a general  feeling 
of  well-being  and  contentment. 

It  thus  becomes  significant  that  the  naturally  op- 
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erating  ethical  principles  that  can  be  induced  from 
the  plethora  of  human  experience  takes  into  ac- 
count the  basic  biological  factor  of  satisfaction,  that 
amazing  emotional  and  conditionable  feeling  asso- 
ciated with  the  fulfillment  of  the  drives  for  food 
and  for  sex. 

Applications  of  Ethical  Theory  in  Medical  Practice 

It  is  interesting  to  attempt  to  apply  these  basic 
ethical  theories  to  current  medical  problems.  With 
regard  to  organ  transplantation  it  is  apparent  that 
recipients  are  motivated  by  hedonistic  principles, 
while  donors  and  the  respective  families  are  rely- 
ing on  the  tenets  of  platonic  social  idealism,  and 
the  doctors  and  nurses  involved  are  basically  ac- 
tivated by  a practical  pragmatism.  Thus  it  is  clear 
that  it  would  be  wise  for  the  members  of  the  health 
professions  who  are  concerned  in  organ  transplanta- 
tion to  discuss  the  situation  carefully  and  in  detail 
with  the  prospective  recipient,  the  proposed  donor, 
their  respective  families,  and  their  religious  ad- 
visors. It  might  also  be  well  for  the  members  of 
the  health  professions  involved  to  be  conversant 
with  the  psychologically  conflicting  ethical  prin- 
ciples which  may  be  operating  so  that  individual 
motivation  can  be  detected,  exposed,  and  discussed. 
It  might  also  be  wise  for  the  doctors  and  nurses  in- 
volved to  do  everything  possible  to  promote  and 
maintain  harmonious  and  trusting  interpersonal 
relations  toward  recipients,  donors  and  families, 
and  religious  advisors,  no  matter  what  the  outcome 
of  the  transplantation  endeavor  may  be. 

This  is  an  example  of  a characteristic  situational 
problem  in  ethics  which  is  now  being  so  well  dis- 
cussed by  Joseph  Fletcher.  The  point  is  that  situa- 
tions change.  Absolute  ethical  principles  can  no 
longer  prevail.  1 he  wise  and  long  range  satisfying 
solution  will  depend  on  the  decisions  made  in  ref- 
erence to  the  individual  situation.  The  situation 
may  of  course  change.  Even  after  a successful  kid- 
ney transplant,  the  donor  of  the  healthy  kidney 
may  regret  the  loss  of  his  or  her  healthy  organ, 
especially  if  subsequent  kidney  disorder  may  de- 
velop. Organ  banks,  perhaps,  may  be  developed,  as 
in  the  case  of  blood  banks.  Many  technical  prob- 
lems are  to  be  solved  in  developing  useful  organ 
banks,  but  technically  these  problems  seem  capable 
of  solution. 

With  regard  to  hemodialysis,  the  ethical  situa- 
tion is  complicated  by  economic  factors.  It  may  well 
be  that  improved  techniques  will  make  hemodialy- 
sis possible  on  a home-use  basis  with  relatively  little 
expense  for  equipment  and  maintenance.  Com- 


munity financial  aid,  however,  may  always  be  need- 
ed when  hemodialysis  is  indicated  for  indigent  pa- 
tients. This  may  become  a continuing  item  in  the 
community  budget  of  the  future.  Cutting  such 
budgets,  under  the  guise  of  economy,  may  be  polit- 
ically expedient,  but  it  would  be  morally  repre- 
hensible. 

We  still  have  time  to  prepare  ourselves  for  the 
moral  problems  that  may  arise  when  genetic  con- 
trol becomes  possible  through  gene  manipulation. 
The  big  question  then  will  be,  “Who  will  decide?”. 
Can  decisions  on  genetic  manipulation  be  left  to 
democratic  procedures  or  will  people  have  con- 
fidence enough  in  the  responsible  judgment  of 
those  who  by  training  and  experience  may  be 
qualified  to  make  wise  decisions  for  the  future  of 
our  race? 

It  is  likely  that  the  legal  difficulties  surrounding 
artificial  insemination  will  be  resolved  by  appro- 
priate court  decisions.  It  may  be  necessary  to  make 
future  changes  in  many  of  our  laws,  which  now 
seem  archaic  in  the  light  of  current  scientific 
knowledge. 

Emphasizing  the  personal  responsibility  in  med- 
ical practice,  Tletcher  says  that  a doctor  owes  pa- 
tients the  truth  as  fully  and  as  honestly  as  he  owes 
skill  and  care,  except  when  a patient  is  so  mental- 
ly sick  as  not  to  be  able  to  understand.  He  goes  on 
however,  to  acknowledge  the  responsibility  of  avoid- 
ing hastiness  or  unpleasantness  in  truth-telling  in 
illness.  A trustful  patient  deserves  a compassionate 
physician  and  the  duty  of  a physician  is  honest  ex- 
position in  terminology  suited  to  the  intelligence 
and  sophistication  of  the  individual  patients. 

Currently  we  are  engaged  in  much  discussion 
over  the  meaning  of  "informed  consent”  by  any 
person  to  experimental  procedures  of  a biomedical 
nature.  Here  it  must  be  remembered  again  that 
any  “consent”  given  by  a patient  does  not  prevent 
that  patient  from  bringing  suit  to  recover  alleged 
damage  inflicted  by  a physician  or  members  of  the 
staff  of  a hospital.  The  “consent”  may  act  as  a 
moral  deterrent  to  a patient  from  initiating  a suit 
for  alleged  damages,  but  it  also  may  operate  in 
reducing  the  care  and  caution  that  doctors  and 
hospital  staff  must  always  exercise  in  regard  to  any 
patient,  whether  undergoing  treatment,  diagnostic 
procedures,  or  direct  medical  experimentation. 

Let  it  be  remembered  that  any  treatment  or 
diagnostic  procedure  undertaken  on  any  patient,  is 
in  a certain  sense  an  experiment.  There  is  no  cer- 
tainty in  treatment  that  there  will  be  complete 
safety  for  every  patient,  nor  is  there  any  certainty 
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that  every  diagnostic  procedure  may  be  without 
some  possible  harm.  Every  patient  presents  a 
unique  and  different  research  problem  to  the  mem- 
bers of  the  health  professions  who  may  be  consulted 
and  who  may  undertake  diagnosis  and  treatment. 
If  injury  results  to  the  patient  through  treatment 
or  diagnostic  procedure,  redress  is  always  possible 
by  bringing  suit  for  damages. 

The  matter  of  “informed  consent”  is  important 
in  relation  to  the  clinical  study  of  new  drugs.  Years 
ago,  in  our  own  University  of  California  laboratory, 
we  adopted  the  procedure  that  those  of  us  who 
were  interested  in  the  drugs  we  were  developing, 
would,  after  animal  experimentation  had  indicated 
the  character  of  biological  activity  and  the  extent 
of  toxicity  on  single  or  repeated  administration, 
take  the  drugs  ourselves.  It  was  only  after  we  our- 
selves were  convinced  in  our  own  personal  experi- 
ence of  the  relative  safety  and  effectiveness  of  the 
new  drug  that  we  would  undertake  their  use  in 
human  subjects. 

Summary 

The  moral  problems  arising  from  modern  bio- 
medical progress  are  not  the  exclusive  responsibil- 
ity of  biomedical  scientists  nor  of  members  of  the 
health  professions.  They  are  the  responsibility  of 
all  intelligent  people  and  may  require  extensive 
social  discussion  before  socially  acceptable  solutions 
may  be  agreed  upon.  A basic  responsibility  of  sci- 


entists and  of  members  of  the  health  professions  is 
to  place  before  the  public  all  the  verifiable  informa- 
tion incidental  to  biomedical  advance.  It  may  be 
possible  then,  with  public  understanding  and  sup- 
port, that  the  remarkable  technical  triumphs  in  our 
health  endeavor  that  we  have  recently  achieved, 
may  be  used  effectively  for  the  greatest  possible  in- 
dividual and  social  welfare. 
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annual  conference  of  the  American  Assn,  of  Foundations  for  Medical  Care  and 
the  1972  Air  Pollution  Medical  Research  Conference.  Cost  for  each  is  $3  for 
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A SUMMARY  OF  PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATIONS 

Section  249F  of  H.R.  1 

As  Passed  by  the  House  and  Senate,  October  17,  1972 
Signed  by  President,  October  31,  1972 
Public  Law  92-603 

Prepared  by  the  Legislative  Department  of  the  American  Medical  Association 


DECLARATION  OF  PURPOSE 

In  order  to  promote  the  effective,  efficient,  and 
economical  delivery  of  health  care  services  of  proper 
quality  for  which  payment  can  be  made,  in  whole  or 
in  part,  under  the  Social  Security  Act  and  in  rec- 
ognition of  the  interests  of  patients,  the  public, 
practitioners,  and  providers  in  improved  health  care 
services,  it  is  the  purpose  of  this  program  to  assure, 
through  the  application  of  suitable  procedures  of 
professional  standards  review,  that  the  services  for 
which  payment  would  be  made  conform  to  appro- 
priate professional  standards  for  the  provision  of 
health  care  and  that  payment  for  these  services  will 
be  made  (1)  only  when,  and  to  the  extent,  medical- 
ly necessary,  as  determined  in  the  exercise  of  rea- 
sonable limits  of  professional  discretion;  and  (2)  in 
the  case  of  services  provided  by  a hospital  or  other 
health  care  facility  on  an  inpatient  basis,  only  when 
and  for  the  period  these  services  cannot,  consistent 
with  professionally  recognized  health  care  standards, 
effectively  be  provided  on  an  outpatient  basis  or 
more  economically  in  an  inpatient  health  care  facil- 
ity of  a different  type,  as  determined  in  the  exercise 
of  reasonable  limits  of  professional  discretion. 

DESIGNATION  OF  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATIONS 

Agreements  with  PSRO’s.  The  Secretary  will 
(1)  not  later  than  January  1,  1974,  establish 
throughout  the  United  States  appropriate  areas  with 
respect  to  which  Professional  Standards  Review 
Organizations  can  be  designated,  and  (2)  at  the 
earliest  practicable  date  after  designation  of  an  area 
enter  into  an  agreement  with  a qualified  organiza- 
tion whereby  the  organization  will  be  conditionally 
designated  as  the  PSRO  for  the  area.  If,  on  the  basis 
of  its  performance  during  the  period  of  conditional 
designation  the  Secretary  determines  that  the  organ- 
ization is  capable  of  fulfilling,  in  a satisfactory  man- 
ner, the  obligations  and  requirements  for  a PSRO, 
he  will  enter  into  an  agreement  with  the  organiza- 
tion designating  it  as  the  PSRO  for  the  area. 

Qualified  organization  defined.  The  term 
“qualified  organization”  means  (1)  when  used  in 
connection  with  any  area  (a)  an  organization  (i) 
which  is  a non-profit  professional  association,  or  a 
component  organization,  (ii)  which  is  composed  of 
licensed  doctors  of  medicine  or  osteopathy  engaged 
in  the  practice  of  medicine  or  surgery  in  the  area, 
(iii)  the  membership  of  which  includes  a substantial 
proportion  of  all  these  physicians  in  the  area,  (iv) 


which  is  organized  in  a manner  which  makes  avail- 
able professional  competence  to  review  health  care 
services  of  the  types  and  kinds  with  respect  to  which 
PSROs  have  review  responsibilities  under  this  pro- 
gram, (v)  the  membership  of  which  is  voluntary 
and  open  to  all  doctors  of  medicine  or  osteopathy 
licensed  to  engage  in  the  practice  of  medicine  or 
surgery  in  the  area  without  requirement  of  mem- 
bership in  or  payment  of  dues  to  any  organized  med- 
ical society  or  association,  and  (vi)  which  does  not 
restrict  the  eligibility  of  any  member  for  service  as 
an  officer  of  the  PSRO  or  eligibility  for  and  as- 
signment to  duties  of  the  PSRO,  or,  subject  to  fol- 
lowing provisions  relating  to  time  for  eligibility,  (b) 
another  public,  non-profit  private,  or  other  agency 
or  organization,  which  the  Secretary  determines,  in 
accordance  with  criteria  prescribed  by  him  in  regu- 
lations, to  be  of  professional  competence  and  other- 
wise suitable;  and  (2)  an  organization  which  the 
Secretary,  on  the  basis  of  his  examination  and  eval- 
uation of  a formal  plan  submitted  to  him  by  the 
association,  agency,  or  organization,  as  well  as  on 
the  basis  of  other  relevant  data  and  information, 
finds  to  be  willing  to  perform  and  capable  of  per- 
forming, in  an  effective,  timely,  and  objective  man- 
ner and  at  reasonable  cost,  the  duties,  functions,  and 
activities  of  a PSRO  required  by  this  program. 

Priority  of  designation.  The  Secretary  will  not 
enter  into  any  agreement  which  would  designate  as 
the  PSRO  for  any  area  any  organization  other  than 
an  organization  which  is  a non-profit  professional 
association  or  component  association  [(1)  (a) 

above]  prior  to  January  1,  1976,  nor  after  that  date, 
unless,  in  the  area  there  is  no  such  organization 
which  has  submitted  a proper  plan  and  has  been 
determined  to  be  willing  and  capable  of  performing 
the  duties  of  a PSRO  in  a timely  and  effective  man- 
ner. 

Agreement  renetval.  Whenever  the  Secretary  en- 
ters into  an  agreement  to  designate  as  the  PSRO 
for  any  area  any  organization  other  than  a non- 
profit professional  association,  he  will  not  renew  the 
agreement  with  that  organization  if  he  determined 
that  (a)  there  is  in  the  area  a non-profit  profes- 
sional association  which  (1)  has  not  been  previous- 
ly designated  as  a PSRO,  and  (2)  is  willing  to  en- 
ter into  an  agreement  under  which  the  organiza- 
tion will  be  designated  as  the  PSRO  for  the  area; 
(b)  the  organization  meets  the  conditions  of  eligibil- 
ity relating  to  the  submission  of  a proper  plan  and 
willingness  and  capability;  and  (c)  the  designa- 
tion of  the  organization  as  the  PSRO  for  the  area 
is  anticipated  to  result  in  substantial  improvement 
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in  the  performance  in  the  area  of  the  duties  and 
functions  required  of  these  organizations. 

Termination.  Any  agreement  under  this  program 
with  an  organization,  other  than  a trial  period  agree- 
ment, will  be  for  a term  of  12  months;  except  that, 
prior  to  the  expiration  of  that  term,  the  agreement 
can  be  terminated  (a)  by  the  organization  at  the 
time  and  upon  notice  to  the  Secretary  as  prescribed 
in  regulations,  except  that  notice  of  more  than  3 
months  cannot  be  required;  or  (b)  by  the  Secretary 
at  the  time  and  upon  reasonable  notice  to  the  orga- 
nization as  prescribed  in  regulations,  but  only  after 
the  Secretary  has  determined,  after  providing  the 
organization  with  an  opportunity  for  a formal  hear- 
ing on  the  matter,  that  the  organization  is  not  sub- 
stantially complying  with  or  effectively  carrying  out 
the  provisions  of  the  agreement. 

In  order  to  avoid  duplication  of  functions  and  un- 
necessary review  and  control  activities,  the  Secre- 
tary is  authorized  to  waive  any  or  all  of  the  review, 
certification,  or  similar  activities  otherwise  required 
under  any  provision  of  the  Social  Security  Act, 
other  than  this  program;  where  he  finds,  on  the 
basis  of  substantial  evidence  of  the  effective  per- 
formance of  review  and  control  activities  by  PSRO’s, 
that  the  review,  certification,  and  similar  activities 
otherwise  required  are  not  needed  for  the  provision 
of  adequate  review  and  control. 

In  the  case  of  agreement  entered  into  prior  to 
January  1,  1976,  under  which  any  organization  is 
designated  as  the  PSRO  for  any  area,  the  Secre- 
tary will,  prior  to  entering  into  the  agreement,  in- 
form, under  regulations  of  the  Secretary,  the  doctors 
of  medicine  or  osteopathy  who  are  in  active  prac- 
tice in  the  area  of  the  Secretary’s  intention  to  enter 
into  the  agreement  with  organization. 

If,  within  a reasonable  period  of  time  following 
the  service  of  this  notice,  more  than  10  per  cent  of 
these  doctors  in  the  area  object  to  the  Secretary’s 
entering  into  the  agreement  with  the  organization 
on  the  ground  that  the  organization  is  not  repre- 
sentative of  doctors  in  the  area,  the  Secretary  will 
conduct  a poll  of  the  doctors  to  determine  whether 
or  not  the  organization  is  representative  of  the  doc- 
tors in  the  area.  If  more  than  50  per  cent  of  the 
doctors  responding  to  the  poll  indicate  that  the 
organization  is  not  representative,  the  Secretary 
cannot  enter  into  the  agreement  with  the  organiza- 
tion. 

REVIEW  PENDING  DESIGNATION  OF 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

Conditional  status  of  PSRO  and  purpose. 

Pending  the  assumption  by  a PSRO  for  any  area, 
of  full  review  responsibility,  and  pending  a demon- 
stration of  capacity  for  improved  review  effort  with 
respect  to  matters  involving  the  provision  of  health 
care  services  in  the  area  for  which  payment,  in  whole 
or  in  part,  can  be  made  under  the  Social  Security 
Act,  any  review  with  respect  to  these  services  which 
has  not  been  designated  by  the  Secretary  as  the 
full  responsibility  of  the  organization  will  be  re- 


viewed in  the  manner  otherwise  provided  for  under 
law. 

TRIAL  PERIOD  FOR  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATION 

Trial  period,  requirements.  The  Secretary  will 
initially  designate  an  organization  as  a PSRO  for 
any  area  on  a conditional  basis  with  a view  to  de- 
termining the  capacity  of  the  organization  to  per- 
form the  duties  and  functions  imposed  on  PSROs. 
The  designation  cannot  be  made  prior  to  receipt 
from  the  organization  and  approval  by  the  Secretary 
of  a formal  plan  for  the  orderly  assumption  and  im- 
plementation of  the  responsibilities  of  the  PSRO. 

Progressive  implementation.  During  the  trial 
period,  which  cannot  exceed  24  months,  the  Secre- 
tary can  require  a PSRO  to  perform  only  those  of 
the  duties  and  functions  required  under  this  pro- 
gram as  he  determines  the  organization  to  be  capa- 
ble of  performing.  The  number  and  type  of  these 
duties  will,  during  the  trial  period,  be  progressively 
increased  as  the  organization  becomes  capable  of 
added  responsibility  so  that,  by  the  end  of  the  trial 
period,  the  organization  will  be  considered  a qual- 
ified organization  only  if  the  Secretary  finds  that  it 
is  substantially  carrying  out  in  a satisfactory  man- 
ner the  activities  and  functions  required  of  PSROs 
with  respect  to  the  review  of  health  care  services 
provided  or  ordered  by  physicians  and  other  practi- 
tioners and  institutional  and  other  health  care  fa- 
cilities, agencies,  and  organizations.  Any  of  the 
duties  and  functions  not  performed  by  the  organiza- 
tion during  this  period  will  be  performed  in  the 
manner  and  to  the  extent  otherwise  provided  for 
under  law. 

Any  agreement  under  which  any  organization  is 
conditionally  designated  as  the  PSRO  for  any  area 
can  be  terminated  by  the  organization  upon  90  days 
notice  to  the  Secretary  or  by  the  Secretary  upon  90 
days  notice  to  the  organization. 

DUTIES  AND  FUNCTIONS  OF 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

Types  of  Duties.  Notwithstanding  any  other  pro- 
vision of  law,  but  consistent  with  these  provisions,  it 
would  be,  subject  to  the  following  provisions  relat- 
ing to  scope  of  review,  the  duty  and  function  of 
each  PSRO  for  any  area  to  assume,  at  the  earliest 
date  practicable,  responsibility  for  the  review  of  the 
professional  activities  in  the  area  of  physicians  and 
other  health  care  practitioners  and  institutional  and 
noninstitutional  providers  of  health  care  services  in 
the  provision  of  health  care  services  and  items  for 
which  payment  can  be  made,  in  whole  or  in  part, 
under  the  Social  Security  Act  for  the  purpose  of 
determining  whether  (a)  the  services  and  items  are 
or  were  medically  necessary;  (b)  the  quality  of  the 
services  meets  professionally  recognized  standards 
of  health  care;  and  (c)  in  case  the  services  and 
items  are  proposed  to  be  provided  in  a hospital  or 
other  health  care  facility  on  an  inpatient  basis,  the 


146 


Connecticut  Medicine,  March,  1973 


services  and  items  can,  consistent  with  the  provi- 
sion of  appropriate  medical  care,  be  effectively  pro- 
vided on  an  outpatient  basis  or  more  economically 
in  an  inpatient  health  care  facility  of  a different 
type. 

Authority  for  elective  admissions.  Each  PSRO 
will  have  the  authority  to  determine,  in  advance,  in 
the  case  of  any  elective  admission  to  a hospital  or 
other  health  care  facility  or  any  other  health  care 
service  which  consists  of  extended  or  costly  courses 
of  treatment,  whether  the  service,  if  provided,  or  if 
provided  by  a particular  health  care  practitioner  or 
by  a particular  hospital  or  other  health  care  facility, 
organization,  or  agency,  will  meet  the  above  criteria. 

Each  PSRO  will,  in  accordance  with  regulations 
of  the  Secretary,  determine  and  publish,  from  time 
to  time,  the  types  and  kinds  of  cases,  whether  by 
type  of  health  care  or  diagnosis  involved,  or  whether 
in  terms  of  other  relevant  criteria  relating  to  the 
provision  of  health  care  services,  with  respect  to 
which  the  organization  will,  in  order  most  effective- 
ly to  carry  out  the  purposes  of  this  program,  exer- 
cise the  above  preadmission  approval  authority. 

Patient  and  physician  profiles.  Each  PSRO  will 
be  responsible  for  the  arranging  for  the  maintenance 
of  and  regular  review  of  profiles  of  care  and  services 
received  and  provided  with  respect  to  patients, 
utilizing  to  the  greatest  extent  practicable  in  these 
patient  profiles,  methods  of  coding  which  provide 
maximum  confidentiality  as  to  patient  identity  and 
assure  objective  evaluation  consistent  with  the 
purposes  of  this  program.  Profiles  also  will  be  regu- 
larly reviewed  on  an  ongoing  basis  with  respect  to 
each  health  care  practitioner  and  provider  to  deter- 
mine whether  the  care  and  services  ordered  or 
rendered  are  consistent  with  the  above  criteria. 

Reviewer  qualifications.  Physicians  assigned  re- 
sponsibility for  the  review  of  hospital  care  may  be 
only  those  having  active  hospital  staff  privileges  in 
at  least  one  of  the  participating  hospitals  in  the 
area  served  by  the  PSRO  and,  except  as  otherwise 
provided  below,  the  physicians  ordinarily  should 
not  be  responsible  for,  but  may  participate  in  the 
review  of  care  and  services  provided  in  any  hospital 
in  which  the  physicians  have  active  staff  privileges. 

No  physician  will  be  permitted  to  review  health 
care  services  provided  to  a patient  if  he  was  directly 
or  indirectly  involved  in  providing  the  services,  or 
health  care  services  provided  in  or  by  an  institu- 
tion, organization,  or  agency,  if  he  or  any  member 
of  his  family  has,  directly  or  indirectly,  any  finan- 
cial interest  in  the  institution,  organization,  or 
agency. 

For  the  above  purpose,  a physician’s  family  in- 
cludes only  his  spouse,  other  than  a spouse  who  is 
legally  separated  from  him  under  a decree  of  di- 
vorce or  separate  maintenance,  children,  including 
legally  adopted  children,  grandchildren,  parents, 
and  grandparents. 

Use  of  specialists.  To  the  extent  necessary  or 
appropriate  for  the  proper  performance  of  its  duties 
and  functions,  the  PSRO  serving  any  area  will  be 
authorized  in  accordance  with  regulations  prescribed 


by  the  Secretary  to  (1)  make  arrangements  to 
utilize  the  services  of  persons  who  are  practitioners 
of  or  specialists  in  the  various  areas  of  medicine, 
including  dentistry,  or  other  types  of  health  care, 
which  persons  will,  to  the  maximum  extent  practica- 
ble, be  individuals  engaged  in  the  practice  of  their 
profession  within  the  area  served  by  the  organiza- 
tion; (2)  undertake  professional  inquiry  either  be- 
fore or  after,  or  both  before  and  after,  the  provision 
of  services  with  respect  to  which  the  organization 
has  a responsibility  for  review;  (3)  examine  the 
pertinent  records  of  any  practitioner  or  provider  of 
health  care  services  providing  services  with  respect  to 
which  the  organization  has  a responsibility  for  re- 
view; and  (4)  inspect  the  physical  facilities  in 
which  care  is  rendered  or  services  provided,  and 
which  are  located  in  the  area,  of  any  practitioner  or 
provider. 

No  PSRO  can  utilize  the  services  of  any  indi- 
vidual who  is  not  a duly  licensed  doctor  of  medicine 
or  osteopathy  to  make  final  determinations  in  ac- 
cordance with  its  duties  and  functions  with  respect 
to  the  professional  conduct  of  any  other  duly 
licensed  doctor  of  medicine  or  osteopathy,  or  any 
act  performed  by  any  duly  licensed  doctor  of  med- 
icine or  osteopathy  in  the  exercise  of  his  profession. 

Encouragement  of  physician  participation.  In 
order  to  familiarize  physicians  with  the  review  func- 
tions and  activities  of  PSROs  and  to  promote  accep- 
tance of  these  functions  and  activities  by  physicians, 
patients,  and  other  persons,  each  PSRO,  in  carrying 
out  its  review  responsibilities,  will  to  the  maximum 
extent  consistent  with  the  effective  and  timely  perfor- 
mance of  its  duties  and  functions  (1)  encourage  all 
physicians  practicing  their  profession  in  the  area 
served  by  the  organization  to  participate  as  re- 
viewers in  the  review  activities  of  the  organization; 
(2)  provide  rotating  physician  membership  of  re- 
view committees  on  an  extensive  and  continuing 
basis;  (3)  assure  that  membership  on  review  com- 
mittees has  the  broadest  representation  feasible  in 
terms  of  the  various  types  of  practice  in  which  phy- 
sicians engage  in  the  area  served  by  the  organiza- 
tion; and  (4)  utilize,  whenever  appropriate,  medical 
periodicals  and  similar  publications  to  publicize  the 
functions  and  activities  of  PSROs. 

Use  of  hospital  review  committees.  Each  PSRO 
will  utilize  the  services  of,  and  accept  the  findings 
of,  the  review  committees  of  a hospital  or  other 
operating  health  care  facility  or  organization  located 
in  the  area  served  by  the  organization,  but  only 
when  and  only  to  the  extent  and  only  for  the  time 
that  the  committees  in  the  hospital  or  other  operat- 
ing health  care  facility  or  organization  have  demon- 
strated to  the  satisfaction  of  the  organization  their 
capacity  effectively  and  in  timely  fashion  to  review 
activities  in  the  hospital  or  other  operating  health 
care  facility  or  organization  including  the  medical 
necessity  of  admissions  types  and  extent  of  services 
ordered,  and  lengths  of  stay,  so  as  to  aid  in  accom- 
plishing the  purposes  and  responsibilities  of  the 
PSRO,  except  where  the  Secretary  disapproves,  for 
good  cause,  this  acceptance. 
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The  Secretary  can  prescribe  regulations  to  carry 
out  the  above  provisions. 

An  agreement  entered  into  between  the  Secretary 
and  any  organization  under  which  the  organization 
is  designated  as  the  PSRO  for  any  area  will  provide 
that  the  organization  will  (a)  perform  the  duties 
and  functions  and  assume  the  responsibilities  and 
comply  with  those  other  requirements  required  by 
this  program  or  under  regulations  of  the  Secretary 
promulgated  to  carry  out  this  program  and  (b)  col- 
lect the  data  relevant  to  its  functions  and  the  in- 
formation and  keep  and  maintain  the  records  in  the 
form  the  Secretary  requires  to  carry  out  the  pur- 
poses of  this  program  and  to  permit  access  to  and 
use  of  these  records  as  the  Secretary  requires. 

Such  an  agreement  with  an  organization  will  pro- 
vide that  the  Secretary  make  payments  to  the  organ- 
ization equal  to  the  amount  of  expenses  reasonably 
and  necessarily  incurred  as  determined  by  the 
Secretary,  by  the  organization  in  carrying  out  or 
preparing  to  carry  out  the  duties  and  functions  re- 
quired by  the  agreement. 

Notwithstanding  any  other  provisions,  the  respon- 
sibility for  review  of  health  care  service  of  any 
PSRO  would  be  the  review  of  health  care  services 
provided  by  or  in  institutions,  unless  the  organiza- 
tion has  made  a request  to  the  Secretary  that  it  be 
charged  with  the  duty  and  function  of  reviewing 
other  health  care  services  and  the  Secretary  has  ap- 
proved this  request. 

NORMS  OF  HEALTH  CARE  SERVICES  FOR 
VARIOUS  ILLNESSES  OR  HEALTH 
CONDITIONS 

Each  PSRO  will  apply  professionally  developed 
norms  of  care  diagnosis  and  treatment  based  upon 
typical  patterns  of  practice  in  its  regions  (including 
typical  lengths-of-stay  for  institutional  care  by  age 
and  diagnosis)  as  principal  points  of  evaluation  and 
review.  The  National  Professional  Standards  Re- 
view Council  and  the  Secretary  will  provide  the 
technical  assistance  to  the  organization  which  will 
be  helpful  in  utilizing  and  applying  these  norms  of 
care,  diagnosis,  and  treatment.  Where  the  actual 
norms  of  care,  diagnosis,  and  treatment  in  a PSRO 
area  are  significantly  different  from  professionally 
developed  regional  norms  of  care,  diagnosis,  and 
treatment  approved  for  comparable  conditions,  the 
PSRO  concerned  would  be  so  informed.  In  the 
event  that  appropriate  consultation  and  discussion 
indicate  reasonable  basis  for  usage  of  other  norms 
in  the  area  concerned,  the  PSRO  can  apply  those 
norms  in  the  area  as  are  approved  by  the  National 
Professional  Standards  Review  Council. 

Types  of  norms.  The  norms  with  respect  to 
treatment  for  particular  illnesses  or  health  condi- 
tions will  include  (1)  the  types  and  extent  of  the 
health  care  services  which,  taking  into  account  dif- 
fering, but  acceptable,  modes  of  treatment  and 
methods  of  organizing  delivering  care,  are  consider- 
ed within  the  range  of  appropriate  diagnosis  and 
treatment  of  the  illness  or  health  condition,  con- 
sistent with  professionally  recognized  and  accepted 


patterns  of  care;  (2)  the  type  of  health  care  facility 
which  is  considered,  consistent  with  these  standards, 
to  be  the  type  in  which  health  care  services  which 
are  medically  appropriate  for  the  illness  or  condi- 
tion can  most  economically  be  provided. 

Preparation  and  distribution.  The  National 
Professional  Standards  Review  Council  will  provide 
for  the  preparation  and  distribution,  to  each  PSRO 
and  to  each  other  agency  or  person  performing  re- 
view functions  with  respect  to  the  provision  of 
health  care  services  under  the  Social  Security  Act, 
of  appropriate  materials  indicating  the  regional 
norms  to  be  utilized.  This  data  concerning  norms 
will  be  reviewed  and  revised  from  time  to  time.  The 
approval  of  the  National  Professional  Standards  Re- 
view Council  of  norms  of  care,  diagnosis,  and  treat- 
ment will  be  based  on  its  analysis  of  appropriate 
and  adequate  data. 

Purpose.  Each  review  organization,  agency,  or 
person  will  utilize  the  norms  as  a principal  point  of 
evaluation  and  review  for  determining,  with  respect 
to  any  health  care  services  which  have  been  or  are 
proposed  to  be  provided,  whether  the  care  and  ser- 
vices are  consistent  with  the  criteria  specified  under 
this  amendment. 

Certification  of  inpatient  care.  Each  PSRO  will 
(a)  in  accordance  with  regulations  of  the  Secretary, 
specify  the  appropriate  points  in  time  after  the 
admission  of  a patient  for  inpatient  care  in  a health 
care  institution  at  which  the  physician  attending  the 
patient  will  execute  a certification  stating  that  fur- 
ther inpatient  care  in  the  institution  will  be  med- 
ically necessary  effectively  to  meet  the  health  care 
needs  of  the  patient;  and  (b)  require  that  there  be 
included  in  any  certification  with  respect  to  any  pa- 
tient the  information  necessary  to  enable  the  organ- 
ization properly  to  evaluate  the  medical  necessity  of 
the  further  institutional  health  care  recommended 
by  the  physician  executing  the  certification. 

The  points  in  time  at  which  any  certification  will 
be  required  (usually,  not  later  than  the  50th  per- 
centile of  length-of-stay  for  patients  in  similar  age 
groups  with  similar  diagnoses)  will  be  consistent 
with  and  based  on  professionally  developed  norms 
of  care  and  treatment  and  data  developed  with 
respect  to  length  of  stay  in  health  care  institutions 
of  patients  having  various  illnesses,  injuries,  or 
health  conditions,  and  requiring  various  types  of 
health  care  services  or  procedures. 

SUBMISSION  OF  REPORTS  BY 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

If,  in  discharging  its  duties  and  functions,  any 
PSRO  determines  that  any  health  care  practitioner 
or  any  hospital,  or  other  health  care  facility,  agency, 
or  organization  has  violated  any  of  the  obligations 
imposed  below,  the  organization  will  report  the  mat- 
ter to  the  Statewide  Professional  Standards  Review 
Council  for  the  state  in  which  the  organization  is 
located  together  with  the  recommendations  of  the 
organization  as  to  the  action  which  should  be  taken 
with  respect  to  the  matter.  Any  Statewide  Profes- 


148 


Connecticut  Medicine,  March,  1973 


sional  Standards  Review  Council  receiving  such  a 
report  and  recommendation  will  review  them  and 
promptly  transmit  the  report  and  recommendation 
to  the  Secretary  together  with  any  additional  com- 
ments or  recommendations  it  deems  appropriate. 
The  Secretary  can  utilize  a PSRO  in  lieu  of  pro- 
gram review  teams  which  are  authorized  in  H.R.  1 
in  order  to  determine  whether  services  which  have 
been  supplied  were  substantially  in  excess  of  needs 
or  harmful  or  of  a grossly  inferior  quality. 

REQUIREMENT  OF  REVIEW  APPROVAL  AS 
CONDITION  OF  PAYMENT  OF  CLAIMS 

Except  as  provided  below,  no  federal  funds  ap- 
propriated under  any  title  of  the  Social  Security 
Act,  other  than  Title  V (Maternal  and  Child 
Health) , for  the  provision  of  health  care  services  or 
items  will  be  used,  directly  or  indirectly,  for  the 
payment  of  any  claim  for  the  provision  of  the  ser- 
vices or  items,  unless  the  Secretary  determines  that 
the  claimant  is  without  fault,  if  (1)  the  provision 
of  the  services  or  items  is  subject  to  review  by  any 
PSRO,  or  other  agency;  and  (2)  the  organization 
or  other  agency  has,  in  the  proper  exercise  of  its 
duties  and  functions,  disapproved  of  the  services 
or  items  giving  rise  to  the  claim,  and  has  notified 
the  practitioner  or  provider  who  provided  or  pro- 
posed to  provide  the  services  or  items  and  the  in- 
dividual who  would  receive  or  was  proposed  to  re- 
ceive the  services  or  items  of  its  disapproval  of  the 
provision  of  the  services  or  items. 

Whenever  any  PSRO,  in  the  discharge  of  its 
duties  and  functions,  disapproves  of  any  health 
care  services  or  items  furnished  or  to  be  furnished 
by  any  practitioner  or  provider,  the  organization 
will,  after  notifying  the  practitioner,  provider,  or 
other  organization  or  agency  of  its  disapproval, 
promptly  notify  the  agency  or  organization  having 
responsibility  for  acting  upon  claims  for  payment 
for  or  on  account  of  the  services  or  items. 

HEARINGS  AND  REVIEW  BY  SECRETARY 

Any  beneficiary  or  recipient  who  is  entitled  to 
benefits  under  the  Social  Security  Act  (other  than 
under  Title  V)  or  a provider  or  practitioner  who  is 
dissatisfied  with  a determination  with  respect  to  a 
claim  made  by  a PSRO  in  carrying  out  its  responsi- 
bilities for  the  review  of  professional  activities,  will, 
after  being  notified  of  the  determination,  be  entitled 
to  a reconsideration  of  this  determination  by  the 
PSRO.  Where  the  PSRO  reaffirms  the  determina- 
tion in  a state  which  has  established  a Statewide 
Professional  Standards  Review  Council,  and  where 
the  matter  in  controversy  is  $100  or  more,  the  deter- 
mination wil  be  reviewed  by  professional  members 
of  the  Council  and,  if  the  Council  so  determines, 
revised. 

Where  the  determination  of  the  Statewide  Profes- 
sional Standards  Review  Council  is  adverse  to  the 
beneficiary  or  recipient  (or,  in  the  absence  of  the 
Council  in  a state  and  where  the  matter  in  con- 
troversy is  $100  or  more),  the  beneficiary  or  re- 


cipient will  be  entitled  to  a hearing  by  the  Secretary 
as  is  provided  under  the  Social  Security  Act  pre- 
sently, and,  where  the  amount  in  controversy  is 
$1,000  or  more,  to  judicial  review  of  the  Secretary’s 
final  decision  after  such  hearing  as  is  also  provided 
under  the  Social  Security  Act.  The  Secretary  will 
render  a decision  only  after  appropriate  professional 
consultation  on  the  matter. 

Any  review  or  appeals,  as  provided  above,  will  be 
in  lieu  of  any  review,  hearing,  or  appeal  under  the 
Social  Security  Act  with  respect  to  the  claim. 

OBLIGATIONS  OF  HEALTH  CARE 
PRACTITIONERS  AND  PROVIDERS  OF 
HEALTH  CARE  SERVICES;  SANCTIONS  AND 
PENALTIES;  HEARINGS  AND  REVIEW 

Obligations.  It  will  be  the  obligation  of  any 
health  care  practitioner  and  any  other  person,  in- 
cluding a hospital  or  other  health  care  facility, 
organization,  or  agency,  who  provides  health  care 
services  for  which  payment  can  be  made,  in  whole 
or  in  part,  under  the  Social  Security  Act,  to  assure 
that  services  or  items  ordered  or  provided  by  the 
practitioner  or  person  to  beneficiaries  and  recipients 
under  the  Social  Security  Act  (a)  will  be  provided 
only  when,  and  to  the  extent,  medically  necessary; 
(b)  will  be  of  a quality  which  meets  professionally 
recognized  standards  of  health  care;  and  (c)  will  be 
supported  by  evidence  of  medical  necessity  and 
quality  in  the  form  and  fashion  and  at  the  time 
reasonably  required  by  the  PSRO  in  the  exercise  of 
its  duties  and  responsibilities.  It  will  be  the  obliga- 
tion of  any  health  care  practitioner,  in  ordering, 
authorizing,  directing,  or  arranging  for  the  provision 
by  any  other  person,  including  a hospital  or  other 
health  care  facility,  organization,  or  agency,  of 
health  care  services  for  any  patient  of  the  practi- 
tioner, to  exercise  his  professional  responsibility 
with  a view  to  assuring,  to  the  extent  of  his  in- 
fluence or  control  over  the  patient,  the  person,  or 
the  provision  of  the  services,  that  the  services  or 
items  will  be  provided  (a)  only  when,  and  to  the 
extent,  medically  necessary;  and  (b)  will  be  of  a 
quality  which  meets  professionally  recognized  stan- 
dards of  health  care. 

Further  obligations.  Each  health  care  practi- 
tioner, and  each  hospital  or  other  provider  of  health 
care  services,  will  have  an  obligation,  within  rea- 
sonable limits  of  professional  discretion  not  to  take 
any  action,  in  the  exercise  of  his  profession,  in  the 
case  of  any  health  care  practitioner,  or  in  the  con- 
duct of  its  business  in  the  case  of  any  hospital  or 
other  such  provider,  which  will  authorize  any  in- 
dividual to  be  admitted  as  an  inpatient  in  or  to 
continue  as  an  inpatient  in  any  hospital  or  other 
health  care  facility  unless  (a)  inpatient  care  is 
determined  by  the  practitioner  and  by  the  hospital 
or  other  provider,  consistent  with  professionally 
recognized  health  care  standards,  to  be  medically 
necessary  for  the  proper  care  of  the  individual;  and 
(b)  (1)  the  inpatient  care  required  by  the  individ- 
ual cannot,  consistent  with  these  standards,  be  pro- 
vided more  economically  in  a health  care  facility  of 
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a different  type;  or  (2)  in  the  case  of  a patient  who 
requires  care  which  can,  consistent  with  these  stan- 
dards, be  provided  more  economically  in  a health 
care  facility  of  a different  type,  there  is,  in  the  area 
in  which  the  individual  is  located,  no  such  facility 
or  no  such  facility  which  is  available  to  provide 
care  to  the  individual  at  the  time  when  care  is 
needed  by  him. 

Grounds  for  exclusion.  If  after  reasonable 
notice  and  opportunity  for  discussion  with  the 
practitioner  or  provider  concerned,  any  PSRO  sub- 
mits a report  and  recommendations  to  the  Secretary, 
through  the  Statewide  Professional  Standards  Re- 
view Council,  if  such  a Council  has  been  established, 
which  would  promptly  transmit  the  report  and  rec- 
ommendations together  with  any  additional  com- 
ments and  recommendations  it  deems  appropriate, 
and  if  the  Secretary  determines  that  the  practitioner 
or  provider,  in  providing  health  care  services  over 
which  the  organization  has  review  responsibility  and 
for  which  payment  in  whole  or  in  part,  can  be  made 
under  the  Social  Security  Act  has  (a)  by  failing, 
in  a substantial  number  of  cases,  substantially  to 
comply  with  any  obligation  imposed  on  him  under 
this  program,  or  (b)  by  grossly  and  flagrantly 
violating  any  obligation  in  one  or  more  instances, 
demonstrated  an  unwillingness  or  a lack  of  ability 
substantially  to  comply  with  these  obligations,  he 
(in  addition  to  any  other  sanction  provided  under 
law)  can  exclude  (permanently  or  for  a period  as 
the  Secretary  prescribes)  the  practitioner  or  pro- 
vider from  eligibility  to  provide  these  services  on  a 
reimbursable  basis. 

Effective  date  of  Secretary's  determination. 

The  above  determination  made  by  the  Secretary  will 
be  effective  at  the  time  and  upon  such  reasonable 
notice  to  the  public  and  to  the  person  furnishing  the 
services  involved  as  may  be  specified  in  regulations. 
The  determination  will  be  effective  with  respect  to 
services  furnished  to  an  individual  on  or  after  the 
effective  date  of  the  determination,  except  that  in 
the  case  of  institutional  health  care  services  the 
determination  will  be  effective  in  the  manner  pro- 
vided under  medicare  with  respect  to  terminations 
of  provider  agreements,  and  will  remain  in  effect 
until  the  Secretary  finds  and  gives  reasonable  notice 
to  the  public  that  the  basis  for  the  determination 
has  been  removed  and  that  there  is  reasonable  as- 
surance that  it  will  not  recur. 

Alternative  penalty.  In  lieu  of  the  above  autho- 
rized sanction,  the  Secretary  can  require  that,  as  a 
condition  to  the  continued  eligibility  of  the  practi- 
tioner or  provider  to  provide  health  care  services  on 
a reimbursable  basis,  the  practitioner  or  provider 
pay  to  the  United  States,  in  case  the  acts  or  conduct 
involved  the  provision  or  ordering  of  health  care 
services  which  were  medically  improper  or  unneces- 
sary, an  amount  not  in  excess  of  the  actual  or 
estimated  cost  of  the  medically  improper  or  un- 
necessary services  so  provided,  or  if  less,  $5,000. 
This  amount  can  be  deducted  from  any  sums  owing 
by  the  United  States  to  the  person  from  whom  the 
amount  is  claimed. 


Review  of  Secretary's  decision.  Any  person  fur- 
nishing services  which  are  subject  to  a determina- 
tion by  the  Secretary  and  who  is  dissatisfied  with 
the  determination,  will  be  entitled  to  reasonable 
notice  and  opportunity  for  a hearing  by  the  Secre- 
tary and  to  judicial  review  of  the  Secretary’s  final 
decision  after  such  hearing  as  is  provided  in  the 
Social  Security  Act. 

It  will  be  the  duty  of  each  PSRO  and  each  State- 
wide Professional  Standards  Review  Council  to  use 
the  authority  or  influence  it  possesses  as  a profes- 
sional organization,  and  to  enlist  the  support  of 
any  other  professional  or  governmental  organization 
having  influence  or  authority  over  health  care  prac- 
titioners and  any  other  person,  including  a hospital 
or  other  health  care  facility,  organization,  or  agency, 
providing  health  care  services  in  the  area  served  by 
the  review  organization,  in  assuring  that  each  prac- 
titioner or  provider  providing  health  care  services  in 
the  area  comply  with  all  obligations  imposed  on 
him  under  this  program. 

NOTICE  TO  PRACTITIONER  OR  PROVIDER 

Whenever  any  PSRO  takes  any  action  or  makes 
any  determination  (1)  which  denies  any  request, 
by  a health  care  practitioner  or  other  provider  of 
health  care  services,  for  approval  of  a health  care 
service  or  item  proposed  to  be  ordered  or  provided 
by  the  practitioner  or  provider;  or  (2)  that  any 
practitioner  or  provider  has  violated  any  obligation 
imposed  on  him,  the  organization  will,  immediately 
after  taking  the  action  or  making  the  determination, 
give  notice  to  the  practitioner  or  provider  of  the 
determination  and  the  basis  for  it,  and  provide  him 
with  appropriate  opportunity  for  discussion  and  re- 
view of  the  matter. 

STATEWIDE  PROFESSIONAL  STANDARDS 
REVIEW  COUNCILS ; ADVISORY  GROUPS  TO 
SUCH  COUNCILS 

Authorization.  In  any  state  in  which  there  are 
located  3 or  more  PSROs,  the  Secretary  will  estab- 
lish a Statewide  Professional  Standards  Review 
Council. 

Membership.  The  membership  of  these  Coun- 
cils will  be  appointed  by  the  Secretary  and  will 
consist  of  (a)  one  representative  from  and  desig- 
nated by  each  PSRO  in  the  state;  (b)  4 physicians, 
2 of  whom  can  be  designated  by  the  state  medical 
society  and  2 of  whom  can  be  designated  by  the 
state  hospital  association;  and  (c)  4 persons  knowl- 
edgable  in  health  care  from  the  state  whom  the 
Secretary  will  select  as  representatives  of  the  public 
in  the  state,  at  least  2 of  whom  will  have  been  rec- 
ommended for  membership  on  the  Council  by  the 
Governor  of  the  state. 

Duties.  It  will  be  the  duty  and  function  of  the 
Statewide  Professional  Standards  Review  Council 
for  any  state,  in  accordance  with  regulations  of  the 
Secretary,  to  coordinate  the  activities  of,  and  dis- 
seminate information  and  data  among,  the  various 
PSROs  within  the  state,  including  assisting  the 
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Secretary  in  the  development  of  uniform  data  gath- 
ering procedures  and  operating  procedures  applica- 
ble to  the  several  areas  in  the  state,  including, 
where  appropriate,  common  data  processing  opera- 
tions serving  several  or  all  areas,  to  assure  efficient 
operation  and  objective  evaluation  of  comparative 
performance  of  the  several  areas,  to  assist  the 
Secretary  in  evaluating  the  performance  of  each 
PSRO,  and  where  the  Secretary  finds  it  necessary 
to  replace  a PSRO,  to  assist  him  in  developing  and 
arranging  for  a qualified  replacement  PSRO. 

The  Secretary  will  be  authorized  to  enter  into  an 
agreement  with  any  state  Council  under  which  the 
Secretary  will  make  payments  to  the  Council  equal 
to  the  amount  of  expenses  reasonably  and  neces- 
sarily incurred,  as  determined  by  the  Secretary,  by 
the  Council  in  carrying  out  the  duties  and  functions 
described  above. 

Advisory  Council.  The  Statewide  Professional 
Standards  Review  Council  for  any  state  (or  in  a 
state  which  does  not  have  such  a Council,  the 
PSROs  which  have  agreements  with  the  Secretary) 
will  be  advised  and  assisted  in  carrying  out  its 
functions  by  an  advisory  group  of  not  less  than  7 
nor  more  than  11  members,  which  will  be  made  up 
of  representatives  of  health  care  practitioners,  other 
than  physicians,  and  hospitals  and  other  health 
care  facilities  which  provide  within  the  state  health 
care  services  for  which  payment  can  be  made  under 
any  program  established  by  or  under  the  Social 
Security  Act. 

The  Secretary  will  provide  by  regulations  the 
manner  in  which  members  of  the  advisory  group 
will  be  selected  by  the  Statewide  Professional 
Standards  Review  Council  (or  PSROs  in  states 
without  these  Councils) . 

The  expenses  reasonably  and  necessarily  incur- 
red, as  determined  by  the  Secretary,  by  this  group 
in  carrying  out  its  duties  and  functions  will  be  con- 
sidered to  be  expenses  necessarily  incurred  by  the 
Statewide  Professional  Standards  Review  Council 
served  by  the  group. 

NATIONAL  PROFESSIONAL  STANDARDS 
REVIEW  COUNCIL 

Establishment.  The  program  will  require  the  es- 
tablishment of  a National  Professional  Standards 
Review  Council  which  will  consist  of  11  physicians, 
not  otherwise  employed  by  the  United  States,  and 
appointed  by  the  Secretary  without  regard  to  the 
provisions  of  the  United  States  Code  governing  ap- 
pointments in  the  competitive  service. 

Members  of  the  Council  will  be  appointed  for  a 
term  of  3 years  and  will  be  eligible  for  reappoint- 
ment. 

The  Secretary  will  from  time  to  time  designate 
one  of  the  members  of  the  Council  to  serve  as 
Chairman. 

Membership.  Members  of  the  Council  will  con- 
sist of  physicians  of  recognized  standing  and  distinc- 
tion in  the  appraisal  of  medical  practice.  A majority 
of  the  members  will  be  physicians  who  have  been 
recommended  to  the  Secretary  to  serve  on  the 


Council  by  national  organizations  recognized  by 
the  Secretary  as  representing  practicing  physicians. 
The  membership  of  the  Council  will  include  physi- 
cians who  have  been  recommended  for  membership 
on  the  Council  by  consumer  groups  and  other  health 
care  interests. 

The  Council  will  be  authorized  to  utilize,  and  the 
Secretary  will  make  available,  or  arrange  for,  the 
technical  and  professional  consultative  assistance 
required  to  carry  out  its  functions.  The  Secretary 
will,  in  addition,  make  available  to  the  Council  the 
secretarial,  clerical,  and  other  assistance  and  per- 
tinent data  prepared  by,  for,  or  otherwise  available 
to,  the  Department  of  HEW  as  the  Council  requires 
to  carry  out  its  functions. 

Members  of  the  Council,  while  serving  on  busi- 
ness of  the  Council,  will  be  entitled  to  receive  com- 
pensation at  a rate  fixed  by  the  Secretary,  but  not 
in  excess  of  the  daily  rate  paid  for  grade  GS-18,  in- 
cluding traveltime;  and  while  serving  away  from 
their  homes  or  regular  places  of  business,  they  can 
be  allowed  travel  expenses,  including  per  diem  in 
lieu  of  subsistence. 

Duties.  It  will  be  the  duty  of  the  Council  to  (1) 
advise  the  Secretary  in  the  administration  of  this 
program;  (2)  provide  for  the  development  and 
distribution,  among  Statewide  Professional  Stand- 
ards Review  Councils  and  PSROs,  of  information 
and  data  which  will  assist  these  review  councils  and 
organizations  in  carrying  out  their  duties  and  func- 
tions; (3)  review  any  operations  of  Statewide  Pro- 
fessional Standards  Review  Councils  and  PSROs 
with  a view  to  determining  their  effectiveness  and 
comparative  performance  in  carrying  out  the  pur- 
poses of  this  program;  and  (4)  make  or  arrange  for 
the  making  of  studies  and  investigations  with  a 
view  to  developing  and  recommending  to  the  Secre- 
tary and  to  the  Congress  measures  designed  more 
effectively  to  accomplish  the  purposes  and  objectives 
of  this  program. 

Report.  The  National  Professional  Standards 
Review  Council  will  from  time  to  time,  but  not  less 
often  than  annually,  submit  to  the  Secretary  and  to 
the  Congress  a report  on  its  activities  and  will  in- 
clude in  this  report  the  findings  of  its  studies  and 
investigations  together  with  any  recommendations  it 
has  with  respect  to  the  more  effective  accomplish- 
ment of  the  purposes  and  objectives  of  this  program. 
This  report  will  also  contain  comparative  data  in- 
dicating the  results  of  review  activities  conducted 
in  each  state. 

APPLICATION  OF  THIS  AMENDMENT  TO 
CERTAIN  STATE  PROGRAMS  RECEIVING 
FEDERAL  FINANCIAL  ASSISTANCE 

In  addition  to  the  requirements  imposed  by  law 
as  a condition  of  approval  of  a state  plan  approved 
under  any  title  of  the  Social  Security  Act  under 
which  health  care  services  are  paid  for,  in  whole 
or  part,  with  federal  funds,  there  will  be  imposed 
the  requirement  that  provisions  of  this  program  ap- 
ply to  the  operation  of  such  a plan  or  program. 
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Effective  date.  The  requirement  imposed  above 
with  respect  to  those  state  plans  approved  under 
the  Social  Security  Act  will  apply  (1)  in  the  case  of 
any  plan  where  legislative  action  by  the  state  legis- 
lature is  not  necessary  to  meet  the  requirement,  on 
and  after  January  1,  1974,  and  (2)  in  the  case  of 
any  plan  where  legislative  action  by  the  state 
legislature  is  necessary  to  meet  the  requirement, 
whichever  of  the  following  is  earlier  (a)  on  and 
after  July  1,  1974,  or  (b)  on  and  after  the  first  day 
of  the  calendar  month  which  first  commences  more 
than  90  days  after  the  close  of  the  first  regular  ses- 
sion of  the  legislature  of  the  state  which  begins  after 
December  31,  1973. 

CORRELATION  OF  FUNCTIONS  BETWEEN 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS  AND  ADMINISTRATIVE 
INSTRUMENTALITIES 

The  Secretary,  by  regulations,  will  provide  for 
the  correlation  of  activities,  the  interchange  of  data 
and  information,  and  other  cooperation  consistent 
with  economical,  efficient,  coordinated  and  compre- 
hensive implementation  of  this  program,  including, 
but  not  limited  to,  usage  of  existing  mechanical  and 
other  data-gathering  capacity,  between  and  among 

(a)  (1)  agencies  and  organizations  which  are 
parties  to  agreements  entered  into  under  Part  A of 
medicare,  (2)  carries  which  are  parties  to  contracts 
entered  into  under  Part  B of  medicare,  and  (3) 
any  other  public  or  private  agency,  other  than  a 
PSRO,  having  review  or  control  functions,  or  proven 
relevant  data-gathering  procedures  and  experience, 
and  (b)  PSROs,  as  necessary  or  appropriate  for 
the  effective  administration  of  medicare  or  state 
plans  approved  under  the  Social  Security  Act. 

PROHIBITION  AGAINST  DISCLOSURE  OF 
INFORMATION 

Any  data  or  information  acquired  by  any  PSRO 
in  the  exercise  of  its  duties  and  functions  will  be 
held  in  confidence  and  cannot  be  disclosed  to  any 
person  except  (a)  to  the  extent  that  may  be  neces- 
sary to  carry  out  the  purposes  of  this  program,  or 

(b)  in  those  cases  and  under  those  circumstances 
as  the  Secretary  would  provide  by  regulations  to 
assure  adequate  protection  of  the  rights  and  inter- 
ests of  patients,  health  care  practitioners,  or  pro- 
viders of  health  care. 

Penalty.  It  will  be  unlawful  for  any  person  to 
disclose  this  information  other  than  for  the  above 
purposes,  and  any  person  violating  these  provisions 
will,  upon  conviction,  be  fined  not  more  than  $1,000, 
and  imprisoned  for  not  more  than  6 months,  or  both, 
together  with  the  costs  of  prosecution. 

LIMITATION  ON  LIABILITY  FOR  PERSONS 
PROVIDING  INFORMATION 

Notwithstanding  any  other  provision  of  law,  no 
person  providing  information  to  any  PSRO  will  be 
held,  by  reason  of  having  provided  the  information, 
to  have  violated  any  criminal  law,  or  to  be  civilly 


liable  under  any  law,  of  the  United  States  or  of 
any  state  unless  (1)  the  information  is  unrelated  to 
the  performance  of  the  duties  and  functions  of  the 
organization,  or  (2)  the  information  is  false  and  the 
person  providing  the  information  knew,  or  had  rea- 
son to  believe,  that  it  was  false. 

No  individual  who,  as  a member  or  employee  of 
any  PSRO  or  who  furnishes  professional  counsel  or 
services  to  the  organization,  wil  be  held  by  reason 
of  the  performance  by  him  of  any  duty,  function,  or 
activity  authorized  or  required  of  PRSOs,  to  have 
violated  any  criminal  law,  or  to  be  civilly  liable 
under  any  law,  of  the  United  States  or  of  any  state 
provided  he  has  exercised  due  care. 

The  above  provisions  will  not  apply  with  respect 
to  any  action  taken  by  any  individual  if  the  individ- 
ual, in  taking  the  action,  was  motivated  by  malice 
toward  any  person  affected  by  his  action. 

Protection  for  compliance  with  norms.  No 
doctor  of  medicine  or  osteopathy  and  no  provider, 
including  directors,  trustees,  employees,  or  officials 
of  providers,  of  health  care  services  will  be  civilly 
liable  to  any  person  under  any  law  of  the  United 
States  or  of  any  state  on  account  of  any  action 
taken  by  him  in  compliance  with  or  reliance  upon 
professionally  developed  norms  of  care  and  treat- 
ment applied  by  a PSRO  operating  in  the  area 
where  the  doctor  of  medicine  or  osteopathy,  or  pro- 
vider took  the  action,  but  only  if  (1)  he  takes  the 
action,  in  the  case  of  a doctor  of  medicine  or  osteop- 
athy, in  the  exercise  of  his  profession  as  a health 
care  practitioner,  or  in  the  case  of  a provider  of 
health  care  services,  in  the  exercise  of  his  functions 
as  a provider  of  health  care  services,  and  (2)  he 
exercised  due  care  in  all  professional  conduct  taken 
or  directed  by  him  and  reasonably  related  to,  and 
resulting  from,  the  actions  taken  in  compliance  with 
or  reliance  upon  the  professionally  accepted  norms 
of  care  and  treatment. 

AUTHORIZATION  FOR  USE  OF  CERTAIN 
FUNDS  TO  ADMINISTER  THE  PROVISIONS 
OF  THIS  AMENDMENT 

Allocation.  Expenses  incurred  in  the  administra- 
tion of  this  program  will  be  payable  from  (1)  funds 
in  the  Federal  Hospital  Insurance  Trust  Fund;  (2) 
funds  in  the  Federal  Supplementary  Medical  Trust 
Fund;  and  (3)  funds  appropriated  to  carry  out  the 
health  care  provisions  of  the  several  titles  of  the 
Social  Security  Act;  in  such  amounts  from  each  of 
the  above  sources  of  funds  as  the  Secretary  deems 
to  be  fair  and  equitable  after  taking  into  considera- 
tion the  costs  attributable  to  the  administration  of 
this  program  with  respect  to  each  of  the  plans  and 
programs. 

TECHNICAL  ASSISTANCE  TO 
ORGANIZATIONS  DESIRING  TO  BE 
DESIGNATED  AS  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATIONS 

The  Secretary  will  be  authorized  to  provide  all 
necessary  technical  and  other  assistance,  including 
the  preparation  of  prototype  plans  or  organization 
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and  operation,  to  organizations  which:  express  a 
desire  to  be  designated  as  a PSRO;  and  which  the 
Secretary  determines  have  a potential  for  meeting 
the  requirements  of  a PSRO;  to  assist  these  organi- 
zations in  developing  a proper  plan  to  be  submitted 
to  the  Secretary  and  otherwise  in  preparing  to  meet 
the  requirements  for  designation  as  a PSRO. 


EXEMPTIONS  OF  CHRISTIAN  SCIENCE 
SANATORIUMS 

The  provisions  of  this  program  will  not  apply 
with  respect  to  a Christian  Science  sanatorium  op- 
erated, or  listed  and  certified,  by  the  First  Church 
of  Christ,  Scientist,  Boston,  Massachusetts. 


STATEMENT  OF  THE  HONORABLE  WALLACE  F.  BENNETT 
BEFORE  THE  AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE  — SEA  ISLAND,  GEORGIA  — AUGUST  28,  1972 

Professional  Standards  Review  Organizations — 

Bridge  Between  Government  and  Medicine 


I think  this  is  an  appropriate  time  for  reviewing 
how  far  the  PSRO  Amendment  and  the  foundation 
movement  have  progressed  over  the  past  few  years, 
and  for  reviewing  and  responding  to  some  of  the 
criticisms  of  the  Amendment  which  have  arisen  so 
that  we  will  all  be  better  prepared  for  a national 
implementation  of  effective  Professional  Standards 
Review. 

It  is  no  secret  that  much  of  the  concept  embodied 
in  the  Bennett  Amendment  came  from  the  founda- 
tion movement.  It  was  the  medical  society  founda- 
tions, which  existed  in  scattered  areas  in  the  United 
States  in  1970,  which  seemed  to  offer  a possible 
answer  to  some  of  the  problems  which  the  Govern- 
ment faced  in  Medicare  and  Medicaid.  The  early 
leaders  in  the  foundation  movement  saw  the  need 
for  an  effective  professional  mechanism  which  would 
be  capable  of  assuring  citizens  that  the  care  they 
were  receiving  was  necessary  and  of  proper  quality. 
These  leaders  not  only  recognized  a need,  but  also 
proceeded  to  establish  a mechanism — the  medical 
foundation — which,  without  radically  restructuring 
the  organization  of  American  medicine,  could  pro- 
vide citizens  with  those  assurances.  This  kind  of 
assurance  was  just  what  the  Government  needed  in 
the  Medicare  and  Medicaid  programs. 

Let’s  review  briefly  where  we  were  with  Medicare 
and  Medicaid  in  1969  and  1970.  The  Government 
was  faced  with  massive  health  care  programs  which 
were  largely  out  of  control.  The  projected  25-year 
deficit  in  the  Medicare  hospital  insurance  trust  fund 


was  $247  billion  over  the  estimates  made  in  1965, 
and  the  costs  of  the  Medicaid  program  were  mount- 
ing in  a similar  fashion.  It  was  relatively  easy  for 
the  Ways  and  Means  Committee  and  the  Commit- 
tee on  Finance  to  put  some  controls  over  the  unit 
prices  of  physicians’  services  and  hospital  per  diem 
rates,  though  these  prices  will  undoubtedly  continue 
to  climb  somewhat.  However,  the  far  more  difficult 
problem  which  the  Finance  Committee  had  to  deal 
with  in  1970  was  to  establish  a mechanism  of  assur- 
ing that  services  paid  for  by  Medicare  and  Medicaid 
met  proper  quality  standards  and  were  actually 
necessary. 

This  is  the  area  where  a bridge  was  needed  be- 
tween medicine  and  Government.  It  was  all  too 
clear  to  those  of  us  on  the  Finance  Committee  that 
an  army  of  Government  and  insurance  company 
employees  checking  on  each  medical  service  was 
not  the  answer.  Past  experience  and  common  sense 
indicated  clearly  that  clerical  personnel  could  not 
and  should  not  make  decisions  as  to  the  quality 
and  necessity  of  medical  services. 

The  bridge  we  needed  between  Government  and 
medicine  was  a structure  through  which  physicians 
could,  in  an  organized  and  publicly  accountable 
fashion,  make  judgments  as  to  the  quality  and 
necessity  of  medical  services.  This  is  where  we 
turned  to  the  foundation  movement  as  a model  for 
the  bridge  we  needed  to  build. 

As  I mentioned  before,  the  leaders  in  the  founda- 
tion movement  had  independently  recognized  the 
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same  problem  which  we  recognized  and  had  begun 
to  develop  a structure  to  deal  with  it.  We  knew 
that  existent  foundations  varied  in  their  structure, 
stage  of  development  and,  in  some  cases,  motivation, 
and  we  were  not  wedded  to  any  particular  model. 
Yet,  we  saw  within  the  foundation  structure  the 
basic  elements  which  we  incorporated  into  the 
PSRO  Amendment. 

The  PSRO’s  we  envisioned  would  be  structured 
on  an  area-wide  basis,  would  encompass  at  a 
minimum  300  physicians,  would  utilize  patient, 
provider  and  practitioner  profiles,  would  review  all 
services  rendered  rather  than  just  reacting  to  com- 
plaints and  would  utilize  norms  as  checkpoints  in 
the  review  process — since,  without  any  concept  of 
norms,  review  can  only  be  carried  out  in  an  episodic 
and  highly  subjective  fashion. 

I have  outlined  for  you  the  problem  we  faced 
and  the  bridge  between  Government  and  medicine 
which  we  envisioned  as  a solution  to  that  problem — 
the  PSRO.  The  importance  of  this  kind  of  a bridge 
will  only  increase  as  the  Governmental  health  pro- 
grams expand  in  the  future. 

Over  the  past  two  years,  I have  been  pleased  to 
observe  the  PSRO  Amendment  gain  increased  sup- 
port from  the  Administration  and  from  numerous 
State  medical  societies  and  medical  specialty  groups. 
Concurrently,  there  has  been  an  impressive  growth 
in  the  foundation  movement  over  the  past  two  years. 
As  many  of  you  know  well,  foundations  were  few 
and  far  between  in  1970.  Now,  as  the  attendance 
here  demonstrates,  foundations  have  become  a truly 
national  movement. 

Recognizing  the  fact  that  “foundations”  encom- 
pass a broad  variety  of  medical  organizations  ac- 
tive in  peer  review  and,  therefore,  are  difficult  to 
count  precisely,  the  latest  AMA  statistics  show  the 
existence  of  61  foundations  currently  operating  in 
27  States,  18  of  which  operate  on  a State  level  and 
43  on  a county  level,  scattered  broadly  throughout 
the  United  States.  Indeed,  there  are  no  sections  of 
the  country  without  foundation  representation. 

The  growth  of  support  for  the  Bennett  Amend- 
ment and  the  growth  of  the  foundation  movement 
both  show  that  there  is  no  shortage  of  concerned 
medical  leadership  willing  to  frankly  face  up  to  the 
problems  of  quality  and  utilization  control  and  to 
take  action  to  deal  with  these  problems.  With  all 
the  current  discussion  about  the  problems  of  Amer- 
ican medicine,  much  of  it  emanating  from  Wash- 
ington, it’s  time  for  people  in  Washington  to  pause 
and  give  appropriate  recognition  to  the  many  Amer- 
ican physicians  who  have  not  only  talked  about 
these  problems  but  have  expended  many,  many 
hours  of  valuable  time  and  a great  deal  of  energy 
in  attempting  to  responsibly  deal  with  them.  There 
may  be  times  when  each  of  you  wonders  if  the  ef- 
fort is  worth  while.  The  rewards  of  this  kind  of  work 
are,  in  many  cases,  not  as  visible  as  the  rewards 
which  many  of  you  see  in  your  day-to-day  practice 
of  medicine.  However,  your  efforts  will,  in  the  long 
run,  prove  invaluable,  as  your  work  will  assure  that 
as  we  move  toward  broader  Government  health  in- 


surance, physicians  can,  through  the  type  of  orga- 
nizations you  have  pioneered,  forge  an  effective 
partnership  with  Government  and  maintain  firm  con- 
trol over  the  day-to-day  practice  of  medicine.  For 
this,  your  colleagues,  those  who  follow  you  in  med- 
icine, and  the  citizens  of  this  country  will  have 
much  to  be  grateful  for  over  the  following  decades. 

It  is  important  for  us  to  review  and  respond  to 
some  of  the  criticisms  of  the  Amendment  since  the 
implementation  of  the  Amendment  will  be  much 
smoother  if  all  of  the  criticisms  can  be  dealt  with 
fairly  and  squarely.  As  happens  with  any  proposal 
affecting  so  many  people,  criticism  of  the  Bennett 
Amendment  has  arisen  over  the  past  two  years. 
There  has  been  criticism  of  many  kinds — criticism 
from  both  the  left  and  right  of  the  political  spec- 
trum, and  informed  and  uninformed  criticism.  Much 
of  the  uninformed  criticism  comes  from  honorable, 
concerned  individuals  who  quite  simply  are  reacting 
almost  emotionally  to  inadequate  and  often  inac- 
curate information.  Part  of  the  reason  for  this  “in- 
formation gap”  is  the  length  and  complexity  of  the 
Amendment  itself.  In  an  area  as  complex  and  far 
ranging  as  peer  review,  any  responsible  amendment 
must  be  quite  lengthy.  Unfortunately,  another  rea- 
son for  this  information  gap  is  that  some  opponents 
of  the  legislation  purposely  misinterpreted  the 
Amendment  some  years  back,  leaving  a wake  of 
confusion.  In  any  event,  I would  like  to  review  our 
responses  to  these  criticisms,  as  I believe  that  the 
Amendment  responsibly  addresses  each  issue  which 
has  been  raised. 

Let’s  begin  with  the  most  common  criticisms  from 
some  of  the  more  recalcitrant  medical  organizations. 
First,  we  hear  the  criticism  that  the  Bennett  / mend- 
ment  will  bring  non-physicians  into  peer  review. 
This  is  just  wrong!,  and  represents  a good  example 
of  the  information  gap  which  I mentioned.  Two 
widely  read  magazines — Medical  World  News  and 
Time  magazine — reporting  on  the  AMA  June  con- 
vention, stated  that  there  was  much  opposition  to 
the  Bennett  Amendment  on  the  grounds  that  it 
would  bring  non-professionals  into  the  review  proc- 
ess. Let  me  once  more  set  the  record  straight.  The 
amendment  clearly  states  that  only  physicians  shall 
make  final  judgments  with  respect  to  the  work  of 
other  physicians.  In  fact,  the  entire  Amendment 
is  grounded  on  the  belief  that  only  physicians  are 
qualified  to  make  medical  judgments. 

Now,  part  of  this  misunderstanding  may  have 
arisen  because  the  Amendment  does  state  that  where 
(and  only  where)  organizations  representing  a sub- 
stantial number  of  physicians  in  an  area  refuse  to 
assume  review  responsibilities,  the  Secretary  shall 
contract  with  another  public  or  non-profit  organiza- 
tion— such  as  a medical  school  or  health  department 
— to  carry  out  the  necessary  review.  However,  the 
alternate  organization  must  have  the  appropriate 
professional  competence  to  carry  out  review  activities 
and  the  alternate  organization  must  utilize  the  ser- 
vices of  physicians  to  make  final  judgments  on  the 
work  of  other  physicians.  As  you  can  understand, 
the  Secretary  must  have  this  limited  authority  to 
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designate  alternate  review  organizations  in  order 
to  assure  that  effective  review  mechanisms  will  be 
established  throughout  the  United  States. 

In  addition,  the  Amendment  does  allow  review 
organizations  to  utilize  paramedical  and  clerical 
personnel  to  expedite  their  work  as  the  physician 
members  of  the  organization  see  fit  but,  again,  in 
no  case  does  the  Amendment  allow  a non-physician 
to  actually  make  a final  judgment  on  the  work  of  a 
physician. 

Another  frequent  criticism  from  some  medical 
organizations  is  that  the  Amendment  does  not  give 
control  of  the  review  process  to  the  State  medical 
societies.  This  is  correct.  As  many  of  you  know, 
the  AMA’s  peer  review  proposal  called  for  all  peer 
review  to  be  carried  out  by  the  State  medical  so- 
cieties. I have  felt  quite  strongly  that  this  is  wrong 
for  a number  of  reasons.  The  Government  cannot 
delegate  wide  authority  over  Governmental  pro- 
grams to  essentially  private  organizations.  This 
makes  as  little  sense  as  it  would  to  turn  the  Federal 
Reserve  Board  over  to  the  American  Bankers  Asso- 
ciation. Now,  I surely  realize — as  I think  we  all 
do — that  if  the  PSRO’s  are  to  be  formed  by  orga- 
nizations representing  a substantial  number  of  prac- 
titioners in  an  area,  then  their  membership,  in  most 
cases,  will  be  very  similar  to  the  membership  of 
the  medical  societies.  However,  the  review  organiza- 
tions cannot  have  dues  requirements,  and  cannot 
exclude  any  practicing  physician  from  their  mem- 
bership. Since  it  is  the  same  physicians  in  an  area 
whom  we  are  talking  about,  some  have  said  we  need 
not  make  such  a distinction  between  the  medical 
societies  and  the  review  organizations.  However,  it 
is  vitally  important.  Medical  societies  are  organiza- 
tions which  have  a large  number  of  objectives — 
social,  economic  and  even  political.  The  review 
organizations  should  have  but  one  objective — the  re- 
view of  medical  care.  If  this  review  is  to  have  public 
confidence  and  trust,  it  must  be  done  by  physicians, 
in  an  organized  fashion — but  not  by  organized  med- 
icine. Aside  from  requiring  independent  review  or- 
ganizations, the  Amendment  requires  review  to  be 
carried  out  locally  in  most  cases,  rather  than  on  a 
State-wide  basis,  in  order  to  encourage  broad  phy- 
sician involvement  in  the  review  process. 

Finally,  one  resolution  adopted  by  the  AMA 
claimed  that  the  PSRO  Amendment  could  lead  to 
“mechanization  of  practice”  and  thus  discourage 
innovative  methods  of  treatment  and  of  peer  review 
itself.  A careful  examination  of  the  Amendment 
would  show  that  this  concern  in  unwarranted.  The 
PSRO  Amendment  merely  contains  the  basic  build- 
ing blocks  for  effective  peer  review,  such  as  an  or- 
ganized group  of  physicians  of  appropriate  size, 
the  use  of  profiles  and  the  use  of  norms  as  check- 
points. Tfie  Amendment  by  no  means  details  a uni- 
form, monolithic  review  structure.  The  Amendment 
consistently  speaks  of  various  prototype  review  orga- 
nizations And  of  the  fact  that  each  review  organiza- 
tion may  qperate  in  different  fashions  and  with  dif- 
ferent priorities  so  long  as  the  basic  elements  of 
review  are  observed.  The  Amendment  leaves  a great 
deal  of  room  for  innovation  in  the  peer  review  proc- 


ess. Similarly,  the  Amendment  does  not  intrude 
upon  innovation  in  the  practice  of  medicine.  The 
AMA  has  consistently  maintained  that  the  use  of 
norms  in  review  would  discourage  innovation  in 
medicine.  The  physicians  in  this  room  know  better 
than  any,  how  wide  of  the  mark  this  contention  is. 
The  use  of  norms  as  checkpoints  in  the  review  proc- 
ess does  not  inhibit  innovation.  Review  without 
norms,  which  the  AMA  supports,  is  really  not  re- 
view at  all,  as  foundation  people  recognize. 

Criticism  has  not  come  only  from  some  segments 
of  organized  medicine.  The  Bennett  Amendment  has 
also  drawn  some  criticism  from  some  labor  and 
consumer  organizations,  primarily  based  on  the  fact 
that  there  is  no  consumer  representation  in  the  peer 
review  process  under  the  Bennett  Amendment.  Well, 
there  are  no  consumers  in  the  peer  review  process. 

Now,  let’s  examine  for  a moment  this  whole  ques- 
tion of  consumers  and  peer  review.  In  the  first  place, 
I am  not  sure  how  useful  the  term  “consumer”  is. 
Nearly  every  citizen  receives  medical  care.  We  are 
all  consumers.  The  issue  is  not  a consumer  issue.  It 
is  an  issue  of  public  accountability  and  protection 
of  the  interests  of  our  citizens.  The  public  interest 
is  protected  and  public  accountability  assured  under 
the  Bennett  Amendment.  The  Bennett  Amendment 
protects  the  public  interest  by  limiting  the  role  of 
the  review  organizations  to  reviewing  only  questions 
of  quality  and  necessity  of  medical  care.  For  exam- 
ple, is  a surgical  procedure  necessary,  and  did  it 
meet  proper  quality  standards?  It  is  abundantly 
clear  to  me  that  these  are  decisions  which  can  only 
be  made  by  physicians.  The  Amendment  does  not 
call  for  the  review  organizations  to  review  fees  or 
charges,  as  these  are  items  which  do  not  involve 
solely  professional  judgments.  Similarly,  the  review 
organizations  are  not  charged  with  health  planning 
or  other  functions  involving  a broader  community 
responsibility. 

Public  accountability  is  assured  under  the  Ben- 
nett Amendment  by  the  fact  that  information  com- 
piled by  the  PSRO  is  made  public  at  the  end  of 
each  year.  Citizens  in  an  area  would  know,  for  ex- 
ample, what  the  surgical  rates  are  in  their  area 
compared  to  other  areas  in  the  country,  and  they 
would  know  the  aggregate  statistics  for  individual 
facilities.  In  this  fashion,  citizens  will  be  able  to 
judge  whether  or  not  the  PSRO  is  operating  in  an 
effective  fashion.  It  seems  to  me  that  restricting  the 
scope  of  the  review  organizations’  decisions  to  pure- 
ly professional  decisions,  and  making  their  perform- 
ance a matter  of  public  record,  is  far  more  valuable 
to  the  citizen  or  consumer  than  allowing  him  to  sit 
on  a review  board  in  which  he  obviously  would  play 
little  more  than  a token  role. 

Finally,  some  academic  experts  in  medical  care 
have  criticized  the  Amendment  on  the  grounds  that 
it  puts  too  much  emphasis  on  the  “process”  of 
medical  care,  rather  than  measuring  the  “outcomes” 
of  such  care.  The  reason  the  Amendment  empha- 
sizes process  is  simple.  The  measurement  of  process 
is  much  more  developed  than  the  measurement  of 
outcomes.  As  the  art  of  peer  review  develops,  and 
outcomes  measurement  becomes  feasible,  the  review 
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organizations  are  quite  free  under  the  Amendment 
to  expand  their  activities  into  this  area. 

I hope  you  can  see  that  the  Bennett  Amendment 
responsibly  addresses  each  of  these  criticisms  which 
have  been  raised  against  it.  Perhaps  the  best  re- 
sponse to  criticisms  of  the  Bennett  Amendment, 
however,  is  the  success  which  many  foundations 
have  had  as  prototype  PSRO’s.  As  mentioned  be- 
fore, not  all  foundations  are  as  well  developed  or 
will  motivated  as  are  others.  However,  many  effective 
foundations  throughout  the  country  have  shown 
that  they  can  serve  medicine  well  by  strength- 
ening the  role  of  the  physician  in  review  and  de- 
creasing the  polarization  between  medicine  and 
Government.  Similarly,  these  foundations  have 
served  Government  well  by  giving  Government  a 
rational  means  of  controlling  major  health  programs. 

I believe  today,  as  when  I introduced  the  PSRO 
Amendment  in  this  Congress  early  this  year,  that: 

“The  relationship  between  the  patient,  the  physi- 
cian and  the  Government  is  at  a crossroads  in 
America  today. 


“The  pressures  for  increased  Governmental  in- 
volvement in  the  day-to-day  practice  of  medicine 
are  increasing  continually  as  we  move  toward  ex- 
panded Governmental  financing  of  health  care. 
Economics,  commonsense  and  morality  each  demand 
that  the  Government  take  an  increasingly  active 
role  in  dealing  with  the  cost  and  the  quality  of  med- 
ical care. 

“The  PSRO  Amendment  represents  the  best  and 
perhaps  the  last  opportunity  to  fully  safeguard  the 
public’s  concern  with  respect  to  the  cost  and  quality 
of  medical  care  while,  at  the  same  time,  leaving  the 
actual  control  of  medical  practice  in  the  hands  of 
those  best  qualified — America’s  physicians.” 

In  closing,  I would  like  to  reemphasize  my  recog- 
nition of  the  need  for  a bridge  between  Government 
and  medicine,  my  belief  in  the  PSRO  as  that  bridge 
and  my  fear  of  the  consequences  if  a bridge  is  not 
built — increasing  isolation  between  Government  and 
medicine,  working  to  the  disadvantage  of  both  and, 
more  importantly,  to  the  disadvantage  of  the  pa- 
tient. 


AN  ADVISORY  COMMITTEE  ON  PROFESSIONAL  STANDARDS  RE- 
VIEW will  be  created  by  the  AMA  to  assure  that  the  best  interests  of  the  public 
and  the  profession  are  preserved  when  professional  standards  review  organiza- 
tions are  established  under  newly  enacted  HR  1.  The  House  of  Delegates 
adopted  a report  from  the  Board  of  Trustees  and  the  Council  on  Medical  Serv- 
ice which,  while  noting  AMA’s  concern  about  “whether  a government  operated 
program  of  mandatory  peer  review  geared  in  large  part  to  cost  control  cotdd  be 
effective  without  reducing  the  quality  of  patient  care,”  called  for  the  AMA  to 
take  a “dominant  role  of  leadership”  in  the  implementation  of  the  PSRO  pro- 
gram. The  advisory  committee  will  include  members  of  the  Board  and  the 
council,  and  the  Board  is  authorized  to  invite  other  organizations  to  participate. 
The  committee  will  “provide  input  from  the  medical  profession  in  the  develop- 
ment of  the  rules  and  regulations”  of  PSRO;  assist  state  and  county  medical 
societies  in  developing  PSROs;  aid  in  defining  PSRO  boundaries;  develop  rec- 
ommended operational  procedures  for  PSROs;  monitor  the  effect  of  PSRO  on 
the  quality  of  care  and  report  its  findings  at  each  meeting  of  the  House.  In  an- 
other action,  the  House  urged  state  and  county  societies  to  utilize  the  expertise 
of  medical  specialty  societies  in  the  implementation  of  PSROs. 
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Prepared  by 


What  The  Clinician  Needs 
To  Know  About 
NUCLEAR  MEDICINE 


JOSEPH  T.  WITEK,  M.D.1 
GERALD  S.  FREEDMAN,  M.D.2 


Fundamentals  of  Radionuclide  Liver  Imaging 


Liver  scanning  began  in  the  early  1950's  when 
Sheppard1  et  al  showed  that  radio  tagged  injected 
particles  concentrated  in  normal  liver  tissue  but 
failed  to  concentrate  in  tumors  of  the  liver  in  clogs. 
Liver  scanning  as  now  performed  is  a non  invasive 
technique  with  a low  radiation  exposure.  The  study 
is  performed  after  intravenous  injection  of  an  iso- 
tope which  is  concentrated  in  the  liver.  The  liver 
can  be  then  imaged  with  either  a rectilinear  scan- 
ner or  sramma  camera.  The  former  while  slower 

o 

(20  min/view)  creates  a transparent,  life  size  image 
of  the  physiological  distribution  of  the  radiophar- 
maceutical and  allows  abdominal  palpation  and  an 
accurate  correlation  of  the  clinical  impression  and 
the  image.  The  camera  has  the  advantage  of  being- 
faster  (1-3  minutes  per  view)  with  multiple  views 
easily  obtained  even  on  uncooperative  patients. 
Figure  #1  shows  normal  hepatic  images  done  with 
each  instrument  on  the  same  patient. 

The  three  most  commonly  used  isotopes  are 
shown  in  Table  1.  Both  gold  and  technium  sulfur 
colloid  are  taken  up  by  the  Kuffer  or  reticido- 
endothelial  cells  of  the  liver.  As  shown  in  the  table 
Tc  sulfur  colloid  radiation  dosage  is  much  lower 
than  that  of  gold;  also  note  that  the  particle  size 
is  larger  than  that  of  gold.  Because  of  this  larger 
size  there  is  more  uptake  in  the  spleen  resulting  in 
better  visualization  with  Tc  S-C.  131I  Rose  Bengal 
is  cleared  from  the  blood  by  the  polygonal  cells; 
(like  the  dye  BSP),  normally  it  is  then  promptly 
excreted  into  the  intestinal  tract  via  the  canaliculi 
and  bile  ducts,  and  as  such  is  sometimes  used  to 
evaluate  biliary  atresia  or  obstruction.  Thus,  both 
major  cell  types  of  the  liver  can  be  independently 
studied.  Usually  the  distribution  of  both  cell  types 
is  homogeneous  and  a similar  image  is  obtained 

1 Resident  in  Nuclear  Medicine.  Supported  by  USPHS  GM 
2094. 

2 Assoc.  Prof.  Radiol  and  Nuclear  Medicine. 

Section  of  Nuclear  Medicine,  Yale  University  School  of 
Medicine,  New  Haven,  Connecticut  06510. 


Figure  1 

Shows  normal  Tc-sulfur-colloid  scans  performed  on  the 
Phogamma  III  camera  above  and  the  5 inch  rectilinear 
scanner  below  on  the  same  patient. 
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with  either  agent.  Hepatic  lesions  almost  invariably 
show  decreased  isotope  uptake  with  any  o£  these 
agents.  Occasionally,  113In  is  used  for  blood  pool 
studies  primarily  to  determine  the  vascularity  of  a 
space  occupying  lesion  such  as  an  A-V  malforma- 
tion or  a hemangioendothelioma. 

Clinical  Indications  For  Liver  Image 

1.  Evaluation  of  liver  size,  configuration  and 
position. 

2.  Detection  of  focal  space  occupying  disease  with 
emphysis  on: 

a)  preoperative  search  for  metastatic  when  a 
primary  neoplasma  exists  elsewhere. 

b)  Localization  for  biopsy  of  mass  or  drain- 
age of  abscess. 


Figure  2 

Rectilinear  Tc-sulfur  colloid  scan  of  a patient  with  CA 
of  the  breast  showing  multiple  metastasis  to  the  liver. 


c)  To  follow  the  course  of  focal  disease  proc- 
ess after  surgery  chemotherapy  and  irradia- 
tion. 

3.  Aid  in  the  differential  diagnosis  of  upper 
abdominal  masses. 

4.  Functional  evaluation  of  cirrhosis  and  other 
diffuse  parenchymal  processes. 

5.  Aid  in  the  differential  diagnosis  of  jaundiced 
patient. 

Lite  most  frequently  asked  question  by  the  clini- 
cian is  how  sensitive  is  the  liver  scan.  Recent 
studies2’3  indicate  that  liver  imaging  is  as  sensitive 
as  the  BSP  or  alkaline  phosphatase  in  demonstra- 
ting hepatic  abnormalities  (accuracy  rate  of  be- 
tween 68%  to  85%),  and  has  the  advantages  over 
blood  chemistry  studies  due  to  its  ability  to  de- 
lineate the  number,  location  and  shape  of  the 
metastatic  foci  for  biopsy  or  evaluation  after  ther- 
apy. The  scan  is  also  valuable  when  there  is  eleva- 
tion of  the  alkaline  phosphatase  due  to  other  dis- 
ease processes,  but  is  not  usually  effective  in  diag- 
nosing focal  lesions  less  than  3 cm.  Moreover,  with 
the  use  of  the  scan  the  diagnosis  of  liver  enlarge- 
ment by  palpation  can  be  confirmed. 

Figure  2,  shows  a liver  scan  on  a patient  with 
metastatic  disease  to  the  liver.  Note  that  serial  liver 
scan  are  very  effective  in  following  treatment  of 
focal  disease  processes  such  as  abscesses,  hematomas, 
and  lacerations.  Liver  scanning  can  also  be  helpful 
in  the  evaluation  of  extra  hepatic  diseases  which 
can  effect  the  position  and  the  relationship  of  the 
liver  to  other  intra-abdominal  organs  and  the  dia- 
phragm. Combined  liver  lung  scanning  is  a valu- 
able tech  nit]  tie  to  diagnose  subdiapharmatic  ab- 
cesses.  This  is  an  example  of  the  use  of  multiple 
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isotopes  since  imaging  is  performed  after  injection 
of  Tc-sulfur-colloid  and  131I  MAA  which  is  trapped 
in  the  lung.  In  the  subsequent  image  if  a defect  is 
visualized  between  the  inferior  border  of  the  right 
lung  and  the  superior  border  of  the  liver  such  a 
defect  usually  indicates  presence  of  an  abscess. 

The  functional  evaluation  of  cirrhosis  can  best  be 
explained  in  Figure  3 which  shows  examples  of 
early  and  late  stages  of  cirrhosis.  A)  shows  early  cir- 
rhosis with  patchy  uptake  and  hepotomegaly.  B) 
shows  a shrunken  liver  with  marked  shift  of  the 
colloid  to  the  spleen. 

Conclusion 

In  this  brief  description,  the  fundamentals  of 
liver  scanning  and  some  common  clinical  applica- 
tions were  presented.  The  interested  reader  is  re- 


Figure  3A 


ferrecl  to  (4)  (5)  for  a more  comprehensive  discus- 
sion of  this  subject. 
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Figure  3B 


Figure  3 


A)  a rectilinear  Tc-sulfur-colloid  scan  of  early  cirrhosis 
with  hepatomegaly  and  uneven  uptake  of  the  isotope.  B) 
gamma  camera  scintiphoto  demonstrating  the  final  stages  of 
cirrhosis  with  a shrunken  liver  and  shift  of  the  colloid  to  the 
spleen  and  marrow. 
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AMA-ERF  LOAN  PROGRAM 


This  article  was  prepared  to  clarify  the  purpose 
of  the  AMA-ERF  loan  program  and  to  answer 
questions  of  its  critics. 

With  money  tight,  interest  rates  high,  and  the 
cost  of  education  continuing  to  rise,  medical  stu- 
dents are  finding  it  difficult  to  finance  their  studies. 
I he  American  Medical  Association  is  doing  some- 
thing about  it. 

For  the  past  eight  years,  the  AMA  has  helped 
medical  students,  interns  and  residents  by  provid- 
ing loans  through  its  Education  and  Research  Foun- 
dation loan  guarantee  fund.  Loans  are  issued  by 
commercial  banks  directly  to  students,  interns  or 
residents.  AMA-ERF  guarantees  the  loans.  The  pro- 
gram was  set  up  as  a “loan  of  last  resort.” 

Since  1962,  AMA-ERF  has  guaranteed  more  than 
46,000  loans  in  excess  of  $51.7  million.  During  a 
20-year  period,  it  contributed  more  than  $19  mil- 
lion to  U.S.  medical  schools.  Participating  banks 
will  lend  up  to  $1,500  per  year  or  a maximum  of 
$10,000  in  seven  years.  The  bank  is  permitted  to 
charge  interest  rates  of  1 percent  above  the  prime 
rate  during  the  time  the  borrower  is  completing 
his  education.  The  prime  rate  is  currently  5%  per- 
cent. So  interest  on  an  AMA-ERF  loan  would  be 
6%  percent.  Compared  with  rates  being  quoted 
on  many  other  loans,  this  is  a bargain.  During  the 
years  he  is  in  training,  the  hot  rower  pays  only  the 
interest  and  he  has  up  to  ten  years  after  comple- 
tion of  his  training  to  repay  the  principal. 

funds  to  support  the  AMA-ERF  are  derived  from 
contributions  from  physicians,  the  Woman’s  Aux- 
iliary to  the  AMA  ($750,000  in  1972),  business,  in- 
dustry, foundations  and  individual  donors.  Admin- 
istrative costs  relating  to  AMA-ERF  programs  are 
paid  by  the  AMA.  Every  dollar  contributed  is  used 


in  the  programs.  For  every  dollar  the  AMA-ERF 
deposits  in  a cooperating  bank,  the  bank  loans 
$12.50  to  students. 

There  has  been  criticism  of  the  AMA-ERF  and 
the  banking  institutions  involved  in  the  loan  pro- 
gram, asserting  that  they  are  taking  advantage  of 
students  and  reaping  a handsome  profit.  Nothing 
could  be  farther  from  the  truth.  This  is  no  bo- 
nanza for  the  AMA-ERF  or  the  banks.  In  addition 
to  assuming  all  administrative  costs  of  the  student 
loan  program,  the  AMA-ERF  has  honored  its  com- 
mitment to  the  lending  institutions  by  purchasing 
defaulted  loan  accounts  totaling  more  than  $1.8  mil- 
lion over  the  past  eight  years.  At  its  September 
meeting  last  year,  the  AMA-ERF  board  of  directors 
approved  writing  off  82  uncollectible  accounts  total- 
ing $220,015.  Of  these  accounts,  36  were  defaulted 
because  of  the  death  of  the  borrower,  38  were  due 
to  bankruptcy,  and  8 were  defaulted  for  miscel- 
laneous reasons. 

Bearing  out  the  fact  that  there  is  no  profit  in 
educational  loans  is  a recent  report  in  Savings  and 
Loan  News , a trade  publication.  According  to  the 
industry,  college  loans  are  a “commitment  with  a 
headache.  One  thing  those  wrho  make  student  loans 
agree  on  is  that  they’re  not  doing  it  for  profit. 
Financial  institutions  are  making  loans  as  a com- 
munity service.” 

The  AMA-ERF  program  is  offered  as  a reason- 
able solution  to  the  medical  student’s  immediate 
financial  problem.  But  only  after  a student  has 
completely  exhausted  his  borrowing  potential  from 
all  other  sources  should  he  apply  for  this  type  loan. 

Aileen  Barker  (Mrs.  Norman  J.) 

Chairman  AMA-ERF 
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Meeting  Notices 


The  information  on  this  “notices”  page  is  offered 
as  a service  of  all  specialty  groups  and  allied  health 
agencies  in  order  to  publicize  continuing  medical 
education  programs  available  to  subscribers.  The 
deadline  for  publication  in  Connecticut  Medicine 
is  six  weeks  before  the  month  of  issue.  Send  copy 
to:  Connecticut  State  Medical  Society,  160  St. 
Ronan  Street,  New  Haven,  Connecticut  06511. 

GENERAL 

September,  1972-May,  1973 

6:00  p.m.-8:15  p.m.— Every  Tuesday 

Basic  Science  Related  to  Clinical  Medicine 

Lawrence  and  Memorial  Hospitals 

New  London,  Connecticut 

Contact:  Edward  Gipstein,  M.D. 

Director  of  Medical  Education 

April  24,  25,  26,  1973 

181st  Annual  Meeting  of  the  Connecticut  State 

Medical  Society 

Theme:  Gastroenterology 

Hartford  Hilton,  Hartford 

PSYCHIATRY 

April  3— Tuesday— 2:30  P.M. 

“Disorder  of  the  Work  Function” 

Irving  Bieber,  M.D.,  New  York  City 
Connecticut  Valley  Hospital,  Middletown 

April  12— Thursday— 10:30  A.M. 

“Medical  Ethical  History,  Cooperative 
Observations  in  Time” 

George  Mora,  M.D.,  Poughkeepsie,  New  York 
Connecticut  Valley  Hospital,  Middletown 


ANNOUNCEMENT  FROM  THE  CONNECTICUT 
RED  CROSS  BLOOD  PROGRAM 

Gamma  globulin  is  available  to  Connecticut  Phy- 
sicians from  the  Connecticut  Red  Cross  Blood  Cen- 
ter at  cost  (60$  per  ml.).  The  Center  has  a large 
stock  1000-10  ml.  bottles  at  present.  It  can  be  ob- 
tained by  the  physician  by  calling  249-7501,  Ext.  70, 
in  Hartford.  The  gamma  globulin  will  be  sent  to 
his  office  or  may  be  picked  up  at  the  Center  with 
a prescription.  In  either  case,  the  gamma  globulin 
will  be  billed  to  the  physician  at  his  office. 


In  Memoriam 


Ansprenger,  Aloys  G.,  Munich  Medical  School, 
1932.  Dr.  Ansprenger  retired  a year  ago  from  West- 
erly Hospital,  where  he  was  chief  of  radiology.  He 
was  a consultant  there  at  the  time  of  his  death.  He 
was  a member  of  the  New  London  County  Med- 
ical Association,  The  Connecticut  State  Medical 
Society  and  the  American  Medical  Association.  Dr. 
Ansprenger  died  December  20,  1972,  at  the  age  of 
67. 

Moore,  John,  National  University,  Mexico,  1951. 
Dr.  Moore  was  an  orthopedic  surgeon  in  the  Fair- 
field  area  since  1958,  and  was  an  associate  attend- 
ing orthopedic  surgeon  at  Bridgeport  Hospital  and 
was  on  the  courtesy  staffs  of  St.  Vincent's  and  Park 
City  Hospitals.  He  was  a member  of  the  Fairfield 
County  Medical  Association,  The  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Moore  died  December  21,  1972,  at  the 
age  of  44. 

Waskowitz,  David,  Yale  Medical  School,  1920.  Dr. 
Waskowitz  was  a general  practitioner  in  the  Hart- 
ford area  since  1920.  Dr.  Waskowitz  was  team  phy- 
sician at  New  Britain  High  School  for  50  years, 
served  as  unofficial  team  physician  at  Central  Con- 
necticut State  College  where  he  became  the  college’s 
first  medical  director  in  1965,  retiring  five  years 
later.  Dr.  Waskowitz  died  December  17,  1972,  at 
the  age  of  74. 
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will  be  held  during  the 

ANNUAL  MEETING 

April  24,  25,  26,  1973 

Hartford  Hilton 
Hartford 
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Manuscripts,  including  references  or  bibliography,  must 
be  typewritten,  double-spaced  on  firm  white  paper  Sy2  x 
11  inches  with  adequate  margins.  The  original  copy,  not 
the  carbon  copy  should  be  submitted.  Carbon  copies  or 
single  spaced  manuscripts  will  not  be  considered.  Author- 
ity for  approval  of  all  contributions  rests  with  the  Editor 
and  he  reserves  the  right  to  edit  any  material  submitted. 
Receipt  of  manuscripts  will  be  acknowledged  and  unused 
manuscripts  returned.  Accepted  manuscripts  become  the 
permanent  property  of  the  Journal  and  may  not  be  re- 
printed elsewhere  without  permission  from  both  the 
author  and  Connecticut  Medicine.  The  author  is  respon- 
sible for  all  statements  made  in  his  work,  including 
changes  made  by  the  copy  editor. 

Material  printed  in  Connecticut  Medicine  is  covered  by 
copyright.  No  part  of  this  periodical  may  be  reproduced 
without  the  consent  of  Connecticut  Medicine. 

The  Journal  does  not  hold  itself  responsible  for  state- 
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STYLE 

The  first  page  should  list  title,  the  (author  or  authors), 
degrees,  hospital  positions  and  any  institutional  or  other 
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tion.” We  shall  be  glad  to  know  the  name  of  the  sender 
in  every  instance. 
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Reprint  orders  should  be  returned  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
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the  articles  published.  Requests  for  individual  reprints 
should  be  sent  to  the  author. 

Communications  should  be  addressed  to  J.  Alfred  Fabro, 
M.D.,  Editor,  Connecticut  Medicine,  ICO  St.  Ronan  Street, 
New  Haven,  Conn.  06511.  Telephone  (203)  865-0587. 


Index  to  Advertisers 


Burroughs  Wellcome  & Company  — bet  106  & 107 
Beacon  Investing  — — — — — — — — — — — 4 

Cadence  Systems 129 

Classified  Advertising  — — — — — — — — — 138 
Connecticut  Bank  & Trust  Company  — — — IBC 
Dentocain  Company  — — — — — — — — — 138 

Arthur  W.  Eade 135 

Geigy  Pharmaceutical  — — — — — bet  145  & 155 

Geriatric  Pharmaceutical  Corp. 13.3,  137,  144 

Group  Insurers,  Inc.  — — — — — — — — — 138 

Lederle  Laboratories bet  122  & 123 

Eli  Lilly  and  Company  — _____  TC,  8 


Pharmaceutical  Manufacturers  Association 

bet  122  & 123 


Roche  Laboratories 2 & 3,  BC 

Sanibel  Hospital 6 


G.  D.  Searle bet  106  & 107 

Smith,  Kline  & French bet  106  & 107 

Southern  New  England  Telephone  — — — — 7 

Sound  View-Specialized  Care  Center  — — — 137 

Stuart  Pharmaceuticals  — — — — bet  154  & 155 
Division  of  ICI  America  Inc. 

Upjohn  Company  — — — — 131 


ADVERTISING 

All  advertising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  Medical  Journal 
Advertising  Bureau  Inc.  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  received 
and  found  to  comply  with  the  principles  of  advertising  of 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine,  the  Journal  of  the  Connecticut  State  Medical 
Society. 


162 


Connecticut  Medicine,  March,  1973 


Connecticut 


Mecflicin 


Connecticut  State  Medical  Journal 


VOLUME  37,  APRIL  1973,  NUMBER  4 


Boris  M.  Astrachan 

Many  Modest  Goals:  The  Pragmatics  Of  Health  Delivery 

174 

Martin  Duke 

Long  Term  Survival  Following  Myocardial 
Infarction  and  Ventricular  Fibrillation 

180 

Melville  Roberts  and 
Juliet  Vihnskas 

Control  Of  Pain  Associated  With  Malignant 
Disease  By  Freezing:  Cryoleucotomy 

184 

James  P.  Dudley 

The  Cotton  Applicator:  Friend  Or  Foe? 

187 

Sir  William  Osier 

Talk  To  New  Haven  Medical  Association,  1903 

202 

Congressman  Paul  G.  Rogers 

Health  At  The  Crossroads 

208 

Betty  Jane  Anderson,  Esquire 

Unions — The  Legal  Aspects 

212 

In  this  issue 

Program  Of  The  181st  Annual  Meeting 

163 

Table  of  Contents:  page  5 

' "HLTT 1 

(100  units  of  Insulin  per  cc.) 


This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 

U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified,  if 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


NDC  3-Kfr' 

lOcc 

UtTRAp 

ILETIN' 

INSUUN ! 
SUSPENSE 
EXTENDS 
) 00 


ndc  wtf** 
10  cc.  j 

SEMHf 

ILETIN. 

INSUUN- 

SUSPEND 
1 00  UN$ ; 


Sfieey 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
for  Half  a Century 


Additional  information 
available  to  the  profession  on  request. 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


181st  ANNUAL  MEETING 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 


Hartford  Hilton  Hotel 
10  Ford  Street,  Hartford,  Connecticut 

April  24,  25,  26,  1973 


COMMITTEE  ON  PROGRAM  OF  THE  SCIENTIFIC  ASSEMBLY 


Dr.  Levine 


Howard  Levine,  New  Britain,  Chairman 
Malcolm  M.  Ellison,  New  London 
William  F.  Eckhardt,  Jr.,  New  Canaan 
Robert  L.  Harris,  West  Hartford 
Michael  J.  Esposito,  Meriden 


MESSAGE  FROM  THE  PRESIDENT 

As  President,  I urge  all  members  to  participate  in  the  181st  Annual  Meeting  of  The  Connecticut 
State  Medical  Society.  The  House  of  Delegates  will  meet  on  Tuesday,  April  24,  which  will  include  ac- 
tion on  the  reports  of  Officers  and  Chairmen  of  Standing  and  Ad  Hoc  Committees,  resolutions  from 
County  Associations  and  individual  members,  and  election  of  officers  for  the  coming  year.  Members  of 
the  Society,  who  are  not  members  of  the  House  of  Delegates,  are  welcome  to  be  present  at  the  session. 
They  may  attend  the  Reference  Committee  hearings  where  they  will  hear  discussed  matters  of  interest  to 
physicians,  and  where  they  may  freely  express  their  opinions. 

The  Scientific  Sessions  will  be  held  on  Wednesday  and  Thursday,  April  25  and  26,  and  will  be  de- 
voted to  the  general  topic  of  gastroenterology.  The  Program  Committee  has  arranged  an  interesting  se- 
lection of  topics  with  outstanding  speakers.  The  mornings  will  be  devoted  to  Round  Table  Discussions 
of  specific  aspects  of  gastroenterological  subjects.  These  will  precede  the  General  Sessions. 

As  in  the  past,  there  will  be  scientific,  commercial  and  art  exhibits  which  you  may  visit  during  inter- 
missions at  your  liesure. 

Section  Meetings  will  be  held  on  Wednesday  and  Thursday  and  will  offer  programs  of  special  inter- 
est, attendance  at  which  should  be  rewarding.  The  Annual  Dinner  of  the  Society  will  be  held  on  Wed- 
nesday evening,  April  25,  and  will  be  preceded  by  a social  hour.  The  incoming  President  of  the  Society 
will  be  formally  inaugurated  at  the  dinner.  This  is  a social  occasion,  so  come  with  your  wife,  meet  old 
friends  and  meet  new  ones,  and  have  an  enjoyable  evening.  As  is  the  custom,  pins  and  certificates  will  be 
presented  at  the  dinner  to  50  year  members. 

Many  of  us  have  failed  to  take  advantage  of  the  scientific  and  social  opportunities  afforded  at  the 
Annual  Meeting.  I urge  you  to  mend  your  ways  and  hope  to  meet  you  there  this  year. 

David  A.  Grendon 
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GENERAL  INFORMATION  — READ  CAREFULLY 


Registration 

I he  registration  desk  will  be  located  on  the  mezzanine  floor  and  everyone  attending  the  meeting 
is  requested  to  register.  1 here  will  be  no  charge  for  registration  and  all  members  of  the  Society 
will  be  given  a guest  luncheon  ticket  when  and  only  if  they  register. 

Parking 

1 here  are  ample  parking  facilities  at  the  hotel  and  in  the  surrounding  area.  If  you  wish,  you  may 
drive  up  to  the  door  of  the  hotel  and  an  attendant  will  park  your  car  for  you. 

Telephone 

Telephone  messages  will  be  received  at  Hartford  249-561 1. 

Luncheons 

Luncheons  will  be  served  in  the  Cities  Rooms  on  the  Mezzanine,  on  April  25  and  April  26  and  ALI 
MEMBERS  OF  THE  SOCIETY  REGISTERING  WILL  BE  THE  GUEST  OE  THF  SOCIETY 
PLEASE  REMEMBER  A LUNCHEON  TICKET  WILL  BE  GIVEN  TO  MEMBERS  ONLY  IF 
THEY  REGISTER. 

Hotel  Accommodations 

Persons  who  wish  to  remain  overnight  should  make  reservations  not  later  than  two  weeks  prior  to 
opening  date  of  the  meeting.  Reservations  will  be  held  until  6:00  P.M.  on  the  day  of  arrival,  unless 
latei  houi  is  specified.  Please  indicate  in  your  letter  that  you  are  attending  the  Connecticut  State 
Medical  Society  meeting.  Your  letter  should  be  directed  to  the  Front  Office  Manager,  Hartford 
Hilton  Hotel,  10  Ford  Street,  Hartford,  Connecticut. 

Annual  Dinner 

The  Annual  Dinner  will  be  held  at  the  hotel  on  Wednesday,  April  25,  1973.  The  social  hour  will 
be  at  6:15  P.M.  and  the  dinner  at  7:00  P.M.  All  persons  attending  the  dinner  will  be  the  guests 
ol  the  Society  at  (lie  social  hour  which  will  begin  promptly  at  6:15  P.M.  and  end  promptly  at  7:00 
P.M.  Your  reservation  for  dinner  should  be  sent  in  as  soon  as  possible. 

Program 

General  scientific  sessions  will  be  held  on  Wednesday  and  Thursday  in  the  Terrace  Room  and  Sec- 
tion meetings  will  be  held  in  the  rooms  listed  in  the  program.  Round  Table  Discussions  will  again 
be  held  on  Wednesday  and  Thursday  mornings. 

Exhibits 

All  the  exhibits  will  be  located  in  the  ballroom.  Physicians  should  take  advantage  of  the  oppor- 
tunity to  leview  under  one  roof  what  is  new  and  timely  by  visiting  the  commercial  and  education- 
al exhibits. 

Round  Table  Discussions 

Members  of  the  Society  are  invited  and  encouraged  to  participate  in  the  new  learning  technique; 
Round  Table  Discussions,  or  “Learning  Panels”.  Four  of  these  panels  will  be  held  on  Wednesday’ 
April  and  four  on  Thursday,  April  26  The  subject,  time  and  place  for  each  is  published  in 
the  program  that  follows.  The  respective  “Learning  Panels”  will  be  chaired  by  experienced  phy- 
sicians who  will  lead  their  groups,  of  not  more  than  15  participants,  through  in-depth  examina- 
tion of  the  topics  assigned.  Active  participation  in  the  group  discussion  will  be  limited  to  members 
who  have  pre-registered.  Registration  forms  will  be  mailed  to  members  with  the  program  of  the 
meeting.  Members,  who  have  not  pre-registered,  w ill  be  welcome  to  attend  the  panels  as  observers 
only,  within  the  limits  of  available  seating  capacity. 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

T uesday,  April  24 

Terrace  Room  Mezzanine 

Presiding:  Kenneth  F.  Brandon,  Hartford , Speaker  of  the  House 

I imothy  F.  Nolan,  Greenwich,  Vice-Speaker  of  the  House 
7:30  Registration  of  Delegates 

Continental  Breakfast  for  Delegates  and  Official  Guests 
8:30  Call  to  Order 

OPENING  SESSION 
Reference  Committee  Hearings 
1:15  Luncheon— Club  Room— Fourth  Floor 
3:00  Call  to  Order — Terrace  Room 
FINAL  SESSION 
6:30  Adjournment 

Reception  and  Dinner  for  Delegates  and  Official  Guests — Cities  Rooms — Mezzanine 
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SCIENTIFIC  PROGRAMS 


8:30  Registration — Mezzanine 


Wednesday,  April  25 

MORNING  SESSIONS 


ROUND  TABLE  DISCUSSIONS 
8:45-10:00  Fourth  Floor  in  Rooms  Designated 
Nutrition — Room  412 

Group  Leader:  Martin  H.  Floch,  Norwalk,  Connecticut 

Functional  GI  Disease — Room  416 

Group  Leader:  Stewart  P.  Seigle,  Hartford,  Connecticut 

Hepatitis — Viral  and  Drug — Room  420 

Group  Leader:  Robert  L.  Scheig,  New  Haven,  Connecticut 

Alcoholic  Liver  Disease — Room  424 
Group  Leaders: 

Marc  J.  Taylor,  Southbury,  Connecticut 
Milton  H.  Sangree,  Waterbury,  Connecticut 

10:00  Intermission  to  Visit  Exhibits 


10:25 


10:30 


TERRACE  ROOM 

Opening  Remarks 

Howard  Levine,  New  Britian,  Connecticut 

Chairman,  CSMS  Committee  on  Program  of  Scientific  Assembly 
Presiding:  Robert  L.  Scheig,  New  Haven,  Connecticut 

Diagnostic  Procedures  for  Diseases  of  Liver  and  Pancreas 
Frank  L.  Iber,  Boston,  Massachusetts;  Professor  of  Medicine,  Tufts  University  School  of  Med- 
icine; Chief  of  Medicine,  Lemuel  Shattuck  Hospital 


11:10  Bile  Salts  and  the  GI  Tract 

Martin  C.  Carey,  Boston,  Massachusetts;  Research  Associate,  Department  of  Medicine,  Boston 
University  School  of  Medicine 

11:50  Panel  Discussion 

Moderator:  Robert  L.  Scheig 

Panelists:  Frank  L.  Iber,  Martin  C.  Carey 

12:30  Intermission  to  Visit  Exhibits 


1:00  Luncheon — Cities  Rooms 


AFTERNOON  SESSION 
TERRACE  ROOM 

SYMPOSIUM  ON  MULTIDISCIPLINARY  APPROACH  TO  GI  BLEEDING 
Presiding:  Howard  M.  Spiro,  New  Haven,  Connecticut 

2:00  Endoscopy 

Eddy  D.  Palmer,  Long  Valley,  New  Jersey;  Acting  Director,  Division  of  Gastroenterology, 
Rutgers  Medical  School;  Chairman,  Department  of  Medicine,  Morristown  Memorial  Hospital 

2:40  Angiography 

Stanley  Baum,  Boston,  Massachusetts-.  Professor  of  Radiology,  Harvard  Medical  School;  Radio- 
logist, Massachusetts  General  Hospital 

3:20  Panel  Discussion 

Moderator:  Howard  M.  Spiro 

Panelists:  Eddy  D.  Palmer,  Stanley  Baum,  C.  Elton  Cahow,  New  Haven,  Connecticut 
3:30  Intermission  to  Visit  Exhibits 
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Wednesday,  April  25 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

SECTION  ON  ANESTHESIA 
3:50 

Hunt  Memorial  Building 
230  Scarborough  Street,  Hartford 

President:  George  W.  Valentine,  Waterbury 
Secretary:  John  T.  Conroy,  West  Hartford 

THE  SIXTH  RALPH  M.  TOVELL  MEMORIAL  LECTURE 
Metabolism  and  Toxicity  of  Methoxyflurane 
Alastair  J.  Gillies,  Rochester,  New  York;  Professor  and  Chairman,  Department  of  Anesthesi- 
ology, Professor  of  Pharmacology  and  Toxicology,  University  of  Rochester  School  of  Medicine 
and  Dentistry. 


SECTION  ON  DERMATOLOGY 
3:30  Boston-Buffalo  Rooms 

President:  Thomas  P.  Kugelman,  Hartford 
Secretary:  Ronald  C.  Savin,  New  Haven 

New  Approaches  to  the  Chemotherapeutic  Management  of  Benign  and  Malignant  Skin 
Lesions 

Edmund  Klein,  Buffalo,  New  York;  Chief,  Department  of  Dermatology,  Roswell  Park  Memorial 
Institute.  Recipient  of  1972  Albert  Lasker  Memorial  Research  Award  in  Clinical  Cancer  Chem- 
otherapy. 

JOINT  MEETING 

SECTION  ON  FORENSIC  MEDICINE 
President:  Marcus  E.  Cox,  Waterbury 
Secretary:  Joseph  E.  Daly,  Waterbury 

SECTION  ON  PATHOLOGY 
President:  Daniel  W.  Benninghoff,  Greenwich 
Secretary:  Dwight  F.  Miller,  Derby 
3:30  New  York-Washington  Rooms 

The  Physician’s  Relationship  to  the  Law 

Milton  Helpern,  New  York  City;  Chief  Medical  Examiner  of  New  York  City 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 
3:30  Room  436-440 

President:  Philip  C.  Dennen,  Waterbury 
Secretary:  Peter  A.  Goodhue,  Stamford 

Newer  Concepts  in  Ultrasound 

John  C.  Hobbins,  New  Haven,  Connecticut;  Assistant  Professor  of  Obstetrics  and  Gynecology, 
Yale  University  School  of  Medicine 

SECTION  ON  OTOLARYNGOLOGY 
U.S.  Submarine  Base,  Groton 
President:  Frederick  L.  Dey,  New  London 
Secretary:  Ronald  J.  Pimpinella,  Torrington 

1:30  Tour  of  Base  Facilities  by  Commander  Spahr 
3:30  Computer  Average  Evoked  Response  Audiometry 

J.  Donald  Harris,  Ph.D.,  Groton,  Connecticut;  Director  of  Audiology,  U.S.  Submarine  Base 
Dinner  to  follow — Ladies  invited  to  Tour  and  Dinner. 
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Wednesday,  April  25 
SECTION  ON  GASTROENTEROLOGY 
3:30  Room  424 

President:  Martin  H.  Floch,  Norwalk 
Secretary:  Robert  M.  Vogel,  Orange 

Clinical  and  Research  Papers  Presented  by  Yale  Affiliated  Gastroenterology  Program  Fel- 
lows 

JOINT  MEETING 

SECTION  ON  PHYSICAL  MEDICINE 
President:  L.  Ronald  Homza,  Bridgeport 
Secretary:  Karen  Shanazarian,  Waterbury 

SECTION  ON  OCCUPATIONAL  MEDICINE 
President:  George  F.  Martelon,  Bridgeport 
Secretary:  Joseph  J.  Stapor,  Orange 
3:30  Rooms  408-412 

Symposium — Industrial  Injuries,  Prevention,  Treatment,  Compensation 

Moderator:  L.  Ronald  Homza,  Bridgeport 
Panelists — 

George  F.  Martelon,  Bridgeport , Connecticut ; President,  CSMS  Section  on  Occupational  Med- 
icine 

Otto  G.  Goldkamp,  Hanover,  New  Hampshire;  Director  of  Physical  Medicine  and  Rehabilita- 
tion, Mary  Hitchcock  Hospital 

T.  Paul  Tremont,  J.D.,  Past  President,  Connecticut  Trial  Lawyers  Association 

SECTION  ON  PULMONARY  DISEASES 
3:30  Room  404 

President:  Arnold  B.  Rilance,  New  Haven 
Secretary:  Lester  J.  Krasnogor,  Stamford 
Subject  to  be  Announced 

Giles  Filley,  Denver  Colorado;  Professor  of  Medicine,  University  of  Colorado  School  of  Med- 
icine and  the  W ebb-W aring  Institute  of  Medical  Research 

DIABETES  ASSOCIATION  OF  CONNECTICUT 
3:30  Rooms  416-420 

President:  Neil  Auerbach,  Norwalk 
Secretary:  James  C.  Hart,  Hartford 
GI  Manifestations  of  Diabetes 

Leonard  A.  Katz,  Buffalo,  New  York;  Associate  Professor  of  Medicine,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

WOMAN  S AUXILIARY  TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
TWENTY-NINTH  ANNUAL  MEETING 
UNIVERSITY  OF  CONNECTICUT  HEALTH  CENTER 
FARMINGTON,  CONNECTICUT 
President:  Mrs.  Joseph  C.  Czarsty,  Oakville 
Recording  Secretary:  Mrs.  Boris  Rifkin,  Orange 
Corresponding  Secretary:  Mrs.  Herbert  E.  Weisberg,  Waterbury 

10:00  Registration 
10:30  Business  Meeting 

11:45  Guest  Speaker:  Robert  U.  Massey,  Dean,  University  of  Connecticut  School  of  Medicine 

“HEALTH  CENTER  PERSPECTIVES  FOR  1973” 

12:00  Induction  of  Officers  for  1973 
1:00  Luncheon 

2:00  Conducted  Tour  of  the  University  of  Connecticut  Health  Center 
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Wednesday,  April  25 

ANNUAL  DINNER  OF  THE  SOCIETY 

HARTFORD  HILTON  HOTEL 

10  Ford  Street,  Hartford 

Social  Hour  6:15  P.M.  Dinner  7:00  P.M. 

PROGRAM 

Presiding:  David  A.  Grendon,  Sharon 
Presentation  of  Guests  and  Delegates  from  State  Medical  Societies 
Fifty  Year  Membership  Awards 
Charles  Henry  Audet,  Sr.,  Fort 
Lauderdale,  Florida 
Harold  Arthur  Bancroft,  Farmington 
Eugene  Leonard  Bestor,  Southbury 
James  Augustus  Gettings,  New  Haven 
William  Edward  Hill,  Naugatuck 
Hyman  Alexander  Levin,  New  Haven 
Wilbur  John  Moore,  Cheshire 
John  Francis  O’Connell,  Hartford 
Herbert  Charles  Oelschlegel,  Torrington 
Inauguration  of  Incoming  President 
Sidney  Leo  Cramer,  Hartford 
President’s  Address 
Dinner  Music 

THURSDAY,  APRIL  26 

MORNING  SESSIONS 

8:30  Registration — Mezzanine 

ROUND  TABLE  DISCUSSIONS 
8:45-10:00  Fourth  Floor  in  Rooms  Designated 
Hyperalimentation — Room  412 
Group  Leader:  Lawrence  K.  Pickett,  New  Haven,  Connecticut 
Common  Pediatric  GI  Problems — Room  416 

Group  Leader:  Joyce  D.  Gryboski,  New  Haven,  Connecticut 
Problems  of  Portal  Hypertension  For  The  Practicing  Physician— Room  420 
Gioup  Leadei : Woodrow  W.  Lindenmuth,  New  Haven,  Connecticut 

Management  of  Relapsing  Pancreatitis Room  424 

Group  Leader:  James  H.  Foster,  Hartford,  Connecticut 
10:00  Intermission  to  Visit  Exhibits 

TERRACE  ROOM 

Presiding:  Robert  S.  Rosson,  Hartford,  Connecticut 

10:30 


11:10 


11:50 

12:30 

1:00 


INFLAMMATORY  BOWEL  DISEASE 

Medical  Aspects 

Da\id  B.  Sachar,  New  ) ork  City ; Assistant  Professor  of  Medicine,  Mount  Sinai  School  of  Med- 
1 Mount  Sinai  Hos  dal™™^  York;  Assistant  Attending  Physician,  Gastroenterology, 

Radiographic  Aspects 

Dan^l  Maklansky,  New  York  City;  Assistant  Clinical  Professor  of  Radiology,  Mount  Sinai 
Sinai. Hospitlf^  ° ^ ^ Unwersity  °/  New  York;  Assistant  Attending  Radiologist,  Mount 
Surgical  Aspects 

Malcolm  C Veidenheimer,  Boston,  Massachusetts;  Chairman,  Section  of  Colon  and  Rectal  Sur- 
gery,  Lakey  Clime  Foundation;  Clinical  Assistant  in  Surgery , Harvard  Medical  School. 
Intermission  to  Visit  Exhibits 
Luncheon — Cities  Rooms 


Frank  Leonard  Polito,  Torrington 
Bertrand  Fred  Rankin,  Hartford 
W ilfred  John  Thomas  Robinson,  St.  Thomas, 
Virgin  Islands 

Leopold  Albert  St.  John,  Hartford 
Michael  Stephen  Shea,  New  Haven 
Samuel  Joshua  Silverberg,  New  Haven 
Thomas  Joseph  Sullivan,  Boca  Raton,  Florida 
Sterling  Price  Taylor,  North  Haven 
Euen  Van  Kleeck,  West  Hartford 
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Thursday,  April  26 


AFTERNOON  SESSION 
TERRACE  ROOM 

PROGRAM  ARRANGED  WITH  CONNECTICUT  SOCIETY 
OF  AMERICAN  BOARD  SURGEONS 

Presiding:  Robert  J.  Touloukian,  New  Haven , Connecticut 
ISCHEMIC  BOWEL  DISEASE 

2:00  Medical  Aspects 

Howard  M.  Spiro,  New  Haven,  Connecticut;  Professor  of  Medicine,  Yale  University  School  of 
Medicine ; Chief,  Gastroenterology  Section,  Yale-New  Haven  Hospital 

2:20  Radiographic  Aspects 

Solomon  S.  Schwartz,  New  Haven,  Connecticut;  Clinical  Professor  of  Radiology , Yale  Univer- 
sity School  of  Medicine ; ( Attending ) Hospital  of  St.  Raphael 

2:40  Surgical  Aspects 

Arthur  B.  Voorhees,  Jr.,  Neiu  York  City;  Professor  of  Clinical  Surgery,  Columbia  University 
College  of  Physicians  and  Surgeons;  Attending  Surgeon,  Columbia  Presbyterian  Medical  Center 

5:00  Discussion — Questions  and  Answers 

3:30  Intermission  to  Visit  Exhibits 


MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

SECTION  ON  ALLERGY 

2:30  Room  404 

President:  Edward  J.  Conway,  Hartford 
Secretary:  Philip  I.  Weisinger,  New  Haven 

Clinical  Pulmonary  Physiology 

John  B.  Berte,  New  Haven,  Connecticut ; Director  of  Section  of  Chest  Diseases  and  Respiratory 
Therapy,  Hospital  of  St.  Raphael;  Clinical  Assistant  and  Professor  of  Medicine,  Yale  University 
School  of  Medicine 


SECTION  ON  FAMILY  PRACTICE 
3:30  Room  424 

President:  Joseph  C.  Czarsty,  Oakville 
Secretary:  Charles  H.  Audet,  Jr.,  Waterbary 
Drug  Abuse  and  the  Family  Practitioner 

A Discussion  on  New  Trends  Being  Observed  in  Connecticut 

Discussion  Leader:  Francis  P.  A.  Williams,  Bridgeport;  Director  of  Emergency  Room,  Bridge- 
port Hospital 

Panelists:  Members  of  the  CSMS  Committee  on  Drug  Abuse 
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Thursday,  April  26 


SECTION  ON  INTERNAL  MEDICINE 
3:30  Rooms  408-412 

President:  Kenneth  R.  Knox,  Hartford 
Secretary:  James  W.  Innes,  Greenwich 

SYMPOSIUM:  ASYMPTOMATIC  HIGH  BLOOI)  PRESSURE:  THEN  AND  NOW 

Moderator:  Howard  J.  Wetstone,  Hartford,  Connecticut;  Physician-in-Chief,  Ambulatory  Service, 
Hartford  Hospital 

Panelists:  Arnold  Fieldman,  Hartford,  Connecticut;  Director,  Section  on  Cardiology,  Department 
of  Medicine,  Hartford  Hospital 

John  Glasgow,  Ph.D,  Farmington,  Connecticut;  Department  of  Community  Medicine  and 
Health  Care,  University  of  Connecticut  Health  Center 

Patricia  Rielly,  R.N.,  Hartford,  Connecticut;  Director  of  Nursing  Ambulatory  Service,  Hart- 
ford Hospital 

Robert  Silverstf.in,  Hartford,  Connecticut;  Section  on  Cardiology,  St.  Francis  Hospital 

SECTION  ON  NEUROSURGERY 
3:30  Buffalo  Room 

President:  Harry  P.  Engel,  Bridgeport 
Secretary:  Donald  W.  Cooper,  New  London 

Acupuncture  and  Appraisal 

Sung  J.  Liao,  Middlebury,  Connecticut;  Director  of  Physical  Medicine  and  Rehabilitation,  Wa- 
terbury  Hospital;  Associate  Clinical  Professor,  Rehabilitation  Medicine,  Boston  University 
School  of  Medicine 


SECTION  ON  OPHTHALMOLOGY 
3:30  Rooms  436-440 

President:  Daniel  M.  Taylor,  Neio  Britain 
Secretary:  David  W.  Parke,  Meriden 

Retinal  Detachment 

Hal  Mackenzie  Freeman,  Boston,  Massachusetts;  Assistant  Professor  of  Ophthalmology,  Har- 
vard Medical  School 

SECTION  ON  ORTHOPEDICS 
3:30 

Hunt  Memorial  Building 
230  Scarborough  Street,  Hartford 

President:  Henry  F.  Farrell,  Torrington 
Secretary:  Martin  L.  Karno,  New  London 

Rickets  Osteomalacia  and  Renal  Osteodystrophy 

Henry  Mankin,  Boston,  Massachusetts;  Professor  of  Orthopedic  Surgery,  Massachusetts  Gen- 
eral Hospital 

SECTION  ON  PROCTOLOGY 
3:30  New  York  Room 

President:  Bernard  J.  Kaplan,  Hartford 
Secretary:  Sanford  Savin,  Bridgeport 
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Business  Meeting 
Election  of  Officers 
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Thursday,  April  26 


SECTION  ON  RADIOLOGY 
3:30  Washington  Room 

President:  Donald  G.  Russell,  Bristol 
Secretary:  Carl  W.  Scheer,  Meriden 

Business  Meeting 
Election  of  Officers 


SECTION  ON  THORACIC  AND  CARDIOVASCULAR  SURGERY 
3:30  Boston  Room 

President:  Joseph  P.  Shea,  Bridgeport 
Secretary:  Allen  L.  Toole,  New  Haven 

Business  Meeting 


CONNECTICUT  SOCIETY  OF  AMERICAN  BOARD  SURGEONS 

TERRACE  ROOM 

President:  Robert  J.  Williamson,  Bristol 
Secretary:  James  H.  Foster,  Hartford 

Presiding:  Robert  J.  Toulouician,  New  Haven , Connecticut 

2:00  (See  General  Program — Thursday  2:00  P.M.) 

4:00  Practical  Approach  to  Problem  of  Portal  Hypertension 

Arthur  B.  Voorhees,  Jr.,  New  York  City;  Professor  of  Surgery , Columbia  U niversity  College  of 
Physicians  and  Surgeons;  Attending  Surgeon,  Columbia  Presbyterian  Medical  Center 

5:00  Social  Hour 

6:00  Dinner 

Entertainment — Yale  Whiffenpoofs 


CONNECTICUT  MEDICAL  POLITICAL  ACTION  COMMITTEE  (COMPAC) 

3:30  Room  420 

Chairman:  Leonard  Flom,  Fairfield 
Secretary:  Mrs.  William  R.  Richards,  Hamden 

Business  Meeting 
Election  of  Officers 
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TECHNICAL  EXHIBITS 

Aetna  Life  and  Casualty,  Hartford,  Connecticut 
Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Massachusetts 
Ayerst  Laboratories,  New  York,  New  York 
Coca-Cola  Company,  USA 

Connecticut  Bank  and  Trust  Company,  Hartford,  Connecticut 

Arthur  W.  Eade  Insurance,  New  Haven,  Connecticut 

The  Emko  Company,  St.  Louis,  Missouri 

Encyclopaedia  Britannica,  Chicago,  Illinois 

Group  Insurers,  New  Haven,  Connecticut 

Hospital  Book  Service,  Inc.,  Alexandria,  Virginia 

Eli  Lilly  & Company,  Indianapolis,  Indiana 

Nationwide  Pension  Planning,  Inc.,  New  York,  New  York 

New  England  Medical  Laboratories,  Inc.,  Franklin,  Massachusetts 

Parke,  Davis  & Company,  Detroit,  Michigan 

Respiratory  Service  Corporation,  Darien,  Connecticut 

Roerig  Div-Pfizer,  Clifton,  New  Jersey 

Southern  New  England  Telephone  Co.,  New  Haven,  Connecticut 
D.  G.  Stoughton  Company,  Hartford,  Connecticut 

EDUCATIONAL  EXHIBITS 

Acupuncture  as  a Physical  Modality 

Connecticut  Society  of  Physical  Medicine 

Section  on  Physical  Medicine,  Connecticut  State  Medical  Society 
Demonstration  of  Program  of  Research,  Education  and  Service  in  Digestive  Diseases 
Connecticut  Digestive  Disease  Society,  Inc. 

A Prototype  Acute  Stroke  Care  Unit 

Veterans  Administration  Hospital,  West  Haven,  Connecticut 
Prevention  of  Blindness  in  Action 

Connecticut  Society  for  the  Prevention  of  Blindness 
Section  on  Ophthalmology,  Connecticut  State  Medical  Society 
Nutrition  for  your  Patients 

Connecticut  Dairy  and  Food  Council 
AMA-Educational  and  Research  Foundation  Exhibit 

Woman’s  Auxiliary  to  the  Connecticut  State  Medical  Society 
COMPAC  Educational  Exhibit 
Connecticut  Tumor  Registry 

Connecticut  State  Department  of  Health 
Diabetes  Association  of  Connecticut 

ART  EXHIBIT 

Connecticut  Physicians’  Art  Association 
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Artists — Attention! 


GENERAL  INFORMATION:  The  Connecticut 
Physicians’  Art  Association  is  planning  the  1973  Art 
Exhibit  in  conjunction  with  the  annual  meeting 
of  the  Connecticut  State  Medical  Society.  The  fol- 
lowing is  submitted  for  guidance  to  are  hobbyists. 

WHERE:  Hartford  Hilton  Hotel,  Hartford,  Connecticut 
WHEN:  April  24,  25,  26,  1973 

ELIGIBILITY:  Physicians  (members  of  the  Con- 
necticut State  Medical  Society)  and  their  families 
are  cordially  invited  to  join  this  group  of  art 
hobbyists.  (In  the  case  of  children  and  other 
members  of  a physician’s  family,  kindly  indicate 
relationship  to  sponsor.)  All  previous  exhibitors 
are  invited  to  show  their  works  at  this  meeting, 
and  new  exhibitors  are  welcomed.  Works  eligible 
will  include  oil,  water  colors,  tempora,  black  and 
white  etchings,  photography,  pastels,  collages, 
mixed  media  and  sculpture.  Paintings  over  24  X 
30  will  be  hung  only  at  the  discretion  of  the  art 
committee  depending  upon  available  space. 

JUDGING:  Art  works  will  be  judged  in  four  cate- 
gories: 1.  Children  under  16  years  (children  over 
16  will  be  judged  with  adults);  2.  beginners;  3. 
intermediates;  4.  professionals.  Pictures  should 
be  framed  and  wired  for  hanging.  The  exhibit 
will  be  judged  by  professional  artists. 

COST:  A hanging  fee  of  two  dollars  ($2.00)  will  be 
charged  for  each  entry  and  fifty  cents  (50^)  for 
children  under  16  years  with  two  entries  per 
artist.  (Space  requirements  have  caused  our  limit- 
ing the  entries  to  two  this  year,  as  just  noted.) 

HOW  TO  APPLY:  Entry  blanks  will  be  mailed  to 
former  exhibitors  and  also  may  be  obtained  by 
writing  to  the  addresses  of  the  committee  listed 
below.  One-half  of  the  entry  blank  should  be 
submitted  to  me  at  the  below  address  with  your 
check  prior  to  April  14,  1973.  The  other  half 
should  be  attached  to  the  picture.  Make  checks 
payable  to  the  Connecticut  Physicians’  Art  Asso- 
ciation. Please  fill  in  entry  blanks  completely  so 
that  the  entry  can  be  categorized  early  in  the 
above  noted  four  categories. 


SUBMITTING:  Art  Works  must  be  submitted  to 
a representative  of  the  Art  Association  in  the 
lobby  of  the  Hartford  Hilton  Hotel  on  Sunday, 
April  22,  1973  between  the  hours  of  12  and  3 
P.M.  Parking  temporarily  near  the  side  entrance 
is  possible  for  the  few  minutes  involved  in  drop- 
ping off  these  art  works.  It  may  be  possible  to  aid 
exhibitors  with  transportation  of  art  works  by 
contacting  members  of  the  committee  noted  be- 
low. These  art  works  must  be  picked  up  on 
Thursday,  April  26,  1973  between  12  and  4 P.M. 
Members  of  the  art  committee  or  their  repre- 
sentatives will  be  in  attendance  at  the  display 
throughout  the  exhibit  at  the  state  meeting.  The 
Connecticut  State  Medical  Society,  the  hotel  (nor 
the  Art  Association)  can  assume  no  responsibility 
for  loss  or  damage  of  any  cause  to  art  works. 

Under  no  condition  can  art  work  be  accepted 
after  April  14th. 

If  further  information  is  needed,  the  following 
persons  may  be  contacted: 

Eugene  R.  Rightmyer,  M.D.,  President,  1 14  Sher- 
man Avenue,  New  Haven;  Mrs.  Orvan  Hess,  Vice 
President,  29  Old  Orchard  Road,  North  Haven; 
Mrs.  Albin  Anderson,  Chairman,  Woman’s  Auxil- 
iary, 17  Drury  Lane,  West  Hartford;  Mrs.  Lowell 
Olson,  Co-Chairman,  Woman’s  Auxiliary,  85  River 
Road,  North  Haven;  Mrs.  John  D.  Murphy,  8 E. 
Normandy  Drive,  West  Hartford;  Mrs.  John 
Shoukimas,  26  Pheasant  Hill  Drive,  West  Hartford; 
Edward  Williams,  M.D.,  580  Hillside  Avenue, 
Naugatuck;  Herman  Austrian,  M.D.,  935  White 
Plains  Roacl,  Trumbull;  Kurt  Oster,  M.D.,  88  La- 
fayette Boulevard,  Bridgeport;  Stewart  J.  Petrie, 
M.D.,  56  Minerva  Street,  Derby;  Mrs.  Mark  Hayes, 
163  Ridgewood  Avenue,  North  Haven;  Mrs.  Sidney 
Hurwitz,  35  Williamsburg  Drive,  Woodridge;  Mrs. 
Alexander  vonGraevenitz,  2064  Chapel  Street,  New 
Haven;  Mrs.  Allen  Silberstein,  51  Prospect  Street, 
Portland;  Mrs.  R.  Gilman,  3 Willowbrook  Road, 
Storrs,  Mrs.  Robert  Bowen,  High  Street,  Coventry; 
Mrs.  Lawrence  Kolesko,  1022  Bunker  Hill  Avenue, 
Waterbury. 

Eugene  R.  Rightmyer,  M.D.,  President 
Mrs.  Orvan  W.  Hess,  Vice  President 
Connecticut  Physicians’  Art  Association 
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Many  Modest  Goals: 

The  Pragmatics  Of  Health  Delivery 

Boris  M.  Astrachan,  M.D. 


Health  institutions  provide  varied  services  to  the 
communities  in  which  they  are  located.  Clinical 
care,  research  and  professional  training  are  all 
well  accepted  institutional  tasks.  During  the  late 
50’s  and  60's,  political  and  economic  considerations 
began  to  push  mental  health  institutions  into  de- 
veloping relationships  to  the  communities  in  which 
they  functioned.  New  tasks  such  as  providing  mean- 
ingful employment  opportunities  to  community 
residents,  developing  educational  programs  for  em- 
ployees, developing  and  modifying  systems  of  care, 
and  providing  indirect  services  (education,  consulta- 
tion, assistance  to  patients  in  negotiating  the  com- 
plex social  welfare  system,  etc.)  competed  for  re- 
sources with  those  established  institutional  tasks. 
These  new  activities  have  been  little  understood 
and  their  value  to  patients  and  institutions  has 
tended  to  be  ignored.  As  the  nation  increasingly 
focuses  on  financing  plans  for  health  care,  our  ex- 
perience with  much  that  has  been  painfully  learned 
from  community  mental  health  centers  is  being 
ignored.  Pre-occupation  with  cost  and  direct  service 
may  lead  to  dehumanizing  and  demoralizing  “care.” 
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One  late  evening  during  the  New  Haven  riots  in 
the  summer  of  1967,*  I sat  in  a neighborhood  bar 
with  several  staff  members  of  the  Connecticut  Men- 
tal Health  Center  and  some  community  leaders.  I 
then  began  what  has  been,  for  me,  a sometimes 
painful  but  always  thought-provoking  introduction 
to  the  economics  and  politics  of  health  care.  As 
a psychiatrist  I had  learned  about  sex,  its  permuta- 
tions and  its  many  influences  on  behavior.  I had 
become  increasingly  aware  of  the  interaction  of 
racial,  religious  and  other  types  of  groupings  and 

1)R.  BORIS  M.  AST  RACHAN,  Professor  of  Clinical  Psy- 
chiatry, Yale  University  School  of  Medicine;  Director,  Con- 
necticut Mental  Health  Center,  New  Haven,  Conn. 


the  ways  in  which  these  factors  were  related  to 
access  to  power  and  influence.  I had  begun  to  ex- 
plore the  ways  in  which  power  relationships  affected 
individuals  and  groups,  but  political  economics, 
the  ways  in  which  resources  are  allocated  and 
utilized  and  the  processes  involved  in  making  such 
decisions  was  an  area  almost  completely  neglected 
in  my  education. 

On  that  evening  in  1967  some  of  my  colleagues 
seemed  to  act  as  though  the  riots  were  an  opportun- 
ity for  them  to  lead  our  Center  and  school  into 
making  “relevant  changes,”  almost  as  if  they  had 
some  part  ownership  of  the  disturbances.  Change 
oriented  strategies  were  influenced  not  only  by 
public  need  and  rational  planning  to  meet  needs, 
but  even  more  dramatically,  by  opportunity  and  a 
multiplicity  of  pragmatic  considerations  such  as 
money,  the  degree  to  which  institutions  could  be 
influenced,  and  shifting  power  alliances. 

Now,  over  five  years  later,  I should  like  to  share 
with  you  some  of  my  thoughts  and  experiences  in 
regard  to  the  influence  of  politics  and  economics 
on  the  organization  and  delivery  of  mental  health 
services  and  to  draw  up  this  background  to  make 
some  comments  on  the  current  politics  of  health 
care  and  service  delivery. 

1 offer  no  solutions;  no  cures  for  individuals 
or  for  institutions.  I have  made  some  observations 
about  the  mental  health  center’s  movement  that 
have  had  pragmatic  value  to  me  as  Director  of  the 
Connecticut  Mental  Health  Center  and  that  I be- 
lieve may  be  of  value  to  those  interested  in  evolv- 
ing new  health  care  systems. 

The  development  of  the  Connecticut  Mental 
Heatlh  Center,  its  interaction  with  its  environment 
and  consequent  continual  struggle  to  change  can 
be  viewed  as  a microcosm  of  the  national  efforts  to 

* For  material  on  the  causes  and  course  of  the  riot  pre- 
sented from  several  perspectives  see;  Green  and  Cheney  (1); 
Powledge  (2);  and  the  Report  of  the  National  Advisory 
Commission  on  Civil  Disorders  (3). 

This  paper  was  delivered  as  the  16th  Annual  Bertram  H. 
Roberts  Memorial  Lecture,  Yale  University  School  of  Med- 
icine; May  16,  1972. 
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respond  to  reallocations  of  power  and  redefinition 
of  priorities  in  the  late  60's  and  into  the  70's. 

The  late  60’s  were  marked  by  attempts  of  new 
groups  in  our  basically  pluralistic  social  structure(4) 
demanding  a redistribution  of  power  and  a rebal- 
ancing of  previously  stabilized  economic  and  po- 
litical relationships  and  by  the  many  and  varied 
responses  of  already  enfranchised  groups  to  these 
attempted  changes. 

As  a part  of  this  process,  new  priorities  were 
established  nationally  for  the  delivery  of  psychiatric 
services.  Attempts  to  establish  priorities  in  the 
absence  of  clear,  generally  agreed  upon  goals,  in 
service  industries  which  rely  upon  primitive  tech- 
nologies and  lack  effective  techniques  of  evalua- 
tion must  inevitably  lead  to  more  rhetoric  than 
reason,  particularly  if  large  amounts  of  money  ac- 
company the  unclear  priorities. 

Within  any  large  organizational  system,  we  know 
that  a number  of  different  tasks  will  be  addressed. 
These  tasks  may  be  congruent  with  one  another  or 
may  seriously  interfere  with  each  other.  For  ex- 
ample, the  community  mental  health  center’s  serv- 
ice system  was  funded  and  organized  for  treating 
the  mentally  distressed  and  ill  in  their  own  com- 
munities. The  basic  services  defined  under  the  Com- 
munity Mental  Health  Center  Act  have  little  to  do 
with  “mental  health.’’  They  primarily  provide  for 
service  to  defined  patients.  Four  of  the  five  basic 
services  required  by  the  Act  were  clearly  clinical 
(emergency  services,  inpatient,  outpatient  and  par- 
tial hospitalization).  The  fifth  basic  service,  con- 
sultation and  education,  could  easily  be  interpreted 
to  mean  case  consultation. (5) 

In  doing  the  work  of  treatment,  other  tasks  are 
accomplished.  Family  units  may  be  directly  in- 
volved in  the  treatment  process.  The  service  orga- 
nization develops  relationships  to  a variety  of  com- 
munities, and  in  that  process  influences  the  well- 
being of  communities  as  well  as  clients.  The  institu- 
tion must  attend  to  issues  of  recruitment  and  train- 
ing new  professionals,  traditional  professional 
groups  and  other  employees.  It  must  relate  to  other 
groups  providing  care  not  just  in  the  health  re- 
lated areas,  but  in  the  social  welfare  sector;  it  must 
try  to  develop  standards  of  quality  and  ways  of 
evaluating  its  services.  All  of  these  tasks  compete 
for  resources  with  the  service  task,  but  may  be  es- 
sential to  its  provision.  At  times  some  of  these  tasks 
may  seriously  compete  for  limited  resources  with 
other  tasks  and  even  inhibit  primary  task  accom- 
plishment.(6, 7) 

The  Connecticut  Mental  Health  Center  was  ini- 


tially plannned  in  the  late  1950’s  as  a university 
psychiatric  hospital,  a research  and  training  center. 
Service  tasks  in  such  a setting  were  seen  as  second- 
ary to  research  and  training  goals.  But  while  the 
Center  was  being  built,  a host  of  new  developments 
intervened  and  modified  its  tasks. 

In  1963  President  Kennedy  and  the  Congress 
mandated  via  the  Community  Mental  Health  Cen- 
ters' Act  the  first  dramatic  attempt  to  change  the 
manner  in  which  services  wotdd  be  delivered.  Be- 
tween 300  and  600  centers  were  anticipated  by 
1970,  and  2,000  centers  by  1980.(8)  Although  the 
federal  guidelines  spelled  out  service  (treatment) 
elements,  relationships  between  those  organizations 
already  charged  with  responsibility  for  service  and 
the  new  Community  Mental  Health  Centers  were 
not  defined.  Services  were  to  be  organized  within 
catchmented  areas  and  delivered  to  defined  popula- 
tion groups.  Some  individuals,  including  several 
who  helped  to  frame  the  new  legislation,  saw  the 
new  system  as  a means  of  constricting  the  state 
hospital  system  and  developing  programs  related  to 
communities  for  early  intervention,  community 
consultation  and  outpatient  care.  Thus  old  strate- 
gies and  techniques  had  been  identified— but  not 
evaluated— as  archaic  and  needing  replacement  by 
new  untested  systems. 

During  this  same  period  of  time  various  states, 
including  Connecticut,  were  developing  state  plans 
for  mental  health  services.  The  Connecticut  State 
plan  accepted  the  principle  of  catchmenting.  With- 
in the  medical  school  several  psychiatric  faculty 
members  had  long  advocated  a university  service 
which  would  provide  saturated  service  to  a de- 
limited catchment  area.  The  coming  together  of 
federal  monies,  state  planning  and  university  pres- 
tige eventuated  in  the  development  of  a catch- 
mented service,  our  Hill-West  Haven  Division.  As 
university  faculty  members,  we  made  attempts  to 
rationalize  this  (at  that  time)  quite  remarkable 
commitment  to  direct  service  by  identifying  our 
service  elements  as  involved  in  “model  making.” 
We  had  ignored  the  fact  that  the  construction  of 
models  had  moved  from  the  model  airplane  stage 
tested  in  a wind  tunnel  to  the  development  of  new 
multi-million  dollar  flying  prototypes  which  change 
the  industry  building  the  model.  We  believed  we 
could  build  an  SST  with  plastics  and  airplane  glue, 
and  were  surprised  when  our  model  kept  changing 
us. 

In  1964  the  federal  government  also  entered  the 
direct  medical  service  arena  by  establishing  neigh- 
borhood health  centers. (9)  In  New  Haven  funds 
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were  made  available  for  children’s  services  at  the 
Hill  Health  Center  which  opened  for  service  in 
December  1968.(10)  These  funding  sources  not  only 
attempted  to  address  needed  changes  in  the  medical 
care  system,  but  also  significantly  to  involve  local 
citizens  in  developing  and  controlling  services  in 
their  community. 

During  this  same  period  New  Haven  was  active- 
ly engaged  in  “urban  renewal”  and  “human  re- 
newal. ”(2)  The  development  of  Community  Pro- 
gress Incorporated  and  the  growth  of  active  com- 
munity groups  brought  into  interaction  multiple 
political  systems  and  stimulated  the  development 
of  new  and  often  shifting  political  coalitions. 

Thus,  before  the  Center  was  opened,  its  initial 
goals  of  research  and  training  were  expanded  to 
include  major  service  responsibility,  community  in- 
volvement, and  interaction  with  a complex  and 
evolving  political  system.  The  Center  has  ever  since 
been  painfully  restructuring  itself  to  reflect  its 
awareness  of  these  dimensions. 

When  goal  and  funding  seem  relatively  “clean” 
as  in  categorical  programs,  specific  work  tasks  may 
be  more  easily  defined  and  accomplished,  but 
options  for  innovation  are  diminished.  When  goals 
are  unclear  or  priorities  related  to  goals  are  in  flux, 
issues  of  institutional  control  become  prominent. 
An  issue  which  has  great  influence  on  the  func- 
tioning of  health,  mental  health  and  other  institu- 
tions is,  “who  controls”  or  as  Dahl  has  queried, 
“who  governs. ?”( 11) 

In  our  pluralistic  society,  balances  of  power  are 
continually  being  negotiated  and  renegotiated.  Al- 
though institutional  control  may  be  vested  in  one 
system  (e.g.  state  government,  university,  etc.),  in- 
stitutions or  their  sponsors  must  engage  in  contin- 
ual political  negotiations  in  order  to  survive.  Men- 
tal health  centers  have  been  obviously  involved  in 
such  struggles.  Their  ambitious  and  ambiguous  goal 
of  reaching  the  unreachable,  the  poor,  the  deprived, 
involves  them  in  the  turmoil  of  our  times  because 
it  has  been  the  “unreachable,”  the  poor,  the  de- 
prived who  have  been  claiming  greater  weight. 
Thus  attempts  to  reach  a new  equilibrium  in  the 
nation  were  played  out  in  centers  throughout  the 
country. 

Who  controls  and  who  influences  has  great  bear- 
ing on  programming  and  allocation  of  resources. 
Although  both  state  and  federal  priorities  stress 
patient  care,  that  care  may  be  delivered  to  a diver- 
sity of  patient  groupings.  Do  we  develop  programs 
for  continued  supportive  and  rehabilitative  care  of 
those  who  have  needed  hospitalization,  or  do  we 


put  more  resources  into  early  case  finding  and  work 
with  groups  at  risk?  Do  we  run  therapeutic  com- 
munities which  see  limited  numbers  of  patients  in- 
tensively or  do  we  see  larger  numbers  of  patients 
around  crisis?  Do  we  work  with  alcoholics  or  acute 
schizophrenics?  Do  we  program  for  specific  racial 
or  ethnic  groups?  Do  we  work  with  patients  in 
groups,  individually,  in  families?  To  what  extent 
do  we  develop  programs  related  to  internal  orga- 
nizational needs  such  as  a burgeoning  interest  by 
faculty  in  a new  treatment  modality. 

Interactions  around  programs  involve  not  only 
complex  priority  decisions,  but  also,  increasingly, 
are  related  to  evaluative  research  and  gradually 
changing  technologies.  Techniques  in  this  area  of 
research  remain  relatively  primitive,  but  because  of 
evident  need  to  allocate  resources  wisely  we  are 
witness  to  the  beginning  development  of  what  must 
become  a critical  area  of  applied  research. (12-15) 

Most  importantly,  control  is  related  to  jobs:  who 
gets  hired  and  what  training  is  available.  This  area 
is  among  the  most  complex  confronting  the  admin- 
istrator of  any  health  organization.  Health  related 
institutions  have  lone  served  the  communities  in 

O 

which  they  were  located  by  providing  jobs  and 
some  opportunity  for  upward  mobility.  Such  posi- 
tions were  often  not  terribly  well  paid,  but  did 
provide  some  measure  of  status  and  security. 

Currently,  the  increasing  profressionalization  of 
health  related  services  has  led  to  closing  out  im- 
portant opportunities  for  employment  and  ad- 
vancement at  exactly  that  time  when  new  com- 
mitments are  being  made  to  provide  care  to  the 
disadvantaged  and  when  new  jobs  are  urgently  re- 
quired.(16, 17)  Entry  level  positions  for  aides  in- 
creasingly require  high  school  diplomas.  College 
credits  are  more  and  more  often  required  for  any 
upgrading. 

Programs  in  which  service  settings  collaborate 
with  community  colleges  and  other  educational  in- 
stitutions in  order  to  develop  adequate  training 
programs  for  health  care  tasks  are  clearly  needed. 
When  planning  for  such  programs  is  left  to  hos- 
pitals or  mental  health  centers  or  service  agencies, 
employees  tend  to  be  trained  for  various  specialized 
activities  (e.g.  mental  health  worker,  X-ray  tech- 
nician, surgical  assistant,  etc.)  providing  only 
limited  career  mobility.  Thus,  lateral  mobility  has 
been  difficult  to  achieve  and  vertical  movement 
from  allied  health  positions  to  professional  status 
is  almost  impossible  to  accomplish. 

Community  members  seeking  employment  may 
lie  at  some  disadvantage  in  competing  for  entry 
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level  jobs  in  university-affiliated  programs  because 
they  vie  for  employment  with  more  advantaged  in- 
dividuals who  may  be  taking  a year  or  two  hiatus 
from  college,  or  who  may  be  more  adept  at  working 
the  system  for  individual  benefit. 

We  in  the  Center  downgraded  a number  of  psy- 
chiatric aide  positions  in  order  to  be  able  to  em- 
ploy individuals  with  fewer  entry  credentials,  but 
greater  experience  in  the  communities  served.  We 
later  encountered  some  difficulty  in  upgrading  these 
same  employees  when  they  were  qualified  for 
significantly  increased  responsibility.  These  job 
issues  and  resulting  employee  dissatisfaction  fre- 
quently have  been  externalized,  resulting  in  signifi- 
cant community  group  and  health  institution  dis- 
affection and  even  confrontation.  In  discussions 
about  major  confrontations  between  community 
groups  and  center  administrators  in  a number  of 
mental  health  centers,  I have  been  impressed  that 
major  issues  have  most  often  involved  limited  job 
opportunities  and  dissatisfaction  among  center  em- 
ployees. 

Our  Center  has  consciously  sought  to  recruit  em- 
ployees from  minority  groups.  Dr.  Redlich(18) 
many  years  ago  wrote  of  the  need  for  psychothera- 
pists and  obviously,  others  who  give  care  to  under- 
stand the  background  and  values  of  those  in  treat- 
ment. Civil  service  specifications  on  occasion  inhibit 
such  efforts,  as  at  times  do  professional  licensure 
requirements  in  Connecticut.  We  have  won  minor 
skirmishes  in  this  area,  but  more  needs  to  be  done. 
We  have  been  able  to  negotiate  agreements  with 
community  boards  in  the  Hill  neighborhood  and 
West  Haven  to  pass  on  the  acceptability  of  candi- 
dates for  staff  positions  to  work  in  those  com- 
munities^ 19)  Perhaps  even  more  importantly,  we 
have  sought  to  recruit  professionals  from  minority 
groups.  We  see  employment  of  only  relatively  low 
level  minority  employees  and  continuing  institu- 
tional control  by  traditional  establishment  members 
as  institutional  deceit.  We  have  made  a limited 
beginning. 

When  the  Center  first  opened,  it  was  organized 
as  if  it  were  a speciality  hospital  and  could  re- 
ceive defined  patients  into  a number  of  reasonably 
good  clinical  programs.  A patient  with  an  advocate 
(as,  for  example,  a referring  physician,  a political 
figure,  or  a community  leader)  might  negotiate  en- 
try by  exerting  pressure  at  one  of  14  entry  points. 
The  Emergency  Room  and  the  front  door  of  the 
Connecticut  Mental  Health  Center  were  without 
advocates,  and  patients  presenting  to  these  two 
most  active  “doors”  into  our  Center  had  the  most 


difficulty  in  securing  admission.  Changing  our  struc- 
ture to  meet  people  when  they  wanted  assistance 
dramatically  changed  the  nature  of  the  Center.  Our 
admissions  rose  by  50%;  the  social  class  of  our 
clients  dropped  by  as  much. 

When  the  Center  first  opened  we  expected  that 
our  admissions  would  run  about  1200  a year.  There 
were  1600  admissions  in  the  first  year,  2400  the 
second  and  2400  the  third.  In  those  years  intake 
began  to  close  down  in  January  and  waiting  lists 
grew.  Staff  felt  overworked  and  oppressed.  Meetings 
of  the  clinical  chiefs  were  characterized  by  angry 
dispute,  by  demands  that  Center  leadership  either 
obtain  richer  staffing  or  grant  permission  to  close 
our  doors.  We  got  neither  the  permission  or  the 
staff  and  painfully  came  to  the  conclusion  that  we 
would  have  to  reestablish  our  priorities  and  real- 
locate our  resources. 

I was  referred  to  as  a “heartless  computer”(20) 
for  insisting  that  the  Day  Hospital  which  had 
served  about  100  patients  a year  could  be  closed; 
staff  reassigned;  half  to  an  acute  brief  treatment 
service  and  half  to  a continuing  care  service.  We 
coidd  then  manage  our  front  door  (3700  patients 
seen  that  year,  no  waiting  list),  and  also  provide 
care  for  many  more  patients  with  needs  similar  to 
our  Day  Hospital  patients. 

By  manifesting  our  willingness  to  work  with 
patients  in  some  crisis,  we  committed  ourselves  to 
developing  a system  which  could  provide  episodic 
care  for  many.  We  implicitly  recognized  that  re- 
sources needed  to  be  found  for  programs  of  ongo- 
ing supportive  and  rehabilitative  care  for  many 
chronic  patients.  Our  relationship  to  our  neighbor- 
ing state  hospital  needed  strengthening  in  order  to 
begin  to  provide  continuity  of  care.  Our  relation- 
ships to  planning  agencies  in  the  area  are  becom- 
ing increasingly  important.  In  all  of  this  work  we 
began  to  appreciate  the  model  of  integrated  service, 
continuity  of  care  and  worked  out  relationships  to 
community  and  other  health  facilities  set  by  the 
Hill-West  Haven  Divisional)  The  “model  air- 
plane” was  changing  the  whole  system. 

The  federal  government  continued  its  attempts 
to  influence  health  delivery.  New  monies  were 
made  available  for  addiction  programs  and  the  Cen- 
ter developed  an  extensive  program(22,23)  in  col- 
laboration with  community-based  groups.  State  and 
University. 

Our  initial  use  of  clinicians  as  consultants,  edu- 
cators, and  change  agents  was,  at  best,  of  limited 
success.  Our  ability  to  have  such  priorities  legiti- 
mized within  the  State  when  service  progr  ams  were 
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so  limited  were  constantly  frustrated.  By  insisting 
that  such  consultative  and  educative  work  is  as 
significant  as  our  reparative  work  and  by  looking 
for  professionals  with  such  expertise,*  we  have  been 
able  to  extend  these  activities  and  to  develop  new 
funding  sources. 

As  a referral  agency,  we  would  only  see  those  pa- 
tients brought  to  us,  or  even  better,  those  who 
voluntarily  came.  Not  a very  useful  model  when 
a disturbed  mother  is  threatening  to  murder  her 
children,  when  protective  services  describes  her  as 
frightening,  when  the  welfare  worker  in  panic 
notes  that  the  mother  is  barricading  her  home,  and 
when  all  of  these  agencies  say  to  us— “Help.”  Fol- 
lowing a community  psychiatric  model, (25, 26)  in 
conjunction  with  courts,  police,  agencies,  we  went 
into  the  home. 

Such  work  has  obvious  implications  for  our  tradi- 
tional training  programs.  As  we  move  to  training 
clinicians  in  clinical  work  in  community  settings, 
we  require  our  trainees  to  be  involved  with,  and 
concerned  about  many  who  might  otherwise  be 
stereotyped  as  “those  people.”  I continue  to  hear 
“those”  words  describing  the  disorganized,  disad- 
vantaged and  at  times  frightening  problem  patients 
we  now  see. 

Community  groups  want  job  opportunities,  but 
they  also  want  excellent  service  and  are  committed 
to  standards  of  excellence  from  professional  and 
service  staff.  Within  the  Center  professionals  do 
not  abrogate  their  responsibility  for  developing  and 
providing  excellent  care. 

The  Department  of  Psychiatry  has  modified  its 
residency  training  program  and  now  requires  six 
months  training  in  inpatient  psychiatry,  in  out- 
patient psychiatry  and  in  clinical-community  psy- 
chiatry. The  clinical-community  psychiatry  module 
was  primarily  planned  by  Center  staff  and  is 
oriented  to  providing  trainees  with  beginning  ex- 
periences in  community  psychiatry  within  service 
settings. 

Our  capacity  for  research  is,  if  anything,  en- 
hanced. Our  administrative  needs  for  ongoing 
monitoring  of  programs  make  possible  complex 
evaluative,  epidemiological  and  ecological  studies. 

Greater  access  to  service  and  better  care  for  the 
disadvantaged,  greater  access  to  jobs  for  the  dis- 

*  Our  Training  and  Consultation  Division  has  an  inter- 
disciplinary staff  with  professionals  with  a variety  of  educa- 
tional backgrounds  (group  dynamics,  social  psychology, 
political  science,  child  education,  urban  studies,  etc.),  working 
closely  with  clinicians  and  new  professional  community 
workers.  (24). 


advantaged,  job  mobility  for  employees,  recruit- 
ment of  minority  group  professionals,  self-examina- 
tion, development  of  community  consultation  pro- 
grams, interaction  with  and  responsibility  to  com- 
munity groups,  training  and  research  in  the  con- 
text of  these  areas— many  modest  goals. 

Etzioni(27)  has  written  that  democracy  depends 
on  the  balance  between  autonomous  sub-societies 
(and  their  organizational  expressions)  and  the  so- 
ciety (and  its  political  organization).  If  sub-societies 
are  more  powerful  than  the  society’s  political  orga- 
nization, anarchy,  tribalism  or  feudalism  will  occur. 
If  the  society’s  political  organization  is  sufficiently 
powerful  to  neutralize  or  narrow  sharply  the  par- 
tisan expressions,  totalitarianism  will  occur. 

The  continual  negotiation  is  demanding,  the 
shifting  priorities  can  be  wearing;  but  maintaining 
a democracy  demands  a willingness  to  accomplish 
this  work  in  a host  of  institutions. 

As  the  federal  government  moves  into  the  area 
of  health  care,  it  seems  at  times  as  if  lessons  so 
painfully  (although  only  partially)  learned  in  one 
area  (old)  are  ignored  in  the  new. 

Goals  remain  unclear,  are  we  seeking  to  enhance 
accessibility  of  care  or  quality  of  care;  to  prevent 
illness  or  reduce  treatment  costs?  The  rhetoric  of 
“health  care”  muddies  our  perception.  Many  ap- 
parently believe  that  the  primary  crisis  is  not  in  the 
accessibility  or  adequacy  of  service  but  in  cost. 
Gosts  to  patients  and  cost  to  the  nation  have  ap- 
parently reached  intolerable  levels  and  motivate 
attempts  at  change.(28,29) 

It  is  not  clear  that  there  are  concommitant 
widespread  desires  to  change  delivery  systems.  It 
is  unclear  that,  for  example,  there  is  any  citizen- 
based  wish  to  give  up  a direct  relationship  to  a 
physician  or  even  relationships  to  many  “specialist” 
physicians. 

Direct  care  systems  will  inevitably  change.(30) 
Too  many  forces  have  been  set  in  motion  for  it 
to  be  otherwise.  But,  how  will  cost  affect  such 
change?  The  need  for  increased  services  in  eco- 
nomically deprived  areas  is  clearly  greater  than  the 
need  for  services  to  healthier,  better  educated  pop- 
ulations. Will  our  cost  consciousness  continue  our 
pattern  of  depriving  the  deprived?  Will  we  change 
the  sterile  clinic  with  long  waiting  lines  for  an- 
other sterile  service,  staffed  with  faceless  clinicians? 

And  what  about  the  influence  of  cost  on  indirect 
care,  education,  consultation,  work  with  high  risk 
groups?  Assumptions  are  made  that  such  work  will 
be  supported  because  prevention  of  illness  and 
early  diagnosis  is  cheaper  than  late  intervention. 
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If  our  experience  in  psychiatry  is  applicable,  this 
probably  is  not  so  for  chronic  conditions.  We  do 
know  that  our  services  have,  at  least  initially,  in- 
creased utilization  and  thus  direct  cost,  particularly 
when  they  are  offered  in  ways  that  respect  the 
dignity  of  the  patient. 

Early  intervention  may  provide  an  individual 
with  more  productive  years,  and  life  that  may  be 
more  comfortable.  It  may  also  cost  more.  Custodial 
care  for  the  psychotic  patient  may  even  be  cheaper 
(in  terms  of  direct  medical  cost)  than  maintenance 
of  the  patient  in  the  community.  The  early  diag- 
nosis of  severe,  currently  incurable  forms  of  illness 
may  prolong  life  but  increase  direct  medical  cost. 
We  have  no  way  of  costing  out  what  the  death  of 
any  one  of  us  means,  nor  would  I be  comfortable 
in  a society  that  could  arbitrarily  identify  a year 
of  my  life  as  being  worth  so  much  money,  and  a 
year  of  another’s  life  as  worth  so  much  more  or  less. 

Unfortunately,  it  is  easy  for  practitioners  and 
health  instiutions  to  collude  in  viewing  cost  as  our 
most  pressing  problem.  The  complex  negotiations 
to  which  I have  alluded  all  infringe  upon  the  tradi- 
tional autonomy  of  practitioner  and  hospital.  If 
autonomy  is  to  be  modified,  there  are  many  who 
prefer  that  this  occur  in  only  one  sector-cost— and 
not  the  quality  or  the  nature  of  service  delivery. 

If  cost  becomes  the  overriding  determinant  of 
care,  I fear  we  will  begin  to  give  up  services  di- 
rected towards  education,  interaction  with  agencies 
in  the  social  welfare  sector  and  consultation:  those 
services  directed  towards  trying  to  do  even  a little 
bit  about  the  “quality  of  life.” 

The  sick  mother  on  welfare  who  must  drag  sever- 
al young  children  to  various  appointments,  and 
then  have  children  relatively  unattended  while  she 
waits  and  then  is  facelessly  served,  may  ignore  her 
own  care  and  become  increasingly  dispirited.  If 
cost  is  the  major  determinant  of  type  of  service,  we 
may  pretend  that  health  is  the  medical  control  of 
illness.  We  may  also  cut  funding  for  basic  research 
and  training,  effecting  immediate  savings  that  will 
cost  us  dearly. 

The  new  national  stress  on  “health  care”  pro- 
vides the  opportunity  to  work  with  whole  people 
in  the  context  of  family  and  community.  It  remains 
to  be  seen  whether  those  designing  and  then  legis- 
lating new  care  systems  will  opt  for  many  modest 
goals  . . . 

Greater  access  to  service  and  better  care  for  the 
disadvantaged,  greater  access  to  jobs  for  the  disad- 
vantaged, job  mobility  for  employees,  recruitment 
of  minority  group  professionals,  self-examination, 


development  of  community  consultation  programs, 
interaction  with  and  responsibility  to  community 
groups,  training  and  research  in  the  context  of 
these  areas. 
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Long  Term  Survival  Following  Myocardial 
Infarction  And  Ventricular  Fibrillation 


Martin  Duke,  M.D. 


Synopsis- Abstract 

Eighteen  patients  were  discharged  from  the  hos- 
pital following  an  acute  myocardial  infarction  com- 
plicated by  cardiac  arrest  due  to  ventricular  fibril- 
lation. Their  long  range  survival,  clinical  course, 
and  return  to  former  life  patterns  and  work  habits 
were  not  additionally  impaired  by  this  complica- 
tion. 

Immediate  hospitalization,  the  facilities  of  a cor- 
onary care  unit  or  its  equivalent  equipped  to  rec- 
ognize and  treat  the  emergency  of  cardiac  arrest, 
the  absence  of  shock,  failure  or  cardiomegaly,  or  its 
ready  reversibility  if  present,  and  the  presence  of 
an  inferior  rather  than  anterior  wall  infarction, 
were  factors  favoring  a good  prognosis  for  these 
patients.  Age  and  prior  heart  disease  did  not  neces- 
sarily militate  against  a successful  outcome.  Since 
very  few  patients  were  taking  long  range  prophy- 
lactic antiarrhythmic  agents,  their  use  would  not 
appear  to  offer  any  additional  advantages. 

Introduction 

Following  an  acute  myocardial  infarction  com- 
plicated by  sudden  cardiac  arrest,  a stabile  and  ef- 
fective rhythm  is  often  restored  by  cardiac  resuscia- 
tive  procedures.  Thus,  many  patients  may  survive 
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what  otherwise  would  be  a fatal  termination  to 
their  disease.  This  study  will  review  the  clinical 
findings  of  a group  of  long  term  cardiac  arrest 
survivors  at  the  time  they  sustained  an  acute  myo- 
cardial infarction,  and  will  describe  their  prognosis 
and  course  after  discharge  from  the  hospital. 

Procedure 

The  hospital  and  office  records  of  all  patients 
who  had  been  successfully  resuscitated  and  eventu- 
ally discharged  from  the  hospital  following  an 
acute  myocardial  infarction  and  cardiac  arrest  were 
reviewed.  There  were  eighteen  patients.  The  car- 
diac arrest  was  characterized  by  sudden  loss  of  con- 
sciousness, absence  of  pulse  and  blood  pressure,  and 
ventricular  fibrillation  documented  by  an  electro- 
cardiogram, either  on  a rhythm  strip  or  an  oscillo- 
scope. None  had  cardiac  standstill  or  asystole.  Other 
resuscitated  patients  did  not  survive  to  leave  the 
hospital.  Patients  who  survived  a cardiac  arrest 
but  without  electrocardiographic  confirmation  of 
the  diagnosis  were  not  included  in  this  study. 

Two  patients  had  ventricular  fibrillation  outside 
the  Coronary  Care  Unit,  16  had  ventricular  fibrilla- 
tion within  the  Coronary  Care  Unit.  All  were 
treated  with  standard  cardiac  resusciative  measures, 
and  all  responded  to  electrical  defibrillation  with 
full  return  of  their  precardiac  arrest  mental  and 
physical  faculties.  There  were  no  significant  com- 
plications of  the  arrest  procedure  and  no  further 
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episodes  of  cardiac  arrest  during  hospitalization. 
Lidocaine  or  other  antiarrhythmic  drugs  were  used 
in  all  patients  for  the  first  few  days  after  the  arrest. 
The  mean  duration  of  hospitalization  for  these  pa- 
tients was  51  days. 

Sixteen  of  the  patients  were  examined  while  hos- 
pitalized by  the  author.  The  long  term  follow  up 
information  was  obtained  by  direct  observation 
and  care  of  seven  patients,  by  review  of  other  phy- 
sician office  records  of  ten  patients,  and  on  one 
occasion  by  correspondence  with  a physician  and 
patient. 


Results 

Table  1 describes  the  individual  patient  data. 
There  were  12  males  and  6 females,  with  ages  rang- 
ing from  38  to  75  years,  mean  age  58.7  years.  Eleven 
patients  were  less  than  60  years  of  age. 

The  electrocardiogram  revealed  an  acute  inferior 
wall  infarction  in  12  patients,  an  acute  anterior 
wall  infarction  in  4,  and  nonspecific  ST  and  T 
wave  abnormalities  in  two  others.  All  patients  had 
significant  serum  enzyme  elevations  (serum  glutamic 
oxaloacetic  transaminase,  lactic  dehydrogenase  and/ 
or  creatine  phosphokinase)  except  for  one  individ- 


TABLE  1 

CLINICAL  DATA  FOR  EIGHTEEN  PATIENTS  WITH  LONG  TERM  SURVIVAL 
FOLLOWING  ACUTE  MYOCARDIAL  INFARCTION  AND  VENTRICULAR  FIBRILLATION. 


Patient 

Age 

Sex 

Duration  of 
follow  up 
( months ) 

ECG 

Previous 

History 

Other 

Arrhythmias 

Chest 
Initial 
Card  CHF 

X-ray 

Final 

Card  CHF 

Follow  up 

Work 

Symptoms  Status 

JB 

62M 

58 

Inf 

MI 

VT,  A.  Fib, 
APC 

Mod 

SI 

SI 

N 

N 

W 

ET 

70F 

46 

Inf 

MI 

Hypt 

A.  Fib 

SI 

N 

SI 

N 

Ang 

NW 

HD 

49  M 

44 

Inf 

N 

1°  AV  bl, 
A. FI,  APC 

Mod 

Mod 

N 

N 

N 

W 

RS 

49  M 

41 

Inf 

N 

SB 

N 

N 

N 

N 

N 

w 

VL 

54M 

37 

Inf 

N 

VPC,  JR 
VT,  SB 

N 

N 

N 

N 

Ang 

w 

EH 

59F 

32 

Inf 

N 

N 

N 

N 

N 

N 

N 

w 

JK 

58M 

32 

Ant 

Ang 

N 

SI 

N 

SI 

N 

N 

w 

AD 

75F 

28* 

ST-T 

Ang 

1°  AV  bl 

SI 

N 

SI 

N 

CHF 

Ang 

Exp 

OL 

69M 

26 

Inf 

Ang 

SB 

SI 

N 

SI 

N 

N 

NW 

GC 

69F 

19 

ST-T 

MI 

VT 

Mod 

SI 

Mod 

N 

Ang 

CHF 

NW 

JS 

7IM 

16* 

Ant 

Hypt 

Ang 

VT 

Mod 

Mod 

SI 

SI 

Ang 

CHF 

Exp 

NL 

65M 

14 

Inf 

MI 

APC,  JR, 
VPC 

SI 

N 

SI 

N 

Ang 

NW 

JE 

50M 

13 

Inf 

MI 

VPC 

N 

N 

N 

N 

Ang 

W 

MA 

57  M 

9 

Inf 

CVA 

SB 

SI 

N 

SI 

N 

N 

w 

CR 

49  M 

7 

Ant 

MI 

VPC 

N 

N 

N 

N 

N 

w 

LS 

48M 

6 

Ant 

Hypt 

N 

N 

N 

N 

N 

N 

w 

MC 

57F 

6 

Inf 

N 

JR,  CHB, 
2°  AV  bl 

N 

N 

N 

N 

N 

w 

MS 

38  M 

3* 

Inf 

N 

A.  Fib 

SI 

Mod 

N 

N 

CHF 

Ang 

Exp 

Card  = cardiomegaly 

CHF  = congestive  heart  failure 

Inf  •—  inferior 

Ant  = anterior 

MI  = myocardial  infarct 

N = none  or  negative 

Hypt  = hypertension 

Ang  = Angina 

VT  = ventricular  tachycardia 

A.  Fib  = atrial  fibrillation 

A.  FI  = atrial  flutter 

APC  = atrial  premature  contraction 


VPC  = ventricular  premature  contraction 

AV  bl  = atrioventricular  block 

CHB  = complete  heart  block 

JR  = junctional  rhythm 

SB  = sinus  bardycardia 

Mod  = moderate 

SI  = slight 

W = working 

NW  = now  working 

Exp  = expired 

* = expired 
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ual  (G.C.)  in  whom  the  elevations  were  of  border- 
line significance.  This  patient’s  electrocardiogram 
revealed  only  ST  and  T wave  changes.  Six  patients 
had  formerly  experienced  a myocardial  infarction, 
six  had  cardiovascular  symptoms  or  positive  history 
for  hypertension,  angina,  or  cerebrovascular  disease, 
and  six  had  no  prior  history  of  heart  or  vascular 
disease.  One  patient  (G.C.)  had  experienced  car- 
diac arrest  at  the  time  of  a myocardial  infarction 
one  and  a half  years  previously. 

Characteristics  of  the  ventricular  fibrillation  in 
relationship  to  duration  of  cardiac  symptoms  and 
time  of  hospitalization  were  examined.  There  were 
twelve  patients  in  whom  the  time  symptoms  com- 
menced could  be  clearly  defined,  and  in  whom 
ventricular  fibrillation  developed  within  the  follow- 
ing 24  hours  (Figure  1).  Eight  of  these  patients  ex- 
perienced ventricular  fibrillation  from  five  minutes 
to  H/2  hours  following  admission  and  within  three 
hours  of  the  onset  of  symptoms.  In  the  other  four 
patients  cardiac  arrest  occurred  63^,  11,  12,  and  13 
hours  after  onset  of  symptoms,  respectively  4 y4, 
6,  5,  and  5 hours  after  admission. 

In  the  remaining  six  patients  cardiac  arrest  oc- 
curred 24  hours  and  later  after  hospitalization 
(Table  2).  The  time  of  onset  of  symptoms  was  often 
more  difficult  to  establish,  especially  in  those  pa- 
tients having  the  preinfarction  anginal  syndrome. 
All  these  patients  had  prior  cardiovascular  disease, 
either  myocardial  infarction,  angina,  or  hyperten- 
sion. It  was  in  two  of  these  patients  that  the  arrest 
occurred  outside  the  coronary  care  unit  setting. 

Two  patients  had  been  receiving  a maintenance 
digitalis  preparation  prior  to  the  arrest,  one  of 
whom  was  also  taking  quinidine.  A variety  of  med- 
ications had  been  given  to  patients  within  the  five 
hour  period  before  the  arrest,  including  demerol  to 


(i  patients,  morphine  to  3,  morphine  and  demerol 
to  3,  morphine  and  atropine  to  1,  and  atropine  to 
2.  Three  patients  received  no  analgesic  or  antiar- 
rhythmic  drugs. 

During  hospitalization,  15  of  the  18  patients 
demonstrated  additional  arrhythmias,  ranging  from 
a few  atrial  premature  contractions  to  more  serious 
arrhythmias  such  as  ventricular  tachycardia  or 
atrioventricular  block  (Table  1).  Treatment  was 
appropriate  to  the  problem,  either  antiarrhythmic 
drugs,  insertion  of  a temporary  pacemaker,  or 
electrical  cardioversion.  Multiple  arrhythmias  were 
described  in  some  patients. 

With  the  exception  of  one  patient  in  whom  a 
blood  pressure  of  90/64  was  recorded  (M.S.),  all 
others  had  a systolic  pressure  over  100  mm  Hg. 
prior  to  the  arrest. 

Chest  X-rays  were  taken  in  all  patients.  Early  dur- 
ing hospitalization  four  patients  had  moderate  car- 
cliomegaly,  seven  had  slight  cardiomegaly,  and  five 
had  from  slight  to  moderate  changes  of  congestive 
heart  failure.  However,  at  the  time  of  discharge, 
only  one  patient  had  moderate  cardiomegaly,  eight 
had  minimal  or  slight  cardiomegaly,  and  in  only 
one  patient  were  there  slight  changes  of  congestive 
heart  failure  (Table  1). 

In  seventeen  of  the  eighteen  patients,  ventricular 
fibrillation  was  a primary  event,  that  is,  not  asso- 
ciated with  shock  or  failure,  the  exception  being 
patient  j.S.  It  should  be  noted  that  transient  con- 
gestive failure  did  develop  later  in  the  hospital 
course  of  some  patients,  not  however,  in  association 
with  the  cardiac  arrest. 

The  follow  up  period  commenced  from  the  day 
of  the  arrest,  ranged  from  3 to  58  months,  and 
averaged  two  years.  Three  patient  died  during  this 
time,  having  been  followed  for  3 months,  16 
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Figure  1 

The  early  onset  of  ventricular  fibrillation  in  12  patients  in 
relationship  to  duration  of  symptoms  and  time  of  hospitaliza- 
tion. 


TABLE  2 

CLINICAL  DATA  OF  6 PATIENTS  WITH  LATE  VENTRICULAR 
FIBRILLATION  (AFTER  24  HOURS  OF  HOSPITALIZATION). 


Patient 

Symptoms 

Duration 

before 

Admission 

Hospital  Day 
of  A rrest 

E.T. 

Angina 

Syncope 

1 day 

4 

JB. 

Angina 

1 -2  hours 

4 

G.C. 

Angina, 

Ventricular 

Tachycardia 

1 hour 

3 

A.D. 

Angina 

few  hours 

19 

J.S. 

Chest  pain 

# 

2 

C.R. 

Angina 

3-4  days 

9 

* — Acute  myocardial  infarction  occurred  on  first  hospital 
day  of  admission  for  biopsy  of  carcinoma  of  maxillary  sinus. 


182 


Connecticut  Medicine,  April,  1973 


months,  and  28  months  respectively.  Patient  M.S. 
died  suddenly,  and  at  autopsy  had  severe  coronary 
arteriosclerosis,  coronary  thrombosis  and  an  old 
myocardial  infarction.  Patient  J.S.  died  in  his  sleep 
unexpectedly,  having  had  angina,  chronic  conges- 
tive failure,  and  carcinoma  of  the  maxillary  sinus. 
Patient  A.D.  died  with  angina,  congestive  heart 
failure  and  uremia. 

Medications  taken  by  patients  at  the  last  follow 
up  examination  were  compared  with  therapy  at 
the  time  of  discharge  (Table  3).  Anticoagulants 
were  still  being  used  in  9 of  the  1 1 patients  in 
whom  it  had  been  started,  only  one  of  six  patients 
originally  on  antiarrhythmic  agents  (quinidine, 
procaine  amide)  at  discharge  was  still  taking  this 
medication,  and  long  acting  coronary  vasodilators 
had  been  started  in  a few  cases.  Six  patients  were 
on  digitalis  and  diuretic  preparations,  three  of 
whom  were  the  patients  who  had  expired. 

At  the  most  recent  examination  of  the  15  living 
patients,  ten  were  asymptomatic,  four  had  angina, 
and  one  had  both  angina  and  cardiac  failure.  Two 
had  sustained  a further  uncomplicated  myocardial 
infarction.  Eleven  patients  had  returned  to  work. 
Of  the  three  patients  who  had  expired,  only  one 
(M.S.)  had  worked  before  the  cardiac  arrest,  and 
none  had  worked  after  the  arrest.  Of  the  four  living 
patients  not  working,  one  (O.L.)  who  had  worked 
prior  to  the  arrest  had  retired,  and  the  three  re- 
maining patients  had  worked  neither  prior  to  nor 
after  their  hospitalization.  Thus,  of  13  patients  who 
had  been  employed  before  the  cardiac  arrest,  eleven 
had  returned  to  work,  one  had  retired,  and  one 
had  expired  (Table  1). 

Discussion 

Several  investigators(l-3)  have  indicated  that  the 
occurrence  of  ventricular  fibrillation  during  an 
acute  myocardial  infarction  does  not  unfavorably 
alter  the  long  term  outcome  of  patients  who  are 
successfully  resuscitated  and  eventually  discharged 

TABLE  3 

CARDIAC  THERAPY  AT  DISCHARGE  FROM  THE  HOSPITAL 
AND  AT  LAST  FOLLOW  UP  EXAMINATION. 


Therapy 

Last 

Discharge  Follow-up 


Anticoagulants 

11 

9 

Antiarrhythmic  agents 

6 

1 

Digitalis  preparations 

5 

6 

Long  acting  coronary  vasodilators 

0 

4 

Antihypertensives  and  diuretics 

5 

6 

Potassium  supplements 

6 

1 

from  the  hospital.  These  patients  appear  to  have  a 
prognosis  similar  to  myocardial  infarction  patients 
not  experiencing  this  arrhythmia.  Lawrie(3)  has  re- 
ported that  68%  of  male  patients  leaving  the  hos- 
pital after  an  acute  myocardial  infarction  and  ven- 
tricular fibrillation  returned  to  work,  an  achieve- 
ment similar  to  those  patients  not  experiencing  this 
complication.  The  small  number  of  deaths  during 
the  follow  up  period  and  the  very  satisfactory  re- 
turn-to-work-rate  of  patients  in  the  present  study 
is  in  keeping  with  these  findings. 

The  favorable  prognosis  of  patients  in  this  study 
can  be  attributed  to  several  factors  including  early 
hospitalization,  the  presence  of  patients  in  a setting 
where  ventricular  fibrillation  could  be  quickly  dis- 
covered and  readily  treated,  i.e.,  coronary  care  unit, 
and  the  absence  or  reversibility  of  other  complica- 
tions, i.e.,  failure,  other  arrhythmias,  cardiomegaly. 
One  third  of  the  patients  in  the  current  series  had 
experienced  a previous  infarction.  Thus,  unless  the 
presence  of  combined  old  and  new  areas  of  in- 
farction were  too  extensive,  a prior  infarction 
would  not  necessarily  preclude  a favorable  out- 
come. In  addition,  patients  at  all  age  levels  were 
able  to  be  successfully  resuscitated. 

In  contrast  to  other  reviews  of  this  problem  in 
which  anterior  infarctions  predominated, (2, 4)  a 
larger  proportion  of  inferior  myocardial  infarctions 
was  noted  in  the  present  study,  12  or  18  cases.  This 
incidence  was  also  greater  than  the  frequency  of 
inferior  infarctions  previously  reported  from  this 
institution. (5)  Whether  the  preponderance  of  in- 
ferior infarctions  was  a fortuitous  finding,  whether 
it  implies  a more  ready  reversibility  of  electrical 
instability  of  inferior  infarctions  which  are  often 
not  associated  with  the  more  widespread  muscle 
damage  of  anterior  infarctions,  thus  selecting  them- 
selves out  for  a series  like  this,  whether  the  sinus 
bradycardia  found  more  commonly  in  inferior  in- 
farction than  anterior  infarction  predisposes  with 
greater  frequency  to  this  type  of  electrical  instabil- 
ity, or  whether  it  is  a reflection  of  the  more  favor- 
able prognosis  of  patients  with  an  isolated  inferior 
infarction(6)  cannot  be  said.  Further  clarification 
of  this  point  would  be  needed. 

Although  antiarrhythmic  agents  were  used  in 
all  hospitalized  patients  immediately  after  the 
arrest,  most  patients  did  not  go  home  on  these 
drugs.  Of  those  who  did,  only  one  was  on  such  an 
agent  at  the  last  follow  up  examination.  Thus, 
within  the  limits  of  an  average  follow  up  period  of 
two  years,  an  antiarrhythmic  drug  program  would 
seem  to  hold  no  advantages.  This  is  in  agreement 
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with  a similar  finding  by  Stannaxcl  and  Sloman.(l) 

On  the  basis  of  this  and  other  similar  studies,  it 
is  apparent  that  any  attempt  to  reproduce  the  set- 
ting or  treatment  opportunities  of  a coronary  care 
unit,  that  is,  trained  personnel  and  adequate  equip- 
ment, in  other  areas  of  a hospital,  in  emergency 
rooms,  in  ambulances,  in  factories,  or  in  any  cen- 
ters where  large  numbers  of  people  congregate, 
could  also  result  in  a similar  saving  of  lives.  This 
has  been  well  emphasized  in  a study  by  Adgey  and 
associates(4)  in  which  27  out  of  48  patients  who 
had  ventricular  fibrillation  and  were  given  initial 
emergency  treatment  outside  the  hospital  survived 
to  leave  the  hospital  at  a later  date. 
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Control  of  Pain  Associated  With  Malignant 
Disease  by  Freezing:  Cryoleucotomy 

Melville  Roberts,  M.D.,  and  Juliet  Vilinskas,  M.D. 


Controlling  pain  associated  with  incurable  malig- 
nant disease  is  an  all  too  common  problem  faced 
by  physicians.  Many  patients  can  be  treated  satis- 
factorily with  narcotics.  Others  can  be  relieved  by 
various  surgical  procedures  that  interrupt  pain 
pathways  such  as  cordotomy  or  rhizotomy.  There 
are  patients,  however,  whose  pain  cannot  be  satis- 
factorily controlled  by  narcotic  or  pain  pathway  in- 
terrupting techniques.  When  such  patients  survive 
for  more  than  a month  or  two  their  management 
may  become  nightmarish  for  physician,  patient,  and 
family  alike.  During  the  past  5 years  we  have 
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treated  intractable  pain  associated  with  hopeless 
malignant  disease  by  interrupting  frontothalamic 
circuits  by  freezing.  This  operation  has  been  termed 
cryoleucotomy.  The  following  is  a report  of  our  ex- 
perience with  the  technique. 

Thirteen  patients,  all  with  intractable  pain  sec- 
ondary to  incurable  neoplastic  disease  were  treated 
during  a 5 year  period.  There  were  10  men  and  3 
women  ranging  in  age  from  39  to  74  years.  All  un- 
derwent cryoleucotomy  under  local  anesthesia  using 
the  technique  described  by  Roberts  and  Chadduck 
in  1906.(1)  During  this  procedure  two  small  burr 
holes  are  placed  behind  the  hairline.  A cryogenic 
cannula,  devised  by  Cooper, (2)  is  inserted  into  the 
frontothalamic  radiations  bilaterally  using  roent- 
genograms to  allow  precise  stereotaxic  positioning 
(Figure  1).  The  patient  is  questioned  as  the  frozen 
lesions  are  made  until  the  desired  result  is  obtained. 
This  is  usually  signalled  by  a definite  mood  change 
characterized  by  mild  euphoria. 
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Figure  \ 

Anterior-posterior  and  lateral  views  of  sktdl  roentgenograms  showing  freezing  cannula  in  position. 


Results 

Of  tlie  13  patients  who  underwent  cryoleucotomy 
all  had  malignancies  and  all  but  one  were  taking- 
narcotic  (Table  1).  Results  of  surgery  were  judged 
by  postoperative  interviews  with  the  patients,  their 
families,  and  replies  from  questionnaires  sent  to 
referring  physicians.  All  patients  were  able  to  dis- 
continue narcotic  postoperatively  and  1 1 of  the  pa- 
tients returned  home  within  two  weeks.  One  patient 
with  carcinoma  of  the  esophagus  was  discharged  to 
a nursing  home  because  of  swallowing  difficulties 
and  one  patient  with  carcinoma  of  the  lung  died  on 
the  day  of  surgery  during  a grand  mal  seizure.  No 
autopsy  was  obtained  and  it  is  not  known  whether 
the  seizure  was  related  to  the  operation  or  a cere- 
bral matastasis.  Seizures  did  not  occur  in  any  of 
the  remaining  12  patients.  One  patient  with  car- 
cinoma of  the  lung  was  the  only  member  of  the 
group  working  at  the  time  of  admission.  He  was 
able  to  return  to  his  job  as  a bus  company  traffic 
manager  four  weeks  postoperatively.  A second  pa- 
tient with  carcinoma  of  the  lung  who  had  not 
worked  for  two  months  before  admission  was  also 
able  to  return  to  her  job  as  a bookkeeper.  All  pa- 
tients were  dead  within  14  months  from  their 
neoplastic  disease  and  all  were  relieved  of  pain  to 
the  time  of  death. 

Discussion 

The  interruption  of  frontothalamic  circuits  by 
the  destruction  of  prefrontal  white  matter  to  con- 
trol pain  was  first  reported  by  Freeman  and  Watts 
in  1946.(3)  Since  then  numerous  surgical  methods 


have  been  devised  in  an  attempt  to  diminish  un- 
desirable personality  change  that  may  result.(4-8) 

Cryoleucotomy  has  proved  a useful  technique  in 
the  management  of  intractable  pain  and  narcotic 
addiction  associated  with  incurable  neoplastic  dis- 
ease. By  interrupting  frontothalamic  circuits  it 
produces  indifference  to  chronic  pain  and  also  re- 
lieves the  depression  and  anxiety  so  often  associated 
with  incurable  malignancies.  The  latter  effect  is 
particularly  important  in  treating  patients  suffering 
from  disfiguring  disease  such  as  erroding  carcino- 
mas of  the  head  and  neck.  The  technique  was 
specifically  designed  to  avoid  the  objectionable  side 
effects  of  standard  prefrontal  lobotomy  such  as 
prolonged  obtundation,  incontinence  and  severe 
personality  change  with  loss  of  socially  acceptable 
behavior.  Because  the  bimedial  frozen  lesions  are 
made  gradually  and  are  preceded  by  partially  re- 
versible test  lesions  the  surgeon  is  able  to  produce 
indifference  to  pain  and  mild  euphoria  without 
objectionable  side  effects.  Because  the  cryogenic 
lesion  is  accompanied  by  only  minimal  swelling  of 
the  surrounding  white  matter(9)  the  postoperative 
course  has  been  characteristically  smooth  and  un- 
complicated. 

Cryoleucotomy  should  be  considered  in  treating 
any  patient  expected  to  survive  longer  titan  6 to 
8 weeks  with  intractable  pain  secondary  to  incurable 
neoplastic  disease  if  the  pain  cannot  be  controlled 
by  narcotic  or  peripheral  surgical  procedures  such 
as  cordotomy  or  rhizotomy.  Patients  with  pain  re- 


Vol.  37,  No.  4 


185 


(jail  ing  narcotics  for  longer  than  two  months  often 
become  a severe  problem  not  only  to  themselves 
but  their  family.  We  agree  with  White  and 
Sweet(lO)  who  believe  that  in  such  instances  a con- 
servatively leucotomized  individual  is  frequently 
{Referable  to  the  chronic  morphine  addict. 

Summary 

The  results  of  cryoleucotomy  used  during  a 5 
year  jieriod  to  treat  13  patients  with  intractable 
jjain  secondary  to  malignant  disease  are  described, 
by  interrupting  frontothalamic  circuits  bilaterally 
with  a freezing  cannula  indifference  to  jjain  and 
relief  from  anxiety  and  depression  were  achieved 
without  severe  personality  change.  The  technique 
should  be  considered  in  the  treatment  of  any  pa- 
tient exj^ected  to  survive  longer  than  2 months  with 
pain  secondary  to  hopeless  neoplastic  disease. 
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TABLE  1 

RESULTS  OF  CRYOLEUCOTOMY  FOR  INTRACTABLE  PAIN  WITH  MALIGNANT  DISEASE 


Patient 

No. 

Sex 

Age 

Diagnosis 

Narcotic 
Used  before 
Cryoleucotomy 

Result 

1 

M 

59 

Epidermoid  carcinoma 
of  pharynx 

Morphine 
10  mg.  q4h 

Disch.  home,  9 days.  No  narcotic  needed. 

2 

M 

58 

Epidermoid  carcinoma 
of  esophagus 

Codeine 
60  mg.  q3h 

Disch.  to  nursing  home  (because  of  dysphagia)  in  5 
days.  No  narcotic  needed. 

3 

M 

69 

Adenocarcinoma  of 
rectum 

Codeine 
60  mg.  q3h 

Disch.  home,  10  days.  No  narcotic  needed. 

4 

F 

55 

Epidermoid  carcinoma 
of  esophagus 

Morphine 
15  mg.  q3h 

Disch.  home,  12  days.  Diarrhea  and  trachycardia 
during  narcotic  withdrawal. 

5 

F 

39 

Adenocarcinoma  of 
colon 

Meperidine 
50  mg.  q3h 

Disch.  home,  5 days.  No  narcotic  needed. 

6 

F 

49 

Carcinoma  of  lung 

None 

Disch.  Home,  6 days.  Returned  to  work  as  book- 
keeper in  6 weeks.  No  narcotic  needed. 

7 

M 

44 

Adenocarcinoma  of 
nasopharynx 

Meperidine 
50  mg.  q3h 

Disch.  from  neurosurgical  service,  5 days.  No 
narcotic  needed. 

8 

M 

59 

Carcinoma  of  lung 

Meperidine 
75  mg.  q3h 

Died  during  grand  mal  seizure  on  day  of  surgerv. 

9 

M 

74 

Epidermoid  carcinoma 
of  pharynx 

Meperidine 
50  mg.  q4h 

Disch.  home,  7 days.  No  narcotic  needed. 

10 

M 

53 

Carcinoma  of  lung 

Meperidine 
50  mg.  q4h 

Disch.  home,  12  days.  Returned  to  work  as  traffic 
manager.  No  narcotic  needed. 

11 

M 

60 

Carcinoma  of  lung 

Codeine 
60  mg.  q3h 

Disch.  to  nursing  home  in  10  days.  No  narcotic 
needed. 

12 

M 

56 

Carcinoma  of  lung 

Meperidine 
100  mg.  q’h 

Discharge  home  in  8 days.  No  narcotic  needed. 

13 

M 

67 

Adenocarcinoma  of 
prostate 

Morphine 
15  mg.  q‘h 

Disch.  home  in  14  clays.  No  narcotic  needed. 
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The  Cotton  Applicator: 


Friend  Or  Foe? 


James  P.  Dudley,  M.D. 


Five  cases  are  presented  that  demonstrate  tym- 
panic membrane  perforations  due  to  cotton  applica- 
tors. Four  of  these  perforations  healed  spontaneous- 
ly; one  required  a myringoplasty.  A plea  is  made 
for  the  non-use  of  cotton  applicators  in  the  ear. 

The  American  penchant  for  cleanliness  extends 
to  all  areas  of  the  body— even  those  that  are  rela- 
tively inaccessible.  The  ear  is  one  of  these.  Cotton 
applicators  have  been  used  as  ear  cleaners  for  many 
years  by  great  numbers  of  people.  The  feeling  has 
been,  no  doubt,  that  any  instrument  employing 
soft  cotton  can’t  be  all  bad. 

The  following  five  cases  are  presented  to  point 
out  the  dangers  of  this  supposedly  safe  method  of 
ear  toilet. 

J.  On  25  Feb.  1970  a 47  year  old  nurse  was  cleaning  her 
left  ear  with  a cotton  applicator  when  she  described 
“a  sudden  start"  that  caused  the  onset  of  ear  pain  and 
loss  of  hearing  in  that  ear.  She  was  seen  the  next  day 
and  a posterior  inferior  perforation  was  discovered.  By 
April  22,  1970  the  perforation  had  closed.  A hearing 
test  done  later  was  normal.  (Table  1). 

2.  On  22  January  1971  a 30  year  old  dentist  was  cleaning 
his  left  ear  with  a cotton  applicator  while  taking  a 
shower.  He  had  a sudden  pain  and  bleeding  from  the 
ear.  Examination  revealed  a posterior  inferior  perfora- 
tion. By  13  February  1971  the  perforation  had  healed. 
A hearing  test  was  normal  at  that  time  (Table  1). 

3.  On  15  October  1970  a 25  year  old  nurse  was  cleaning 
her  left  ear  with  a cotton  applicator.  She  had  a sud- 
den onset  of  pain  and  hearing  loss.  When  seen  three 
weeks  later  the  hearing  had  improved.  A crust  was 
noted  overlying  the  posterior  inferior  drum.  By  11 
December  1970  the  tympanic  membrane  was  healed. 
The  hearing  test  at  that  time  was  normal  (Table  1). 

4.  On  16  December  1970  a 19  year  old  male  student  was 
cleaning  his  left  ear  with  a cotton  applicator  when  he 
felt  a sudden  pain  in  his  ear.  He  also  noted  a decrease 
in  his  hearing.  When  seen  a few  days  later  a large 
posterior  inferior  perforation  was  present.  He  has  not 
been  seen  for  follow-up,  but  a report  from  his  school 
infirmary  states  that  his  tympanic  membrane  is  healed 
and  that  clinically  his  hearing  is  normal. 

5.  On  6 July  1967  an  8 year  old  girl  was  cleaning  her  left 
ear  with  a cotton  applicator  when  her  mother  accident- 
ly bumped  her  elbow.  When  seen  the  next  day  a large 

DR.  JAMES  P.  DUDLEY,  Attending  Physician,  Greenwich 
Hospital  Association,  Greenwich,  Conn.,  and  Attending  Physi- 
cian, New  York  Eye  and  Ear  Infirmary,  New  York,  New  York. 


posterior  inferior  perforation  was  present.  A conductive 
hearing  loss  was  noted  (Table  1).  Because  the  per- 
foration would  not  heal  a myringoplasty  was  done  us- 
ing perichondrium.  A post-operative  hearing  test  has 
not  been  done.  She  has  been  lost  to  follow-up. 

Discussion 

What  went  wrong?  All  of  the  patients  stated  that 
cleaning  their  ears  was  a regular  part  of  their  ear 
toilet.  All  of  them  thought  they  were  exercising 
proper  care.  Two  of  the  patients  were  nurses  and 
one  was  a dentist.  Yet  in  spite  of  the  skill  with 
which  these  highly  trained  individuals  minister  to 
the  needs  of  others,  a breakdown  occurred  when 
they  tried  to  clean  their  own  ears  with  an  instru- 
ment that  tradition  and  television  tell  us  is  safe 
for  use  in  the  ear. 

The  cotton  applicator  can  be  a traumatic  tool.  In 
addition  it  can  push  wax  down  into  the  ear  canal 
thus  making  it  more  difficult  to  remove  this  ear 
canal  excrement. 

Is  there  anything  to  recommend  the  use  of  the 
cotton  applicator  in  the  ear?  There  wotdd  not 
seem  to  be.  What  should  be  used?  The  patients  in 
my  office  are  told  to  use  a wash  cloth  and  see  their 
doctor  regularly. 

Is  there  any  need  for  self-cleaning  of  the  ear 
canals?  There  seems  to  be  doubt  that  any  real  good 
is  accomplished  by  these  maneuvers. 


TABLE  1 

HEARING  TEST  RESULTS  ISO 


Healed 
perforation 
Case  1 

Healed 
perforation 
Case  2 

Healed 
perforation 
Case  3 

Pre- 
operative 
Case  5 

250  Hz 

10  db 

10  db 

5 db 

B 20  db 
A 70  db 

500  Hz 

15  db 

15  db 

5 db 

B 25  db 
A 65  db 

1000  Hz 

10  db 

5 db 

5 db 

B 20  db 
A 65  db 

2000  Hz 

0 db 

5 db 

10  db 

B 20  db 
A 65  db 

4000  Hz 

50  db 

20  db 

5 db 

B 25  db 
A 70  db 
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Peer  review,  while  it  antedates  Medicare  by  many 
years,  was  given  its  greatest  impetus  by  the  passage  of 
t lie  Medicare  law.  What  had  been  a voluntary  effort  by 
physicians  to  serve  an  educational  function  and  thereby 
improve  tiie  quality  of  medical  care  given  to  patients, 
became  a mandated  requirement  for  Medicare  and  Med- 
icaid recipients.  Noone,  at  this  late  date,  will  argue 
against  the  evaluation  by  practicing  physicians,  one’s 
peers,  of  the  quality  and  efficiency  of  one's  medical  serv- 
ices. Necessarily,  as  a concomitant,  the  question  of  utiliza- 
tion of  services,  because  of  economic  factors,  became  in- 
timately intertwined  with  quality,  probably  rightfully  so.  In  order  to  arrive  at 
objective,  impartial  value  judgements  rather  than  subjective,  (possibly  biased  or 
prejudiced),  conclusions,  it  very  quickly  became  apparent  that  to  accomplish  an 
impartial  review,  the  first  requirement  was  to  set  down  a list  of  diseases  and  a 
set  of  criteria  for  their  diagnosis  and  treatment  which  would  be  acceptable  to 
all  or  most  physicians.  If  medicine  were  a static  science,  rather  than  a rapidly 
changing  art,  this  would  have  been  difficult  but  possible.  Since  it  is  neither  a 
science  nor  static  it  becomes  doubly  difficult,  and  if  such  norms  were  rigorously 
applied,  the  introduction  of  new  diagnostic  proceedures  or  new  forms  of  therapy 
would  be  inhibited  if  not  prevented.  T he  fenestration  operation  for  otosclerosis, 
or  the  operating  microscope  would  have  been  outlawed.  But  inspite  of  any 
restrictive  effects  of  peer  review,  noone  can  gainsay  the  advantages  of  subjecting 
the  quality  of  one's  efforts  in  the  practice  of  medicine  to  the  critical  review  of 
one's  peers,  for  this  is  how  we  learn.  In  what  way  has  the  Bennett  Amendment 
which  mandates  the  principle  of  Professional  Service  Review  changed  the  pic- 
ture? Its  purpose,  as  stated  in  the  law  as  passed,  is  to  “promote  the  effective, 
efficient,  and  economical  delivery  of  health  care  services  of  proper  quality  for 
which  payments  may  be  made”,  (Medicare  or  Medicaid),  whether  in  or  out  of  a 
hospital  or  institution.  While  the  stress  has  usually  been  placed  on  quality,  the 
fear  is  that  inevitably  the  factor  of  cost  will  loom  increasingly  larger.  PSR  in- 
cludes the  authority  to  determine  in  advance  the  propriety  of  elective  hospital 
admission,  or  other  extended  or  costly  service.  As  was  previously  pointed  out, 
PSR  requires  the  listing  of  the  norms  for  care,  diagnosis  and  treatment  which 
will  be  the  “principal  points  of  evaluation  and  review”.  These  will  not  be  al- 
lowed to  vary  significantly  from  national  norms,  and  will  inevitably  lead  to  a 
stultification  and  rigidity  which  cannot  but  lead  to  a monolithic  health  care 
system.  There  are  those  who  have  advised  against  participating  voluntarily  in 
any  such  activity,  as  a form  of  professional  suicide,  but  such  passive  resistance 
would  be  self-defeating,  since  the  law  requires  PSR  activity,  and  we  may  be  cer- 
tain that  the  dictates  of  the  law  will  be  carried  out  by  someone.  It  would  be- 
hoove us,  therefore,  as  physicians  and  members  of  organized  medicine,  to  get 
in  and  develop  the  greatest  impact  possible.  Dr.  DuVal,  until  recently  Assistant 
Secretary  of  HEW  lor  Health,  said  of  the  Bennett  Amendment,  “In  effect,  the 
Congress  is  saying  to  the  medical  profession,  ‘We  will  give  you  the  authority 
and  the  resources  you  need  to  assure  the  public  that  the  medical  care  you  pro- 
vide Medicare  and  Medicaid  patients  is  appropriate  and  of  good  quality.’  If 
doctors  fail  to  take  this  challenge  seriously,  if  they  fail  to  make  PSR  work,  then 
I shudder  to  think  what  could  come  next".  We  must  make  it  work  or  someone 
else  will! 

David  A.  Grendon,  M.D. 

President 
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PSRO 

PSRO  (Professional  Standards  Review  Orga- 
nizations), Section  249F  of  H.R.  1,  passed  into 
law  October  1972,  is  probably  the  most  impor- 
tant health  legislation  passed  since  Medicare.  It 
probably  will  affect  our  patterns  and  methods  of 
practice  even  more  than  Medicare,  which  was 
mainly  concerned  with  financing.  Connecticut 
Medicine  published  it  in  its  entirety  in  the  March 
issue.  It  is  required  reading  for  the  membership. 

With  this  in  mind  I make  a few  comments. 
One  of  the  habits  a person  should  learn  is  to 
extrapolate  personal  experiences  to  the  broad 
spectrum,  hopefully  to  improve  the  latter.  It  is 
with  this  spirit  that  I recite  recent  personal  ex- 
perience, as  a general  surgeon  in  a small  com- 
munity. 

A week  ago  I had  a first  experience.  I dis- 
charged a middle  aged  male  the  day  after  I had 
done  an  inguinal  herniorrhaphy  on  him  under 
local  anesthesia.  He  is  happy  about  it.  A few 
days  ago  I did  two  adult  male  herniorrhaphies 
on  the  same  day.  I discharged  the  one  I had 
done  under  local  anesthesia  the  day  after  sur- 
gery, and  the  one  under  general,  two  days  after 
surgery. 

What  is  important  enough  about  it  to  discuss? 
This  sort  of  procedure  is  reported  not  infrequent- 
ly in  the  surgical  literature.  During  my  training 
many  years  ago  I did  almost  all  such  hernias 
under  local;  but  I did  not  discharge  them  the 
next  day,  or  even  two  days  after.  Nor  is  this 
our  local  community  standard.  I would  suggest 
that  my  procedure,  a change  in  my  habits,  is 
related  to  PSRO,  and  can  be  extrapolated  to 
men  in  other  specialties. 

Without  purposeful  discussion  among  us  local 
surgeons  the  procedure  is  usually  done  under 
general  anesthesia,  and  averages  about  5-7  days 
of  hospitalization.  It  is  one  of  the  most  common 
operations.  To  take  just  one  aspect,  the  eco- 
nomic, imagine  the  tremendous  financial  savings 
to  be  made  if  all  herniorrhaphies  were  done  with 


a 72  hour  hospitalization,  of  course  a practice 
modified  by  the  specific  case. 

Now  to  H.R.  1 with  its  PSRO.  We  physicians 
shall  all  be  forced  to  reexamine  our  personal 
practices  and  habits;  we  will  have  our  individual 
practices  compared  to  more  than  local  commun- 
ity standards — to  area,  state,  and  even  na- 
tional. In  a way,  this  should  not  be  strange,  be- 
cause already  standards  for  professional  care  are 
no  longer  local  in  court  of  law  as  to  malpractice, 
but  increasingly  state  and  area. 

Examination  of  our  practices  is  long  overdue. 
As  of  a couple  of  years  ago  a discussion  in  our 
joint  state  committee  on  hospitals  of  CSMS  and 
the  Hospital  Association  revealed  that  no  hos- 
pital in  the  state  was  using  preadmission  cer- 
tification for  admission. 

I have  found  that  when  one  wishes  to  look  for 
leadership  in  the  social  aspects  of  medicine,  one 
can  usually  find  it  in  California.  And  this  is  true 
for  the  principles  in  the  present  PSRO  law.  The 
Kaiser  groups  have  used  such  practices  for  years, 
undoubtedly  a large  factor  in  their  lower  than 
average  total  health  cost.  CHAP  (Certified  Hos- 
pital Admission  Program)  has  been  used  by  the 
Sacramento  Foundation  for  medical  care  for 
some  years,  with  a dramatic  decrease  in  total 
costs. 

With  the  law  passed  and  soon  in  effect,  we 
should  not  only  adhere  to  its  provisions,  but  im- 
prove it  where  necessary,  and  constructively  crit- 
icize it  when  necessary.  No  blueprint  is  perfect; 
it  always  has  unforeseen  consequences. 

We  might  now  ask  ourselves:  Why  did  we  not 
sit  down  some  years  ago  and  discuss  some  of  the 
provisions  in  the  law?  Some  have  been  obviously 
needed  for  some  time.  It  has  been  obvious  to  us 
for  long  years  that  many  hospital  admissions 
were  unnecessary  and  many  hospitalizations  un- 
duly prolonged.  A radiologist  friend  of  mine 
from  a large  city  in  the  state  said  that  he  could 
skim  the  records  of  hospital  patients  and  point 
out  obvious  unnecessary  hospitalizations  amen- 
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able  to  out-patient  work-ups.  We  all  know  this, 
radiologists  especially. 

As  for  these  hernia  cases,  though  nothing  ex- 
traordinary, it  required  a certain  motivation,  cer- 
tainly not  implying  superior  over  inferior.  For 
me,  probably  to  prove  a point  to  myself.  I had 
to  actively  break  out  of  a routine  habit  of  years. 
It  required  me  to  take  time  to  explain  to  the 
patients  why  I was  suggesting  local  anesthesia, 
and  that  they  could  go  home  the  next  day.  In 
smaller  communities  especially,  all  patients  know 
standard  procedure — that  a herniorrhaphy  is 
done  under  general  anesthesia,  and  involves  5-7 
days  in  the  hospital,  with,  in  compensation  cases, 
an  almost  sancrosanct  convalescence  of  6 weeks. 
So  we  physicians  must  be  motivated  to  question, 
examine,  and  change.  All  physicians  must  par- 
ticipate in  decisions  about  the  provisions  of 
PSRO.  Nurses  also  must  be  educated.  It  would 
not  be  unexpected  to  hear  that  a nurse  has  said, 
“What!  you’re  going  home  already!”  Such  in- 
nocent remarks  can  spoil  a plan  carefully  worked 
out  by  a surgeon.  Even  a colleague  who  is  the 
family  physician  may  unwittingly  upset  the  plan. 
How  often  we  have  heard  when  we  suggest  dis- 
charge: There  is  no  one  home  to  take  care  of  me; 
everybody  is  working.  I would  like  to  wait  until 
Saturday  when  someone  can  pick  me  up.  The 
family  wants  me  to  stay  longer;  they  want  to 
make  sure  everything  is  all  right.  I don’t  want 
to  go  to  the  extendicares;  I want  to  stay  here; 
it  is  too  much  work  and  trouble  to  transfer. 
First,  we  physicians  ourselves  must  differentiate 
the  hospital  as  an  institution  for  professionalized 
and  expert  care  and  the  hospital  as  a hotel.  It 
has  been  used  as  a hotel  too  frequently  in  the 
past. 

The  profession  must  be  prepared  for  much 
more  scrutiny  than  even  under  Medicare.  It  is 
highly  probably  that  the  provisions  in  PSRO 
will  be  adopted  by  private  third  party  payers 
and  insurance  carriers.  The  sooner  we  accept 
these  facts  and  responsibilities,  the  better.  The 
Connecticut  State  Medical  Society,  in  a com- 
mittee under  the  chairmanship  of  Dr.  Sidney  L. 
Cramer,  our  President-Elect,  has  already  taken 
steps  in  preparation  for  implementation  of 
PSRO.  The  membership’s  responsibility  is  not 
only  to  read  but  to  be  familiar  with  the  provi- 
sions in  the  law  as  published  in  the  March  issue 
of  Connecticut  Medicine. 

Fred  Fabro,  M.D. 


Can  Good  Health  Be  Taught? 

For  many  years  many  dollars  have  been  spent, 
pages  printed  and  talks  given,  all  based  on  the 
premise  that  education  of  the  public  is  an  in- 
tegral part  of  any  well  conceived  program  of 
health  care.  I agree,  but  what  we  are  saying  is 
obviously  not  getting  through  because  many 
major  causes  of  morbidity  and  mortality  remain 
unaffected.  Alcoholism  remains  a primary  factor 
in  the  annual  highway  slaughter.  Drug  abuse 
has  moved  out  of  the  inner  city  into  the  affluent 
suburbs.  Poor  nutrition  is  evidenced  everywhere 
with  obesity  being  the  primary  offender.  These 
problems  will  never  respond  to  surgery,  a vaccine, 
or  epidemiological  studies. 

I have  never  subscribed  to  the  simplistic 
thesis,  presently  propounded  by  the  majority  of 
our  health  planners,  that  our  problems  can  be 
solved  by  increasing  the  number  of  physicians 
and  clinic  facilities.  Too  many  pilot  studies  have 
shown  that  the  mere  presence  of  medical  person- 
nel and  equipment  does  not  guarantee  efficient 
usage.  True,  it  is  our  responsibility  to  guarantee 
adequate  numbers  of  qualified  physicians,  but 
the  primary  responsibility  for  good  health  rests 
with  the  patient — not  the  doctors,  hospitals,  or 
third  party  payors. 

If,  for  example,  we  are  ever  to  stop  physicians 
from  being  harassed  and  badgered  for  antibiotics 
in  the  treatment  of  the  common  cold,  we  must 
present  a more  comprehensive  and  integrated 
educational  program  than  we  are  now  doing. 
How  else  can  we  affect  the  “worried  well”,  the 
large  numbers  of  patients  who  fill  up  doctors’ 
offices  with  undiagnosable,  must  less  treatable, 
diseases? 

Since  I believe  good  health  will  only  follow  the 
institution  of  good  health  habits,  and  that  it  is 
already  too  late  for  most  adults,  I would  suggest 
starting  our  educational  program  with  our  chil- 
dren as  soon  as  they  begin  school.  The  subject 
matter  and  the  teaching  materials  must,  of 
course,  be  compatible  with  their  age  and  matura- 
tion. The  program  should  be  compulsory  through 
the  eighth  grade,  and  optional  afterward;  the 
execution  to  be  carried  out  by  our  teachers  or 
trained  paramedical  personnel. 

Educators  have  assured  me  that  almost  all 
attitudes  and  information  are  readily  assimilated 
by  students  in  the  early  grades  with  ease  and 
equal  interest.  Also,  later  recall  is  described  as 
vivid  and  accurate.  This  seems  to  be  the  only 
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way  to  insure  that  the  prospective  adult  will  re- 
ceive the  necessary  information  to  keep  himself 
healthy  and  to  know  when  and  how  to  use  the 
available  medical  services  when  accident  or  ill- 
ness intervenes. 

To  paraphrase  the  Chinese — if  we  are  to  ob- 
tain any  measure  of  success — our  children  must 
be  wiser  than  their  parents. 

Guy  W.  Van  Syckle,  M.D. 

Guest  Editorial 


How  To  Increase  The  Cost  Of  Medical 
Care  Without  Getting  Anything  For 
The  Money 

This  dialogue  is  inspired  by  a new  program  of 
the  Connecticut  State  Department  of  Health 
requesting  hospital  laboratories  to  perform  pro- 
ficiency surveys  in  Blood  Banking.  These  are  to 
be  carried  out  four  times  a year,  starting  in 
February  1973. 

Question:  Do  Hospital  Blood  Banks  need  this 

state  survey,  just  when  FDA  has  announced 
its  intention  to  regulate  all  blood  banks?  (Fed. 
Register  Jan.  31,  1973) 

Answer:  Not  really.  First,  most  hospital  blood 

banks  in  Connecticut  already  participate  in 
excellent  national  surveys  four  times  a year. 
These  surveys,  approved  by  the  Federal  Cen- 
ter for  Disease  Control  and  run  in  consulta- 
tion with  the  American  Association  of  Blood 
Banks,  are  conducted  by  the  College  of  Amer- 
ican Pathologists.  Secondly,  Blood  Banking 
has  the  best  feedback  control  of  any  labora- 
tory discipline  in  that  mistakes  often  show  up 
immediately  in  the  form  of  severe  or  even  fatal 
reactions. 

Question:  Blood  banking  must  be  in  a terrible 

state  to  require  so  many  surveys. 

Answer:  Blood  banking  is  outstandingly  good 

in  CAP  surveys,  most  results  falling  in  the 
99%  range  of  correct  results.  The  1%  errors 
are  usually  due  to  miscopying  results,  seman- 
tic problems,  and,  in  the  case  of  weak  antigens 
or  antibodies,  differences  in  commercially 
available  reagents.  Problems  in  hospital  blood 
banks  are  also  usually  clerical  and  misidenti- 
fication  problems  not  detectable  by  surveys. 
Question:  It  must  be  a great  step  forward  to 

have  the  Health  Department  experts  to  help 
the  hospitals  with  tough  blood  bank  problems 
and  to  furnish  instruction  in  the  field. 


Answer:  Sorry  about  that.  The  experts  are  all 

outside  the  Health  Department  and  work  in 
hospitals,  the  two  Medical  Schools  and  the 
Connecticut  Red  Cross  Blood  Program.  In 
Connecticut  we  are  fortunate  in  having  such 
nationally  recognized  experts  as  Joseph  Bove 
at  Yale,  Edward  Morse  at  U.  Connecticut  and 
many  others. 

Question:  Isn’t  there  a lot  of  hepatitis  trans- 

mitted by  blood?  "Won’t  this  state  survey  help 
prevent  the  hepatitis? 

Answer:  Yes,  hepatitis  is  transmitted  by  blood, 

although  with  the  purely  voluntary  Connect- 
icut Red  Cross  Program  the  problem  is  less 
than  in  some  other  States.  No,  the  survey 
won’t  help  at  all.  It  has  nothing  to  do  with 
hepatitis. 

Question:  Shouldn’t  hospital  blood  banks  be 

inspected  regularly? 

Answer:  This  is  a good  procedure.  It  is  now 

carried  out  by  AABB,  CAP,  and  JCAH,  all  of 
whom  have  set  rigid  standards  for  procedure, 
and  all  of  whom  have  experienced  inspectors. 

Question:  But  why  does  anyone  object  to  the 

additional  proficiency  surveys — they  are  free, 
aren’t  they? 

Answer:  First,  there  is  extra  work  for  the  hos- 

pital— someone,  namely  the  patient,  is  paying 
for  the  technical  and  supervisory  time.  Sec- 
ond, the  preparation  and  mailing  of  the  speci- 
mens and  the  reports,  and  incidental  adminis- 
trative expenses  cost  money.  The  unfortunate 
Taxpayer  is  paying  this,  whether  through 
State  Funds  or  by  Federal  subsidy. 

Question:  But  isn’t  the  State  Health  Depart- 

ment responsible  for  private  laboratories, 
many  of  whom  don’t  participate  in  other  sur- 
veys? 

Answer:  Correct  but  irrelevant.  If  the  JCAH 

— approved  hospital  laboratories  don’t  need 
this  service  and  don’t  suffer  from  its  absence, 
why  should  they  participate?  The  non-hospital 
laboratories  should  indeed  be  supervised  and 
should  examine  survey  specimens. 

Question:  Doesn’t  the  State  Health  Depart- 

ment have  a mandated  responsibility  to  pro- 
tect the  health  of  the  citizens?  And  isn’t  the 
proficiency  survey  a part  of  this  task? 

Answer:  Yes,  this  responsibility  exists.  How- 

ever the  mechanism  for  carrying  out  the  task 
is  the  issue  here.  First,  individual  physicians 
carry  out  and  are  responsible  for  all  patient 
care,  and  this  includes  Blood  Banking  which 
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is  always  supervised  by  physicians.  Secondly 
more  is  not  always  better,  whether  it  be  as- 
pirin, vitamins  or  proficiency  surveys.  This 
particular  survey  will  divert  hospital  labora- 
tories from  their  real  task  with  no  promise  of 
any  benefit  to  patients. 

Roy  N.  Barnett,  M.D. 


Medical  Information  Explosion 

The  WHO  Press  Release  (Aug  29,  1972)  reports 
that  at  least  50,000  medical  terms  form  the  basic 
vocabulary  of  the  medical  profession  of  the  world. 
Not  all  of  these  terms  are  translatable  into  some  of 
the  world’s  languages;  many  have  to  be  used  as 
borrowed  substitutes.  This  does  not  make  under- 
standing among  the  medical  scientists  the  world 
over  any  easier.  Medical  literature  has  become  the 
medium  which  can  and  must  help  physicians  to 
overcome  the  hurdle  of  language,  terminology,  con- 
cepts, and  procedural  descriptions;  it  must  help 
define  drug  names,  chemical  names,  and,  God  for- 
bid, the  abbreviations  which  are  constantly  added 
to  the  list  of  ingredients  in  tire  medical  bouilla- 
basse  brewing  in  today’s  scientific  world.  Constant 
contact  with  foreign  scientists  is  needed;  exchange 
of  information  is  the  only  means  of  understanding 
one  another.  At  one  time,  in  the  words  of  Sir 
Theodore  Fox,  we  spoke  of  having  to  cut  down 
on  the  “explosion  of  the  medical  printed  word.” 
Today  we  may  want  to  modify  that  statement,  ad- 
mitting that  all  7,000  medical  journals  published 
over  the  globe  are  badly  needed  but  we  must  find 
methods  to  make  the  food  for  thought  that  they 
present  digestible  and  usable  to  all  who  open  the 
journals’  pages.  To  handle  the  oceans  of  medical 
literature,  new  systems  are  springing  up.  Here,  we 
Americans  can  be  proud  that  what  started  in  Wash- 
ington, DC,  as  a purely  American  national  enter- 
prise is  now  developing  into  an  international  co- 
operative system  of  medical  information  handling. 
This  is  the  now  universally  accepted  MEDLARS 
system  of  information  storage  and  retrieval.  Dr. 
Norman  Howard-Jones  has  a fine  article  on  medical 
language  and  the  written  word  in  the  August-Sep- 
tember  issue  of  the  magazine  World  Health.— 
JAMA  Oct.  16, 1972  • Vol.  222,  No.  3. 


Alcohol  and  Marihuana 

A substantial  87  per  cent  of  the  public  view 
drunken  driving  as  a “very  serious  problem”  in 
America  today. 

By  79-11  per  cent,  a big  majority  feel  that  “the 
police  and  the  courts  should  be  tougher  on  drunk- 
en drivers  than  they  are  now.” 

Public  attitudes  toward  heavy  drinking  are  part- 
ly influenced  by  moral  considerations,  but  also 
are  heavily  influenced  by  a high  awareness  of  the 
potential  dangers  of  drinking: 

A majority  of  65  per  cent,  agree  with  the  state- 
ment that  “alcoholism  is  basically  a sign  of  moral 
weakness.” 

By  54-37  per  cent,  people  also  feel  “there  is  real- 
ly no  cure  for  alcoholism.” 

By  55-53  per  cent,  most  tend  to  believe  that  “if 
a person  drinks  too  much,  it’s  almost  always  be- 
cause he  is  under  too  much  pressure.” 

By  56-34  per  cent,  a majority  believe  that  “even 
a moderate  amount  of  drinking  is  damaging  to 
the  body.” 

Recently,  a cross  section  of  1,590  households 
across  the  country,  surveyed  in  person,  was  asked: 
“Do  you  think  heavy  drinking  of  alcoholic  bever- 
ages is  a very  serious  problem  in  this  country  to- 
day, a moderately  serious  problem,  not  too  serious, 
or  not  really  a problem  at  all?”  and  “How  about 
the  use  of  marijuana— would  you  say  this  is  a very 
serious  problem  in  this  country  today,  a moderately 
serious  problem,  not  too  serious,  or  not  really  a 
problem  at  all?” 

HOW  SERIOUS  A PROBLEM? 

Heavy  Drinking  and  Use  of  Marihuana 


Very  serious  64  65 

Moderately  serious  27  19 

Not  too  serious  7 9 

Not  a problem  1 4 

Not  sure  1 3 


Federal  government  sources  estimate  that  ap- 
proximately nine  million  persons  have  a serious 
drinking  problem,  while  an  estimated  17  million 
have  smoked  marihuana.  However,  medical  au- 
thorities are  virtually  unanimous  that  excessive 
drinking  is  distinctly  harmful,  while  reports  are 
still  mixed  and  indeterminate  about  the  deleterious 
effects  of  smoking  marihuana. 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid  12.5  mg. 

Ferrous  Iron  2.82  mg. 

Vitamin  A 2,5G0  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononilrate  2.5  mg. 

Riboflavin  2.5  mg. 

Ascorbic  Acid  25.0  mg. 

Folic  Acid  0.1  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate)  0.25  mg. 

Zinc  (from  Zinc  Oxide)  0.25  mg. 

Iodine  (from  Potassium  Iodide)  0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  ..  72.5  mg. 

Phosphorus  (from  Dicalcium  Phosphate)  55  mg. 
Potassium  (from  Potassium  Sulfate)  ..  2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc. 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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Letters  To  The  Editor 


Letters  to  the  Editor  are  welcomed  and  will  he  pub- 
lished, if  found  suitable,  as  space  permits.  Like  other 
material  submitted  for  publication,  they  must  be  type- 
written double  spaced  (including  references),  must  not 
exceed  IV2  pages  in  length  and  will  be  subject  to  editing 
and  possible  abridgment. 

To  the  Editor:  In  the  report  of  the  September  meeting  of 
the  Council  I noticed  that  it  was  voted  to  return  the  con- 
tent of  Connecticut  Medicine  to  the  original  plan  for  which 
the  Journal  was  formed.  I am  very  happy  to  see  this  deci- 
sion. I hope  the  new  editor  will  follow  Dr.  Thoms  original 
concept  of  urging  our  members  to  submit  original  articles, 
as  you  will  note  in  my  paper  in  the  December  issue  of  Con- 
necticut Medicine. 

Please  express  to  the  Council  my  appreciation  of  their 
decision. 

Stanley  B.  Weld,  M.D. 

West  Hartford,  Conn. 


To  the  Eidtor:  May  I extend  my  congratulations  upon 
your  publishing  the  article  entitled  “The  New  Anti-Intellec- 
tualism”  (January,  1973)  by  Dr.  Robert  U.  Massey,  as  pub- 
lished in  a recent  issue  of  the  Pharos. 

All  Alpha  Omega  Alpha  members  receive  this  publication, 
but  the  vast  majority  of  our  colleagues  do  not,  and  I believe 
it  would  be  well  for  them  to  have  an  opportunity  to  read 
such  outstanding  articles.  I hope  you  will  continue  to  publish 
more  of  them. 

Charles  E.  Jacobson,  Jr.,  M.D. 

Manchester,  Conn. 


To  the  Editor:  Dr.  Clark’s  article  on  Health  Care  Planning 
touches  on  several  basic  truths;  but  his  suggested  methods 
of  implementation  are  controversial  and  perhaps  are  not 
in  the  best  interests  of  the  patient.  These  suggestions  merit 
critical  analysis. 

In  the  past  the  Facility  of  the  Office  of  the  Practicing  Phy- 
sician has  dominated  the  medical  care  delivery  system  in  the 
United  States.  It  is  a good  system  but  due  to  the  evolution 
of  society  is  developing  gaps  that  need  to  be  filled.  Power 
structures  such  as  government,  the  health  planning  bureauc- 
racy, labor,  management,  hospitals,  organized  medicine  and 
the  consumer  at  large  must  cooperate  in  the  filling  of  these 
gaps.  Organized  medicine  must  come  up  with  positive  ways  of 
implementing  this.  Organized  medicine  must  be  a leader  in 
this  process. 

However,  preconceived  plans  aimed  at  displacing  the  facil- 
ity of  the  office  of  the  practicing  physician  from  the  Amer- 
ican scene  must  be  opposed  vigorously.  Dr.  Clark  himself 
says  that  the  answer  involves  building  on  the  best  of  the 
present  system.  Yet  he  seldom  mentions  the  best  in  the  sys- 
tem— the  practicing  physician. 

Organizational  independence  is  not  the  very  antithesis  of 
the  cooperating  spirit.  Power  structures  must  cooperate  in 
the  best  interests  of  the  patient  to  fill  whatever  gaps  exist. 


Dr.  Clark  suggests  the  alternative  to  such  voluntary  orga- 
nizational cooperation  as  being  legislative  action  which  would 
build  another  bureaucracy  to  control  such  power  structures. 
Do  we  really  need  this?  Will  such  a Regional  Health  Author- 
ity be  of  benefit  to  the  patient.  At  the  moment,  I think  not. 

The  consumer  must  answer  certain  key  questions.  Does 
he  want  quality  or  does  he  want  convenience  or  both?  If 
so,  is  quality  his  right?  If  it  is  his  right,  what  responsibility 
is  he  to  be  asked  to  take  to  gain  this  right?  Is  he  willing 
lo  pay  for  it  either  directly  or  indirectly?  Is  convenience  his 
right?  If  so,  who  are  to  be  the  slaves  without  rights  in  this 
system?  The  physicians?  This  has  to  be  discussed. 

Let's  face  it.  Dr.  Clark  is  CRMP.  The  main  thrust  of  RMP, 
I thought,  was  regionalization  of  medical  facilities  to  prevent 
duplication  and  unnecessary  costs.  The  main  thrust  of 
CRMP  has  been  the  concept  that  the  hospital  should  be  the 
primary  center  of  the  system  of  medical  care  delivery.  Seldom 
is  the  facility  of  the  office  of  the  practicing  physician  men- 
tioned in  CRMP  writings.  The  full-time  third  faculty  was 
the  first  step.  Now  it  is  hospital  outreach.  Is  this  just  to 
fill  the  gaps?  Or  is  this  one  of  the  steps  toward  total  take- 
over bv  hospitals?  Are  these  steps  in  the  interest  of  the  pa- 
tient? Do  these  steps  increase  or  lessen  the  cost?  We  have 
asked  this  before,  but  where  are  the  answers?  Where  does 
CHP  (it  in?  Where  do  we  fit  in  as  practicing  physicians? 

The  question  has  been  asked  also  if  indeed  full  time  chiefs 
of  services  should  have  been  the  primary  immedite  objective 
of  CRMP.  There  is  some  question  about  this.  What  about 
the  number  of  practicing  primary  physicians  and  their 
geographical  locations  determined  by  incentives  rather  than 
by  legislative  fiat?  What  about  comparative  costs  of  delivery 
of  medical  care  in  different  settings — linked,  of  course,  to 
quality?  What  about  cancer  detection  programs?  And  what 
about  health  education  in  the  schools  starting  in  Kindergar- 
ten and  continuing  through  High  School? 

We  must  choose  between  vigorous  leadership  and  the 
yoke.  The  man  who  buries  his  head  in  the  sand  deserves 
to  have  his  rear  end  filled  with  buckshot. 

James  H.  Root,  Jr.  M.D. 

Waterbury,  Conn. 


To  the  Editor:  I am  sorry  that  an  emergency  called  me 
away  so  that  this  reply  may  be  somewhat  belated  to  your 
letter  of  December  19.  Thank  you  for  your  kind  words.  My 
comments  on  Dr.  Clark’s  paper  are  as  follows: 

Health  planning  is  a far  more  complicated  problem  than 
the  provision  of  medical  care  for  the  sick  as  is  currently 
practiced  in  hospitals  and  it  is  this  distinction  that  Dr. 
Clark  fails  to  make.  The  original  RMP  legislation  was 
designed  to  deal  with  heart  disease,  stroke,  and  cancer.  We 
now  know  enough  about  these  three  areas  to  prevent  much 
more  than  is  currently  being  treated  at  the  level  of  the 
hospital  and  medical  school  and  yet  RMP’s  total  planning 
has  so  far  concentrated  on  placing  full  time  chiefs  in  hos- 
pitals rather  than  helping  strengthen  community  activities 
that  would  keep  people  from  going  to  hospitals  in  the  first 
place.  Much  of  this  is  carried  on  by  existing  health  agencies 
and  practitioners  of  medicine  and  should  be  strengthened 
if  we  ever  are  to  truly  improve  the  delivery  of  health  services 
rather  than  multiply  the  institutional  arrangements  that 
care  for  the  sick.  Improvement  of  health  requires  investment 
in  health  services,  not  in  medical  care  services.  This  distinc- 
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i’muhel:  A Htnmtntnn  In  iExteniteit  Nursing  (Ettrr 


"Live  Exotic  Birds  Displayed  as  Restful  Therapy  for  Patients" 


Dear  Doctor: 

The  management  of  Sanibel  is  proud  to  offer  you  and  your  patients 
one  of  the  finest  extended  care  centers  in  the  state. 

Sanibel  is  located  in  suburban  Middletown  minutes  from  downtown 
general  hospital  and  professional  offices.  It  provides  you  with  the 
surety  of  considerate  assistance  that  has  become  the  Sanibel  hallmark. 

Please  call  or  write  for  more  information.  Visit  us  any  time  to  assure 
yourself  we  are  everything  we  say. 


Respectfully, 


JL  e,,Ue  W-  3iaL, 


Owner  and  Director 


THE  SANIBEL  FAMILY  OF  GUEST  HOMES  AND  CONVALESCENT  CENTERS 

Glendale,  Inc.,  Route  9,  Chester 

Sanibel  Hospital,  South  Main  Street,  Middletown  347-1696 
Chestelm,  Inc.,  Route  151,  Moodus  873-8481 
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tion  either  escapes  Dr.  Clark  or  is  neglected  in  his  analysis. 
Furthermore,  social  policy  has  a good  deal  to  do  with  health 
sendees  and  it  is  here  too  that  RMP  has  failed.  True  plan- 
ning for  health  care  (opposed  to  medical  care)  will  require 
planning  of  all  our  resources  not  just  the  beefing  up  of 
hospitals  with  full  time  chiefs.  It  will  require  better  think- 
ing as  to  how  we  build  cities,  how  we  do  early  case  finding, 
how  well  our  physicians  are  trained  to  treat  early  hyperten- 
sion (rather  than  late  strokes)  etc.  The  “grand  strategy”  of 
CRMP  appears  to  be  very  narrow  and  limited  only  to  the 
ivory  tower  of  affiliation  arrangements.  It  will  certainly  take 
broader  vision  and  the  pooling  of  many  other  approaches 
to  health  to  truly  improve  the  delivery  of  health  care  services 
(as  opposed  to  medical  care  services).  Perhaps  we  should 
emulate  the  Chinese  and  pay  our  physicians  to  help  keep 
us  well  rather  than  to  treat  us  when  we  are  sick. 

Ralph  M.  Gofstcin,  M.D.,  M.P.H. 

Director  of  Health 

Stamford  Health  Commission,  Stamford,  Conn. 

To  the  Editor:  There  has  been  public  criticism  of  the 
profession  on  the  question  of  unnecessary  surgery.  Perhaps 
some  operations  have  occurred  because  the  patient  wants 
surgery  and  a surgeon  wants  to  do  it  and  the  risk  is  minimal. 
But  any  operative  procedure  is  costly  and  rising  costs  are  a 
big  issue,  and  if  an  operation  is  only  wanted  and  not 
absolutely  needed,  and  a prepayment  system  is  in  effect,  then 
the  operation  becomes  a luxury.  Comparison  studies  have 
shown  that  where  a large  medical  group  on  fixed  salaries 
care  for  a large  number  of  patients  who  make  fixed  pay- 
ments, the  operations  done  are  fewer.  The  indications  for 
surgery  and  the  steps  taken  before  a full  commitment  is 
made  to  it  should  be  minutely  examined.  The  surgeon  who 
books  an  elective  operation  should  go  through  a ritual  of 
writing  down  “this  operation  is  necessary  at  this  time  be- 
cause etc.”  and  state  reasons  which  would  be  convincing  at 
a future  date  that  it  would  be  wrong  to  postpone  the  opera- 
tion. This  should  be  a required  item  on  the  hospital  chart 
but  could  be  written  in  the  surgeon’s  office  if  that  is  where 
the  final  decision  is  made. 

One  indication  that  should  enter  the  decision  process  is 
that  the  operation  should  not  be  postponed.  Often  the  rea- 
son for  that  has  been  that  if  the  first  surgeon  does  not  con- 
sent to  do  it,  the  patient  will  go  elsewhere  and  could  get 
it  done.  But  the  risk  of  postponement  of  surgery  has  to  be 
calculated  only  on  what  the  disease  will  do  to  the  patient 
and  nothing  else.  Therefore  operations  should  not  be  done 
by  anybody  if  they  can  be  safely  postponed. 

Doctors  will  always  differ  on  what  should  be  done,  this 
is  a healthy  thing  in  a constantly  changing  world.  And  when 
an  internist  urges  in  favor  of  an  operation  and  a surgeon 
is  against,  that  usually  marks  a healthy  selfless  atmosphere. 
The  ones  to  be  scrutinized  are  the  non-surgeons  who  are 
stubbornly  and  consistently  against  all  but  urgent  operations, 
and  the  surgeon  who  readily  resorts  to  the  scalpel  because 
doubts  have  to  be  cleared  up.  With  politicians  trying  to 
convert  medical  men  into  service  minions,  medicine  must 
keep  its  house  in  such  good  order  that  the  public  will  not 
support  politicians  who  try  to  push  the  profession  around. 
The  public  would  then  realize  that  politics  may  only  depress 
care  and  also  further  increase  its  costs. 

Sidney  Vernon,  M.D. 

Willimantic,  Conn. 


Smallpox  Vaccination 

To  the  Editor:  Feelings  and  concerns  about  discontinuing 
routine  smallpox  vaccination  in  the  United  States  should  be 
replaced  by  scientific  reasoning.  Protection  of  medical  and 
allied  personnel  at  areas  of  possible  importation  and  proper 
vigilance  preclude  the  possibility  of  a disastrous  epidemic. 
Fifteen  importations  per  year  would  be  required  to  produce 
the  same  mortality  currently  associated  with  smallpox  vac- 
cination in  this  country  (20  to  30  deaths,  500  serious  illnesses 
in  a “full”  program).  Contraindications  to  vaccination  cannot 
always  be  identified.  Hopefully  the  perfection  of  a safer 
vaccine  and  the  complete  eradication  of  the  disease  are  goals 
within  a decade’s  reach. 


References 
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Merritt  B.  Low,  M.D. 


Northampton,  Mass. 


As  of  February  12,  1973,  the  Physician  Placement  Service 
had  the  following  resumes  on  file.  Information  on  these 
candidates  may  be  obtained  by  writing  the  Society  office  at 
160  St.  Ronan  Street,  New  Haven. 

Resumes  according  to  specialty:  Anesthesiology  5:  1 Board 
certified;  3 Board  eligible.  Dermatology  2:  1 Board  eligible. 
Family  Practice  9:  1 Board  Eligible.  Industrial/ Institutional 
Medicine  8:  3 Board  eligible.  Internal  Medicine  55:  20 
Board  certified;  31  Board  eligible.  Neurology  7:  5 Board 
eligible.  Obstetrics/ Gynecology  8:  7 Board  eligible.  Ortho- 
pedics 16:  4 Board  certified;  8 Board  eligible.  Otolaryngology 
10:  5 Board  certified;  4 Board  eligible.  Ophthalmology  17:  3 
Board  certified;  8 Board  eligible.  Pathology  8:  3 Board  certi- 
fied; 3 Board  eligible.  Pediatrics  30:  12  Board  certified;  15 
Board  eligible.  Psychiatry  2:  1 Board  certified.  Radiology  7: 
4 Board  certified;  2 Board  eligible.  General  Surgery  29:  12 
Board  certified;  16  Board  eligible.  Neuro-Surgery  1:  1 Board 
eligible.  Surgery-Other  Specialties  2:  2 Board  certified. 
Urology  6:  1 Board  certified;  4 Board  eligible. 


'Right  To  Die  With  Dignity'  Position 
Approved  By  New  York  State 
Medical  Society 

" 1 he  use  of  euthanasia  is  not  in  the  province 
of  the  physician.  The  right  to  die  with  dignity,  or 
the  cessation  of  the  employment  of  extraordinary 
means  to  prolong  the  life  of  the  body  when  there 
is  irrefutable  evidence  that  biological  death  is 
inevitable,  is  the  decision  of  the  patient  and/or  the 
immediate  family  with  the  approval  of  the  family 
physician.” 


196 


Connecticut  Medicine,  April,  1973 


NOW 

GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $250.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

ARTHUR  W.  EADE,  Insurance 

ALLENBY  H.  AYR 

160  St.  Roman  Street,  New  Haven,  Connecticut  06511 
TELEPHONE  787-5947 

Commercial  Insurance  Company 
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NOTES  OF  A BIOLOGY-WATCHER 
Your  Very  Good  Health 

Lewis  Thomas,  M.D. 

We  spend  $60  billion  a year  on  health,  as  we 
keep  reminding  ourselves,  or  is  it  now  70?  Which- 
ever, it  is  a socking  sum,  and  just  to  mention  it  is 
to  suggest  the  presence  of  a vast,  powerful  enter- 
prise, intricately  organized  and  co-ordinated.  It  is, 
however,  a bewildering,  essentially  scatterbrained 
kind  of  business,  expanding  steadily  without  being 
planned  or  run  by  anyone  in  particular.  Whatever 
sum  we  spent  last  year  was  only  discovered  after 
we’d  spent  it,  and  nobody  can  be  sure  what  next 
year's  Hill  will  be.  The  social  scientists,  attracted 
by  problems  of  this  magnitude,  are  beginning  to 
swarm  in  from  all  quarters  to  take  a closer  look, 
and  the  economists  arc  all  over  the  place,  pursing 
their  lips  and  shaking  their  heads,  shipping  more 
and  more  data  off  to  the  computers,  trying  to  de- 
cide whether  this  is  a proper  industry  or  a house  of 
IBM  cards.  There  doesn’t  seem  to  be  any  doubt 
about  the  amount  of  money  being  spent,  but  it  is 
less  certain  where  it  goes,  and  for  what. 

It  has  become  something  of  a convenience  to  re- 
fer to  the  whole  endeavor  as  the  “Health  Industry.” 
This  provides  the  illusion  that  it  is  in  a general 
way  all  one  thing,  and  that  it  turns  out,  on  demand, 
a single,  unambiguous  product,  which  is  health. 
Thus,  health  care  has  become  the  new  name  for 
medicine.  Health-care  delivery  is  what  doctors  now 
do,  along  with  hospitals  and  the  other  professionals 
who  work  with  doctors,  now  known  collectively  as 
the  health  providers.  The  patients  have  become 
health  consumers.  Once  you  start  on  this  line, 
there’s  no  stopping.  Just  recently,  to  correct  some 
of  the  various  flaws,  inequities,  logistic  defects  and 
near-bankruptcies  in  today’s  health-care  delivery 
system,  the  government  has  officially  invented  new 
institutions  called  Health  Maintenance  Organiza- 
tions, already  known  familiarly  as  HMO’s,  spread- 
ing out  across  the  country  like  post  offices,  ready  to 
distribute  in  neat  packages,  as  though  from  a huge, 
newly  stocked  inventory,  health. 

Sooner  or  later,  we  are  bound  to  get  into  trouble 
with  this  word.  It  is  too  solid  and  unequivocal  a 
term  to  be  used  as  a euphemism  and  this  seems  to 
be  what  we  are  attempting.  I am  worried  that  we 
may  be  overdoing  it,  taxing  its  meaning,  to  conceal 
an  unmentionable  reality  that  we've  somehow 
agreed  not  to  talk  about  in  public.  It  won’t  work. 
Illness  and  death  still  exist  and  cannot  be  hidden. 
We  are  still  beset  by  plain  diseases,  and  we  do  not 
control  them;  they  are  loose  on  their  own,  afflicting 


us  unpredictably  and  haphazardly.  We  are  only 
able  to  deal  with  them  when  they  have  made  their 
appearance,  and  we  must  use  the  methods  of  med- 
ical care  for  this,  as  best  we  can,  for  better  or  worse. 

It  would  be  a better  world  if  this  were  not  true, 
but  the  fact  is  that  diseases  do  not  develop 
just  because  of  carelessness  about  the  preservation 
of  health.  We  do  not  become  sick  only  because  of 
a failure  of  vigilance.  Most  illnesses,  especially  the 
major  ones,  are  blind  accidents  that  we  have  no 
idea  how  to  prevent.  We  are  really  not  all  that 
good  at  preventing  disease  or  preserving  health,— 
not  yet  anyway,— and  we  are  not  likely  to  be  until 
we  have  learned  a great  deal  about  disease  mech- 
anisms. 

There  is  disagreement  on  this  point,  of  course. 
Some  of  the  believers  among  us  are  convinced  that 
once  we  get  a health-care  delivery  system  that  real- 
ly works,  the  country  might  become  a sort  of 
gigantic  spa,  offering,  like  the  labels  on  European 
mineral-water  bottles,  preventives  for  everything 
from  weak  kidneys  to  moroseness. 

It  is  a surprise  that  we  haven't  already  learned 
that  the  word  is  a fallible  incantation.  Several 
decades  of  mental  health  have  not  made  schizo- 
phrenia go  away,  nor  has  it  been  established  that 
a community  mental-health  center  can  yet  main- 
tain the  mental  health  of  a community.  These  ad- 
mirable institutions  are  demonstrably  useful  for  the 
management  of  certain  forms  of  mental  disease,  but 
that  is  another  matter. 

My  complaint  about  the  terms  is  that  they  sound 
too  much  like  firm  promises.  A Health  Mainte- 
nance Organization,  if  well  organized  and  financed, 
will  have  the  best  features  of  a clinic  and  hospital 
and  should  be  of  value  to  any  community,  but  the 
people  will  expect  it  to  live  up  to  its  new  name.  It 
will  become,  with  the  sign  over  its  door,  an  official 
institution  for  the  distribution  of  health,  and  if  in- 
tractable heart  disease  develops  in  anyone  there- 
after, as  it  surely  will  (or  multiple  sclerosis,  or  rheu- 
matoid arthritis,  or  the  majority  of  cancers  that  can 
neither  be  prevented  nor  cured,  or  chronic  neph- 
ritis, or  stroke,  or  moroseness),  the  people  will  be- 
gin looking  sidelong  and  asking  questions  in  a low 
voice. 

Meanwhile,  we  are  paying  too  little  attention, 
and  respect,  to  the  built-in  durability  and  sheer 
power  of  the  human  organism.  Its  surest  tendency 
is  toward  stability  and  balance.  It  is  a distortion, 
with  something  profoundly  disloyal  about  it,  to 
picture  the  human  being  as  a teetering,  fallible 
contraption,  always  needing  watching  and  patching, 
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always  on  the  verge  of  flapping  to  pieces;  this  is 
the  doctrine  that  people  hear  most  often,  and  most 
eloquently,  on  all  our  information  media.  We 
ought  to  be  developing  a much  better  system  for 
general  education  about  human  health,  with  more 

O 

curricular  time  for  acknowledgment,  and  even  some 
celebration,  of  the  absolute  marvel  of  good  health 
that  is  the  real  lot  of  most  of  us,  most  of  the  time. 

The  familiar  questions  about  the  needs  of  the 
future  in  medicine  are  still  before  us.  What  items 
should  be  available,  optimally,  in  an  ideal  health- 
care delivery  system?  How  do  you  estimate  the  total 
need,  per  patient  per  year,  for  doctors,  nurses, 
drugs,  laboratory  tests,  hospital  beds,  X-rays  and  so 
forth,  in  the  best  of  rational  worlds?  My  suggestion 
for  a new  way  to  develop  answers  is  to  examine,  in 
detail,  the  ways  in  which  the  various  parts  of  to- 
day’s medical-care  technology  are  used,  from  one 
day  to  the  next,  by  the  most  sophisticated,  knowl- 
edgeable and  presumably  satisfied  consumers  who 
now  have  full  access  to  the  system— namely,  the  well 
trained,  experienced,  middle-aged,  married-with- 
family  internists. 

I could  design  the  questionnaire  myself,  I think. 
How  many  times  in  the  last  five  years  have  the 
members  of  your  family,  including  yourself,  had 
any  kind  of  laboratory  test?  How  many  complete 
physical  examinations?  X-rays?  Electrocardiogram? 
How  often,  in  a year's  turning,  have  you  prescribed 
antibiotics  of  any  kind  for  yourself  or  your  family? 
How  many  hospitalizations?  How  much  surgery? 
How  many  consultations  with  a psychiatrist?  How 
many  formal  visits  to  a doctor,  any  doctor,  includ- 
ing yourself? 

I will  bet  that  if  you  got  this  kind  of  informa- 
tion, and  added  everything  up,  you  would  find  a 
quite  different  set  of  figures  from  the  ones  now  be- 
ing projected  in  official  circles  for  the  population 
at  large.  I have  tried  it  already,  in  an  unscientific 
way,  by  asking  around  among  my  friends.  My  data, 
still  soft  but  fairly  consistent,  reveal  that  none  of 
my  internist  friends  have  had  a routine  physical 
examination  since  military  service;  very  few  have 
been  X-rayed  except  by  dentists;  almost  all  have 
resisted  surgery;  laboratory  tests  for  anyone  in  the 
family  are  extremely  rare.  They  use  a lot  of  aspirin, 
but  they  seem  to  write  very  few  prescriptions  and 
almost  never  treat  family  fever  with  antibiotics. 
This  is  not  to  say  that  they  do  not  become  ill;  these 
families  have  the  same  incidence  of  chiefly  respira- 
tory and  gastrointestinal  illness  as  everyone  else,  the 
same  number  of  anxieties  and  bizarre  notions,  and 
the  same  number— on  balance,  a small  number— of 
frightening  or  devastating  diseases. 


It  will  be  protested  that  internists  and  their 
households  are  really  full-time  captive  patients  and 
cannot  fairly  be  compared  to  the  rest  of  the  popula- 
tion. As  each  member  of  the  family  appears  at  the 
breakfast  table,  the  encounter  is,  in  effect,  a house- 
call.  The  father  is,  in  the  liveliest  sense,  a family 
doctor.  This  is  true,  but  all  the  more  reason  for 
expecting  optimal  use  to  be  made  of  the  full  range 
of  medicine’s  technology.  There  is  no  problem  of 
access,  the  entire  health-care  delivery  system  is  im- 
mediately at  hand,  and  the  cost  of  all  items  is  surely 
less  than  that  for  non-meclical  families.  All  the 
usual  constraints  that  limit  the  use  of  medical  care 
by  the  general  population  are  absent. 

If  my  hunch,  based  on  the  small  sample  of  pro- 
fessional friends,  is  correct,  these  people  apear  to 
use  modern  medicine  quite  differently  from  the 
ways  in  which  we  have  systematically  been  educat- 
ing the  public  over  the  last  few  decades.  It  cannot 
be  explained  away  as  an  instance  of  shoemakers’ 
children  going  without  shoes.  Doctors’  families  do 
tend  to  complain  that  they  receive  less  medical  at- 
tention than  their  friends  and  neighbors,  but  they 
seem  a normal,  generally  healthy  lot,  with  a re- 
markably low  incidence  of  iatrogenic  illness. 

The  great  secret,  known  to  internists  and  learned 
early  in  marriage  by  internists’  wives,  but  still  hid- 
den from  the  general  public,  is  that  most  things 
get  better  by  themselves.  Most  things,  in  fact,  are 
better  by  morning. 

It  is  conceivable  that  we  might  be  able  to  pro- 
vide good  medical  care  for  everyone  needing  it,  in 
a new  system  designed  to  assure  equity,  provided 
we  can  restrain  ourselves,  or  our  computers,  from 
designing  a system  in  which  all  200  million  of  us 
are  assumed  to  be  in  constant  peril  of  failed  health 
every  day  of  our  lives.  In  the  same  sense  that  our 
judicial  system  presumes  us  to  be  innocent  until 
proved  guilty,  a medical-care  system  may  work  best 
if  it  starts  with  the  presumption  that  most  people 
are  healthy.  Left  to  themselves,  computers  may  try 
to  do  it  in  the  opposite  way,  taking  it  as  given 
that  some  sort  of  direct,  continual,  professional 
intervention  is  required  all  the  time,  to  maintain 
the  health  of  each  citizen,  and  we  will  end  up 
spending  all  our  money  on  nothing  but  that.  Mean- 
while, there  is  a long  list  of  other  things  to  do  if 
we  are  to  change  the  way  we  live  together,  especial- 
ly in  our  cities,  in  time.  Social  health  is  another 
kind  of  problem,  more  complex  and  urgent,  and 
there  will  be  other  bills  to  pay. 

Reprinted  from  The . New  England  Journal  of  Medicine, 
October  12,  1972,  with  permission  of  the  author,  and  of  the 
editor,  Franz  J.  Ingelfnger , M.D. 
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Hippocrates,  Galen,  Avicenna  — 
how  would  they 
practice  medicine  today? 


More  than  likely  they  would  be  in  group 
practice.  Leaders  in  medicine  then,  they 
would  again  be  leaders  today.  And  the 
chances  are  they  would  strongly  favor 
practicing  in  an  environment  that  repre- 
sents a wide  scope  of  medical  expertise 
under  one  roof.  And  what  a team  they 
would  make! 

But  who  would  be  their  administrative  team 
mate  — the  one  that  does  the  billing,  insur- 
ance forms,  keeps  management  records, 


makes  sure  about  collections,  and  prepares 
the  much  needed  management  reports? 
We’d  like  to  think  it  would  be  us  ...  to 
make  an  even  better  team.  More  efficient. 
Better  collections.  Complete  control. 

A better  group  practice. 

What  we’ve  got  to  offer  is  simply  today’s 
most  advanced  and  most  compatible  busi- 
ness system  for  medical  groups.  If  you’d 
like  us  to  demonstrate  what  we  can  do  for 
you,  just  call. 
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A seventy  year  old  white  female  was  admitted  to 
The  Stamford  Hospital  with  a urinary  tract  infec- 
tion complicated  by  urinary  retention.  A catheter 
was  inserted  and  Nitrofurantoin  400  mg  was  ad- 
ministered daily.  At  bed-rest  the  patient  developed 
a deep  thrombophlebitis  in  the  left  leg  and  anti- 
coagulant therapy  was  begun.  On  the  eighteenth 
hospital  day,  a temperature  of  10f°F  was  recorded 
associated  with  a chill,  cough,  scattered  rales  and 
a maculopapular  rash  over  the  trunk  and  extremi- 
ties. The  white  blood  count  rose  to  20,000  with 
83%  polymorpho-nuclear  leucocytes  and  a 3% 
eosinophiles;  the  latter  in  turn  rising  to  18%  the 
following  day.  A chest  him  was  obtained. 

Radiographs:  Portable 

A frontal  him  of  the  chest  taken  on  the  eight- 
eenth hospital  clay  (Fig.  1),  reveals  confluent  in- 
filtration in  both  upper  lobes  with  a left  pleural 
effusion.  The  lower  lobes  remain  relatively  free 
of  disease.  A follow-up  him  four  clays  later  (Fig.  2) 
discloses  moderate  improvement  in  the  upper  lobe 
infiltrates  but  a small  residual  left  pleural  effusion 
persists.  Cardiac  size  remains  normal. 

Discussion: 

The  radiographic  findings  in  this  elderly  lady 
are  non-specific  per  se,  being  consistent  with  bi- 
lateral pneumonia  associated  with  pleural  fluid. 
The  clinical  findings  of  fever,  chills,  cough,  and 
white  blood  cell  elevation  certainly  would  be  com- 
patible with  a bacterial  pneumonia.  Other  clinical 
considerations,  especially  in  the  face  of  peripheral 
thrombophlebitis  would  naturally  include  pulmo- 
nary emboli  with  infarction,  although  bilateral  up- 
per lobe  involvement  is  less  common  than  involve- 
ment of  the  lower  lobes  and  the  aforementioned 
symptomatology  and  leucocytosis  is  not  usually 
associated  with  thromboembolic  disease. 

The  impressive  findings  of  a maculopapular  rash 
and  the  rapid  appearance  of  a marked  eosinophilia 
of  18%  and  “pneumonia”  should  lead  the  clinician 
to  the  conclusion  that  his  patient  is  manifesting 


some  form  of  hypersensitivity  reaction— in  this  case, 
to  the  antimicrobial  Nitrofurantoin  (Furadantin, 
Eaton  Laboratories). 

The  lungs  may  show  a hypersensitivity  to  Nitro- 
furantoin either  in  an  acute  or  chronic  form.  The 
more  commonly  recognized  acute  reaction  is  mani- 
fested as  in  this  patient,  by  fever,  chills,  cough, 
eosinophilia  and  a maculopapular  rash.  The  radio- 
graphic  findings  in  the  lungs  vary  from  a so-called 
alveolar  or  homogeneous  confluent  pattern  as  in 
this  patient,  to  principally  an  interstitial  appear- 
ance, in  which  the  supporting  structures  of  the 
parenchyma  are  involved.  Unlike  the  case  under 
discussion,  the  chest  film  findings  are  more  com- 
monly found  in  the  lower  lobes.  Pleural  effusions 
are  common  and  the  radiographic  findings  resolve 
rapidly  following  discontinuance  of  the  drug  (the 
drug  was  discontinued  one  day  after  the  initial 
film).  No  fatalities  have  been  reported  and  lung 
biopsies  disclose  a granulomatous  vasculitis. 

The  chronic  form  may  Ire  seen  in  patients  re- 
ceiving Furadantin  for  a time  intex  val  of  six  months 
to  six  years.  In  these  individuals  there  is  no  acute 
symptomatology  or  eosinophilia.  Chest  films  may 
reveal  a diffuse,  non-specific,  bilateral,  basilar  in- 
terstitial process  without  pleural  fluid.  Pulmonary 
function  studies  often  disclose  a restrictive  picture 
with  diffusion  deficits.  Lung  biopsies  show  a chronic 
interstitial  pneumonia  and  fibrosis.  Discontinuance 
of  the  drug  allows  moderate  to  marked  improve- 
ment in  the  function  tests. 

Final  Diagnosis 

Hypersensitivity  of  the  lung  to  Nitrofurantoin 
(“Furadantin  pneumonia”). 
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Talk  To  New  Haven 
Medical  Association,  1903 


Sir  William  Osier,  Bt.,  M.D.,  F.R.S. 


As  the  Autocrat  remarks: 

Little  of  all  we  value  here 

Wakes  on  the  morn  of  its  hundredth  year. 

All  the  more  reason  to  honour  such  occasions  as 
the  present  in  an  appropriate  manner.  The  tribute 
of  words  that  I gladly  bring— and  that  you  may 
take  as  expressing  the  sentiments  of  your  brethren 
at  large— necessarily  begins  with  congratulations 
that  your  society  has  passed  into  the  select  group  of 
those  that  have  reached  a century  of  existence.  But 
congratulations  must  be  mingled  with  praise  of  the 
band  of  noble  men  who,  in  1803,  made  this  gather- 
ing possible.  It  is  true  they  did  but  follow  the  lead 
of  their  colleagues  of  Litchfield  County  and  their 
own  example  when,  in  1784,  the  physicians  of  this 
county  organized  what  is  now  one  of  the  oldest 
medical  societies  in  the  land.  In  the  introduction  to 
the  volume  of  Transactions  of  this  Society,  pub- 
lished in  1788,  the  following  brief  statements  are 
made  as  to  the  objects  of  the  organization,  which 
may  be  transposed  from  the  parent  to  the  child, 
and  which  I quote  in  illustration  of  the  character 
of  the  men  and  as  giving  in  brief  the  chief  uses  of 
a medical  society:  “This  society  was  formed  on  the 
most  liberal  and  generous  principles,  and  was  de- 
signed, first,  to  lay  a foundation  for  that  unanimity 
and  friendship  which  is  essential  to  the  dignity  and 
usefulness  of  the  profession;  to  accomplish  which, 
they  resolved,  secondly,  to  meet  once  in  three 
months;  thirdly,  that  in  all  cases  where  counsel  is 
requisite  they  will  assist  each  other  without  reserve; 
fourthly,  that  all  reputable  practitioners  in  the 
country,  who  have  been  in  the  practice  for  one  year 
or  more,  may  be  admitted  members;  fifthly,  that 
they  will  communicate  their  observations  on  the 
air,  seasons  and  climate,  with  such  discoveries  as 
they  may  make  in  physic,  surgery,  botany  or 
chemistry,  and  deliver  faithful  histories  of  the  vari- 

1 Centennial  celebration  of  the  New  Haven  Medical  Associa- 
tion, New  Haven,  January  6,  1903. 


ous  diseases  incident  to  the  inhabitants  of  this 
country,  with  the  mode  of  treatment  and  event 
in  singular  cases;  sixthly,  to  open  a correspondence 
with  the  medical  societies  in  the  neighbouring  states 
and  in  Europe,  for  which  purpose  they  have  a 
standing  committee  of  correspondence;  seventhly, 
to  appoint  a committee  for  the  purpose  of  examin- 
ing candidates  for  the  profession,  and  to  give  certifi- 
cates to  the  deserving.”  Changed  conditions  have 
changed  some  of  these  objects,  but  in  the  main 
they  hold  good  to-day. 

Some  of  the  paragraphs  have  suggested  to  me 
the  subject  of  my  address— the  educational  value 
of  the  medical  society.  There  are  many  problems 
and  difficulties  in  the  education  of  a medical  stu- 
dent, but  they  are  not  more  difficult  than  the  ques- 
tion of  the  continuous  education  of  the  general 
practitioner.  Over  the  one  we  have  some  control, 
over  the  other,  none.  The  university  and  the  state 
board  make  it  certain  that  the  one  has  a minimum, 
at  least,  of  professional  knowledge,  but  who  can  be 
certain  of  the  state  of  that  knowledge  of  the  other 
in  five  or  ten  years  from  the  date  of  his  graduation? 
The  specialist  may  be  trusted  to  take  care  of  him- 
self—the  conditions  of  his  existence  demand  that  he 
shall  be  abreast  of  the  times;  but  the  family  doctor, 
the  private  in  our  great  army,  the  essential  factor 
in  the  battle,  should  be  carefully  nurtured  by  the 
schools  and  carefully  guarded  by  the  public.  Hu- 
manly speaking,  with  him  are  the  issues  of  life 
and  death,  since  upon  him  falls  the  grievious  re- 
sponsibility in  those  terrible  emergencies  which 
bring  darkness  and  despair  to  so  many  households. 
No  class  of  men  needs  to  call  to  mind  more  often 
the  wise  comment  of  Plato  that  education  is  a life- 
long business.  The  difficulties  are  partly  adherent 
to  the  subject,  partly  have  to  do  with  the  individual 
and  his  weakness.  The  problems  of  disease  are  more 
complicated  and  difficult  than  any  others  with 
which  the  trained  mind  has  to  grapple;  the  condi- 
tions in  any  given  case  may  be  unlike  those  in  any 
other;  each  case,  indeed,  may  have  its  own  problem. 
Law,  constantly  looking  back,  has  its  forms  and 
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procedures,  its  precedents  and  practices.  Once 
grasped,  the  certainties  of  divinity  make  its  study 
a delight  and  its  practice  a pastime;  but  who  can 
tell  of  the  uncertainties  of  medicine  as  an  art?  The 
science  on  which  it  is  based  is  accurate  and  definite 
enough;  the  physicis  of  a man’s  circulation  are  the 
physics  of  the  waterworks  of  the  town  in  which  he 
lives,  but  once  out  of  gear,  you  cannot  apply  the 
same  rules  for  the  repair  of  the  one  as  of  the  other. 
Variability  is  the  law  of  life,  and  as  no  two  faces 
are  the  same,  so  no  two  bodies  are  alike,  and  no 
two  individuals  react  alike  and  behave  alike  under 
the  abnormal  conditions  which  we  know  as  disease. 
This  is  the  fundamental  difficulty  in  the  education 
of  the  physician,  and  one  which  he  may  never 
grasp,  or  he  takes  it  so  tenderly  that  it  hurts  instead 
of  boldly  accepting  the  axiom  of  Bishop  Butler, 
more  true  of  medicine  than  of  any  other  profes- 
sion: “Probability  is  the  guide  of  life.”  Surrounded 
by  people  who  demand  certainty,  and  not  philos- 
opher enough  to  agree  with  Locke  that  "Probability 
supplies  the  defect  of  our  knowledge  and  guides  us 
when  that  fails  and  is  always  conversant  about 
things  of  which  we  have  no  certainty,”  the  practi- 
tioner too  often  gets  into  a habit  of  mind  which 
resents  the  thought  that  opinion,  not  full  knowl- 
edge, must  be  his  stay  and  prop.  There  is  no  dis- 
credit, though  there  is  at  times  much  discomfort,  in 
this  everlasting  perhaps  with  which  we  have  to  pref- 
ace so  much  connected  with  the  practice  of  our 
art.  It  is,  as  I said,  inherent  in  the  subject.  Take 
in  illustration  an  experience  of  last  week.  I saw  a 
patient  with  Dr.  Bolgiano  who  presented  marked 
pulsation  to  the  left  of  the  sternum  in  the  second, 
third  and  fourth  interspaces,  visible  even  before 
the  night-dress  was  removed,  a palpable  impulse 
over  the  area  of  pulsation,  flatness  on  percussion, 
accentuated  heart  sounds  and  a soft  systolic  bruit. 
When  to  this  were  added  paralysis  of  the  left  recur- 
rent laryngeal  nerve,  smallness  of  the  radial  pulse 
on  the  left  side,  and  tracheal  tugging,  there  is  not 
one  of  you  who  would  not  make,  under  such  cir- 
cumstances, the  diagnosis  of  aneurism  of  the  aorta. 
Few  of  us,  indeed,  would  put  in  the  perhaps , or 
think  of  it  as  a probability  with  such  a combina- 
tion of  physical  signs,  and  yet  the  associate  condi- 
tions which  had  been  present— a small  primary 
tumour  of  the  left  lobe  of  the  thyroid,  with  second- 
ary nodules  in  the  lymph  glands  of  the  neck  and 
involvement  of  the  mediastinum  and  metastases 
in  the  brain  with  optic  neuritis— left  no  question 
that  the  tumour  causing  the  remarkable  intra- 
thoracic  combination  was  not  aneurismal  but 


malignant.  Listen  to  the  appropriate  comment  of 
the  Father  of  Medicine,  who  twenty-five  centuries 
ago  had  not  only  grasped  the  fundamental  con- 
ception of  our  art  as  one  based  on  observation,  but 
had  laboured  also  through  a long  life  to  give  to  the 
profession  which  he  loved  the  saving  health  of 
science— listen,  I say,  to  the  words  of  his  famous 
aphorism:  “Experience  is  fallacious  and  judgment 
difficult!” 

But  the  more  serious  problem  relates  to  the  edu- 
cation of  the  practitioner  after  he  has  left  the 
schools.  The  foundation  may  not  have  been  laid 
upon  which  to  erect  an  intellectual  structure,  and 
too  often  the  man  starts  with  a total  misconception 
of  tire  prolonged  struggle  necessary  to  keep  the 
education  he  has,  to  say  nothing  of  bettering  the 
instruction  of  the  schools.  As  the  practice  of  med- 
icine is  not  a business  and  can  never  be  one,1  the 
education  of  the  heart— the  moral  side  of  the  man 
—must  keep  pace  with  the  education  of  the  head. 
Our  fellow  creatures  cannot  be  dealt  with  as  man 
deals  in  corn  and  coal;  “the  human  heart  by  which 
we  live”  must  control  our  professional  relations. 
After  all,  the  personal  equation  has  most  to  do  with 
success  or  failure  in  medicine,  and  in  the  trials  of 
life  the  fire  which  strengthens  and  tempers  the 
metal  of  one  may  soften  and  ruin  another.  In  his 
philosophy  of  life  the  young  doctor  will  find  Rabbi 
Ben  Ezra2  a better  guide,  with  his  stimulating 

Then,  welcome  each  rebuff 

That  turns  earth’s  smoothness  rough. 

Each  sting  that  bids  nor  sit  nor  stand  but  go! 

than  Omar,  whose  fatalism,  so  seductive  in  Fitz- 
gerald's verses,  leaves  little  scope  for  human  effort. 

For  better  or  worse,  there  are  few  occupations  of 
a more  satisfying  character  than  the  practice  of 

1 In  every  age  there  have  been  Elijahs  ready  to  give  up  in 
despair  at  the  progress  of  commercialism  in  the  profession. 
Garth  says  in  1699  ( Dispensary ) — 

How  sickening  Physick  hangs  her  pensive  head 
And  what  was  once  a Science,  now’s  a Trade. 

Of  medicine,  many  are  of  the  opinion  expressed  by  one  of 
Akenside’s  disputants  at  Tom’s  Coffee  House,  that  the  an- 
cients endeavoured  to  make  it  a science  and  failed,  and  the 
moderns  to  make  it  a trade  and  have  succeeded.  To-day  the 
cry  is  louder  than  ever,  and  in  truth  there  are  grounds  for 
alarm;  but,  on  the  other  hand,  we  can  say  to  these  Elijahs 
that  there  are  many  more  than  7,000  left  who  have  not 
bowed  the  knee  to  this  Baal,  but  who  practice  caute  caste 
et  probe. 

2 See  Browning’s  poem.  A good  little  edition  has  just  been 
issued  (with  an  introduction  by  William  Adams  Slade),  which 
I commend  to  young  graduates. 
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medicine,  if  a man  can  but  once  get  orientirt  and 
bring  to  it  the  philosophy  of  honest  work,  the 
philosophy  which  insists  that  we  are  here,  not  to 
get  all  we  can  out  of  the  life  about  us,  but  to  see 
how  much  we  can  add  to  it.  The  discontent  and 
grumblings  which  one  hears  have  their  source  in 
the  man  more  often  than  in  his  environment.  In 
the  nature  of  the  material  in  which  we  labour  and 
of  which,  by  the  way,  we  are  partakers,  there  is 
much  that  could  be  improved,  but,  as  Mrs.  Poyser 
remarks,  we  must  accept  men  as  the  Lord  made 
them,  and  not  expect  too  much.  But  let  me  say 
this  of  the  public:  it  is  rarely  responsible  for  the 
failures  in  the  profession.  Occasionally  a man  of 
superlative  merit  is  neglected,  but  it  is  because  he 
lacks  that  most  essential  gift,  the  knowledge  how  to 
use  his  gifts.  The  failure  in  99  per  cent,  of  the 
cases  is  in  the  man  himself;  he  has  not  started  right, 
the  poor  chap  has  not  had  the  choice  of  his  parents, 
or  his  education  has  been  faulty,  or  he  has  fallen 
away  to  the  worship  of  strange  gods,  Baal  or 
Ashtoreth,  or  worse  still,  Bacchus.  But  after  all  the 
killing  vice  of  the  young  doctor  is  intellectual  lazi- 
ness. He  may  have  worked  hard  at  college,  but  the 
years  of  probation  have  been  his  ruin.  Without 
specific  subjects  upon  which  to  work,  he  gets  the 
newspaper  or  the  novel  habit,  and  fritters  his 
energies  upon  useless  literature.  There  is  no  greater 
test  of  a man’s  strength  than  to  make  him  mark 
time  in  the  “stand  and  wait”  years.  Habits  of  sys- 
tematic reading  are  rare,  and  are  becoming  more 
rare,  and  five  or  ten  years  from  his  license,  as 
practice  begins  to  grow,  may  find  the  young  doctor 
knowing  less  than  he  did  when  he  started  and 
without  fixed  educational  purpose  in  life. 

Now  here  is  where  the  medical  society  may  step 
in  and  prove  his  salvation.  The  doctor’s  post-grad- 
uate education  comes  from  patients,  from  books 
and  journals,  and  from  societies,  which  should  be 
supplemented  every  five  or  six  years  by  a return  to 
a post-graduate  school  to  get  rid  of  an  almost  in- 
evitable slovenliness  in  methods  of  work.  Of  his 
chief  teachers,  his  patients,  I cannot  here  speak. 
Each  case  has  its  lesson— a lesson  that  may  be,  but 
is  not  always,  learnt,  for  clinical  wisdom  is  not  the 
equivalent  of  experience.  A man  who  has  seen  500 
cases  of  pneumonia  may  not  have  the  understand- 
ing of  the  disease  which  comes  with  an  intelligent 
study  of  a score  of  cases,  so  different  are  knowledge 
and  wisdom,  which,  as  the  poet  truly  says,  “far  from 
being  one  have  ofttimes  no  connexion.”  Nor  can  1 
speak  of  his  books  and  journals,  but  on  such  an 
occasion  as  the  present  it  seems  appropriate  to  say 


a few’  words  on  the  educational  value  of  the  medical 
society. 

The  first,  and  in  some  respects  the  most  impor- 
tant, function  is  that  mentioned  by  the  wise  found- 
ers of  your  parent  society— to  lay  a foundation  for 
that  unity  anti  friendship  which  is  essential  to  the 
dignity  and  usefulness  of  the  profession.  Unity  and 
friendship!  How  we  all  long  for  them,  but  how 
difficult  to  attain!  Strife  seems  rather  to  be  the  very 
life  of  the  practitioner,  w’hose  warfare  is  incessant 
against  disease  and  against  ignorance  and  prejudice, 
and,  sad  to  have  to  admit,  he  too  often  lets  his 
angry  passions  rise  against  his  professional  brother. 
The  quarrels  of  doctors  make  a pretty  chapter  in 
the  history  of  medicine.  Each  generation  seems  to 
have  had  its  own.  The  Coans  and  the  Cnidians,  the 
Arabians  and  the  Galenists,  the  humoralists  and 
the  solidists,  the  Brunonians  and  the  Broussaisians, 
the  homeopaths  and  the  regulars,  have,  in  different 
centuries,  rent  the  robe  of  /Esculapius.  But  these 
larger  quarrels  are  becoming  less  and  less  intense, 
and  in  the  last  century  no  new  one  of  moment 
sprang  up,  while  it  is  easy  to  predict  that  in  the 
present  century,  when  science  has  fully  leavened  the 
dough  of  homeopathy,  the  great  breach  of  our  day 
will  be  healed.  But  in  too  many  towns  and  smaller 
communities  miserable  frictions  prevail,  and  bicker- 
ings and  jealousies  mar  the  dignity  and  usefulness 
of  the  profession.  So  far  as  my  observation  goes,  the 
fault  lies  with  the  older  men.  The  young  fellow,  if 
handled  aright  and  made  to  feel  that  he  is  wel- 
comed and  not  regarded  as  an  intruder  to  be 
shunned,  is  only  too  ready  to  hold  out  the  hand  of 
fellowship.  The  society  comes  in  here  as  profes- 
sional cement.  The  meetings  in  a friendly  social 
way  lead  to  a free  and  open  discussion  of  differ- 
ences in  a spirit  that  refuses  to  recognize  differences 
of  opinion  on  the  non-essentials  of  life  as  a cause 
of  personal  animosity  or  ill-feeling.  An  attitude  of 
mind  habitually  friendly,  more  particularly  to  the 
young  man,  even  though  you  feel  him  to  be  the 
David  to  whom  your  kingdom  may  fall,  a little  of 
the  old-fashioned  courtesy  which  makes  a man 
shrink  from  wounding  the  feelings  of  a brother 
practitioner— in  honour  preferring  one  another; 
with  such  a spirit  abroad  in  the  society  and  among 
its  older  men,  there  is  no  room  for  envy,  hatred, 
malice  or  any  uncharitableness.  It  is  the  con- 
founded tales  of  patients  that  so  often  set  us  by  the 
ears,  but  if  a man  makes  it  a rule  never  under  any 
circumstances  to  believe  a story  told  by  a patient  to 
the  detriment  of  a fellow-practitioner— even  if  he 
knows  it  to  be  true!— though  the  measure  he  metes 
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may  not  be  measured  to  him  again,  he  will  have 
the  satisfaction  of  knowing  that  he  has  closed  the 
ears  of  his  soul  to  ninety-nine  lies,  and  to  have 
missed  the  hundredth  truth  will  not  hurt  him. 
Most  of  the  quarrels  of  doctors  are  about  non- 
essential,  miserable  trifles  and  annoyances— the  pin 
pricks  of  practice— which  would  sometimes  try  the 
patience  of  Job,  but  the  goodfellowship  and  friend- 
ly intercourse  of  the  medical  society  should  reduce 
these  to  a minimum. 

The  well-conducted  medical  society  should  rep- 
resent a clearing  house,  in  which  every  physician  of 
the  district  would  receive  his  intellectual  rating, 
and  in  which  he  could  find  out  his  professional 
assets  and  liabilities.  We  doctors  do  not  “take  stock" 
often  enough,  and  are  very  apt  to  carry  on  our 
shelves  stale,  out-of-date  goods.  The  society  helps 
to  keep  a man  “up  to  the  times,”  and  enables  him 
to  refurnish  his  mental  shop  with  the  latest  wares. 
Rightly  used,  it  may  be  a touchstone  to  which  he 
can  bring  his  experiences  to  the  test  and  save  him 
from  falling  into  the  rut  of  a few  sequences.  It 
keeps  his  mind  open  and  receptive,  and  counteracts 
that  tendency  to  premature  senility  which  is  apt  to 
overtake  a man  who  lives  in  a routine.  Upon  one  or 
two  specially  valuable  features  of  the  society  I 
may  dwell  for  a moment  or  two. 

In  a city  association  the  demonstration  of  instruc- 
tive specimens  in  morbid  anatomy  should  form  a 
special  feature  of  the  work.  After  all  has  been  done, 
many  cases  of  great  obscurity  in  our  daily  rounds 
remain  obscure,  and  as  post-mortems  are  few  and 
far  between,  the  private  practitioner  is  at  a great 
disadvantage,  since  his  mistakes  in  diagnosis  are 
less  often  corrected  than  are  those  of  hospital  phy- 
sicians. No  more  instructive  work  is  possible  than 
carefully  demonstrated  specimens  illustrating  dis- 
turbance of  function  and  explanatory  of  the  clin- 
ical symptoms.  It  is  hard  in  this  country  to  have 
the  student  see  enough  morbid  anatomy,  the  aspects 
of  which  have  such  an  important  bearing  upon 
the  mental  attitude  of  the  growing  doctor.  For  the 
crass  therapeutic  credulity,  so  widespread  to-day, 
and  upon  which  our  manufacturing  chemists  wax 
fat,  there  is  no  more  potent  antidote  than  the 
healthy  scepticism  bred  of  long  study  in  the  post- 
mortem room.  The  new  pathology,  so  fascinating 
and  so  time-absorbing,  tends,  I fear,  to  grow  away 
from  the  old  morbid  anatomy,  a training  in  which 
is  of  such  incalculable  advantage  to  the  physician. 
It  is  a subject  which  one  must  learn  in  the  medical 
school,  but  the  time  assigned  is  rarely  sufficient  to 
give  the  student  a proper  grasp  of  the  subject.  The 


younger  men  should  be  encouraged  to  make  the 
exhibition  of  specimens  part  of  the  rountine  work 
of  each  meeting.  Something  may  be  learned  from 
the  most  ordinary  case  if  it  is  presented  with  the 
special  object  of  illustrating  the  relation  of  dis- 
turbed function  to  altered  structure.  Of  still  greater 
educational  value  is  the  clinical  side  of  the  society. 
No  meeting  should  be  arranged  without  the  pres- 
entation of  patients,  particularly  those  illustrating 
rare  and  unusual  forms  of  disease.  Many  diseases 
of  the  skin  and  of  the  joints,  a host  of  nervous  af- 
fections, and  many  of  the  more  remarkable  of  gen- 
eral maladies,  as  myxoedema,  cretinism,  achon- 
droplasia, etc.,  are  seen  so  rarely  and  yet  are  so 
distinctive,  requiring  only  to  be  seen  to  be  rec- 
ognized, that  it  is  incumbent  upon  members  to  use 
the  society  to  show  such  cases.  A clinical  evening 
devoted  to  these  rarer  affections  is  of  very  great 
help  in  diffusing  valuable  knowledge.  The  impor- 
tance of  a clinical  demonstration  was  never  better 
illustrated  than  at  the  International  Congress  in 
London  in  1881,  when  Dr.  Ord  and  others  pre- 
sented one  morning  at  the  Clinical  Museum  a 
group  of  cases  of  myxoedema.  There  were  men  from 
all  parts  of  the  world,  and  the  general  recognition 
of  the  disease  outside  of  England  dates  from  that 
meeting.  The  physiognomy  of  disease  is  learned 
slowly,  and  yet  there  are  a great  many  affections 
which  can  be  recognized,  sometimes  at  a glance, 
more  often  by  careful  inspection,  without  any  his- 
tory. The  society  should  be  a school  in  which  the 
scholars  teach  each  other,  and  there  is  no  better 
way  than  by  the  demonstration  of  the  more  unusual 
cases  that  happen  to  fall  in  your  way.  I have  gone 
over  my  history  cards  of  private  patients  brought 
or  sent  to  me  by  last-year  physicians,  in  which  the 
disease  was  not  diagnosed  though  recognizable  de 
visu.  Gout,  pseudo-hypertrophic  muscular  paralysis, 
hysterical  lordosis,  spondylitis  deformans,  preataxic 
tabes  (myosis,  ptosis,  etc.),  Graves’  disease,  Parkin- 
son's disease,  anorexia  nervosa,  Raynaud’s  disease, 
pernicious  anaemia,  spastic  diplegia,  spastic  hemi- 
plegia and  cyanosis  of  chronic  emphysema  were  on 
the  list.  Some  of  these  are  rare  diseases,  but  at  an 
active  society  in  the  course  of  a few  years  every 
one  of  them  could  be  demonstrated. 

The  presentation  of  the  histories  of  cases  may  be 
made  very  instructive,  but  this  is  often  a cause  of 
much  weariness  and  dissatisfaction.  A brief  oral 
statement  of  the  special  features  of  a case  is  much 
to  be  preferred  to  a long,  written  account.  The 
protocol  or  daily  record  of  a long  case  should  never 
be  given  in  full.  The  salient  points  should  be 
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brought  out,  particularly  the  relation  the  case  bears 
to  the  known  features  of  the  disease  and  to  diagnosis 
and  treatment.  The  volume  of  the  Transactions  of 
the  New  Haven  County  Medical  Society,  1788,  con- 
tains many  admirably  reported  cases.  I select  one 
for  special  comment,  as  it  is,  so  far  as  I know,  the 
first  case  on  record  of  a most  remarkable  disease, 
to  which  much  attention  has  been  paid  of  late— 
the  hypertrophic  stenosis  of  the  pylorus  in  children 
(see  full  discussion  in  the  Lancet  of  December  20, 
1902).  Dr.  Hezekiah  Beardsley  reports  a Case  of 
Schirrhus  of  the  Pylorus  of  an  Infant.  Every  feature 
ol  the  disease  as  we  know  it  now  is  noted— the  con- 
stant puking,  the  leanness,  the  wizened,  old  look  of 
the  child  are  well  described,  and  the  diagnosis  was 
made  four  months  before  death!  The  post-mortem 
showed  a dilated  and  hypertrophied  stomach  and 
the  pylorus  was  invested  with  a hard,  compact 
substance  or  schirrosity  which  so  completely  ob- 
structed the  passage  into  the  duodenum,  as  to  ad- 
mit with  the  greatest  difficulty  the  finest  fluid.”  It 
other  men  had  been  as  accurate  and  careful  as  Dr. 
Beardsley,  and  if  other  societies  had  followed  the 
good  example  set  so  early  by  the  New  Haven 
County  Medical  Association,  not  only  would  this 
rare  disease  have  been  recognized,  but  by  the  ac- 
cumulation of  accurate  observations  many  another 
disease  would  have  yielded  its  secret.  But  it  illus- 
trates the  old  story—  there  is  no  more  difficult  art 
to  acquire  than  the  art  of  observation,  and  for  some 
men  it  is  quite  as  difficult  to  record  an  observation 
in  brief  and  plain  language. 

In  no  way  can  a society  better  help  in  the  edu- 
cation of  its  members  than  in  maintaining  for  them 
a good  library,  and  I am  glad  to  know  that  this 
is  one  of  your  functions.  It  is  most  gratifying  to 
note  the  growing  interest  in  this  work  in  all  parts 
of  the  country.  In  the  last  number  of  the  Bulletin 
of  the  Association  of  Medical  Librarians  there  is 
a list  of  twenty-five  societies  with  medical  libraries. 
An  atti  active  reading-room,  with  the  important 
weekly  journals,  and  with  shelves  stocked  with  the 
new  books  in  different  departments,  becomes  an 
educational  centre  in  which  the  young  man  can 
keep  up  his  training  and  to  which  the  older  practi- 
tioner can  go  for  advice  when  he  is  in  despair  and 
for  reassurance  when  he  is  in  doubt.  The  self- 
sacrifice  necessary  to  establish  and  maintain  such 
a library  does  good  to  the  men  who  take  part  in 
it;  harmony  is  promoted,  and,  in  the  words  of  your 
fathers,  the  dignity  and  usefulness  of  the  profession 
are  maintained. 

Why  is  it  that  a large  majority  of  all  practitioners 


are  not  members  of  a medical  society?  Dr.  Sim- 
mons estimates  that  there  are  77,000  physicians 
in  the  United  States  who  do  not  belong  to  any  med- 
ical society  whatever!  In  part  this  is  due  to  apathy 
of  the  officers  and  failure  to  present  an  attractive 
programme,  but  more  often  the  fault  is  in  the  men. 
Perhaps  given  over  wholly  to  commercialism  a 
doctor  feels  it  a waste  of  time  to  join  a society,  and 
so  it  is  if  he  is  in  the  profession  only  for  the  money 
he  can  get  out  of  patients  without  regard  to  the 
sacred  obligation  to  put  himself  in  the  best  possible 
position  to  do  the  best  that  is  known  for  them. 
More  frequently,  I fear,  the  “dollar-doctor”  is  a 
regular  frequenter  of  the  society,  knowing  full  well 
how  suicidal  in  the  long  run  is  isolation  from  the 
general  body  of  the  profession.  The  man  who 
knows  it  all  and  gets  nothing  from  the  society  re- 
minds one  of  that  little  dried-up  miniature  of 
humanity,  the  prematurely  senile  infant,  whose 
tabetic  marasmus  has  added  old  age  to  infancy. 
Why  should  he  go  to  the  society  and  hear  Dr.  Jones 
on  the  gastric  relations  of  neurasthenia  when  he 
can  get  it  all  so  much  better  in  the  works  of  Ein- 
horn  or  Ewald?  He  is  weary  of  seeing  appendices, 
and  there  are  no  new  pelvic  viscera  for  demonstra- 
tion. It  is  a waste  of  time,  he  says,  and  he  feels 
better  at  home,  and  perhaps  that  is  the  best  place 
for  a man  who  has  reached  this  stage  of  intellectual 
stagnation. 

Greater  sympathy  must  be  felt  for  the  man  who 
has  started  all  right  and  has  worked  hard  at  the 
societies,  but  as  the  rolling  years  have  brought  ever- 
increasing  demands  on  his  time,  the  evening  hours 
find  him  worn  out  yet  not  able  to  rest,  much  less 
to  snatch  a little  diversion  or  instruction  in  the 
company  of  his  fellows  whom  he  loves  so  well.  Of 
all  men  in  the  profession  the  forty-visit-a-day  man 
is  the  most  to  be  pitied.  Not  always  an  automaton, 
he  may  sometimes  by  economy  of  words  and  extra- 
ordinary energy  do  his  work  well,  but  too  often  he 
is  the  one  above  all  others  who  needs  the  refresh- 
ment of  mind  and  recreation  that  is  to  be  had  in  a 
well-conducted  society.  Too  often  he  is  lost  beyond 
all  recall,  and,  like  Ephraim  joined  to  his  idols,  we 
may  leave  him  alone.  Many  good  men  are  ruined 
by  success  in  practice,  and  need  to  pray  the  prayer 
of  the  Litany  against  the  evils  of  prosperity.  It  is 
only  too  true,  as  you  know  well,  that  a most  suc- 
cessful—as  the  term  goes— doctor  may  practise  with 
a clinical  slovenliness  that  makes  it  impossible  for 
that  kind  old  friend.  Dame  Nature,  to  cover  his 
mistakes.  A well-conducted  society  may  be  of  the 
greatest  help  in  stimulating  the  practitioner  to  keep 
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up  habits  of  scientific  study.  It  seems  a shocking 
thing  to  say,  but  you  all  know  it  to  be  a fact  that 
many,  very  many  men  in  large  practice  never  use 
a stethoscope,  and  as  for  a microscope,  they  have 
long  forgotten  what  a leucocyte  or  a tube  cast 
looks  like.  This  in  some  cases  may  be  fortunate,  as 
imperfect  or  half  knowledge  might  only  lead  to 
mistakes,  but  the  secret  of  this  neglect  of  means  of 
incalculable  help  is  the  fact  that  he  has  not  at- 
tained the  full  and  enduring  knowledge  which 
should  have  been  given  to  him  in  the  medical 
school.  It  is  astonishing  with  how  little  outside 
aid  a large  practice  may  be  conducted,  but  it  is 
not  astonishing  that  in  it  cruel  and  unpardonable 
mistakes  are  made.  At  whose  door  so  often  lies  the 
responsibility  for  death  in  cases  of  empyema  but 
at  that  of  the  busy  doctor,  who  has  not  time  to 
make  routine  examinations,  or  who  is  “so  driven” 
that  the  urine  of  his  scarlet  fever  or  puerperal  pa- 
tients is  not  examined  until  the  storm  has  broken? 

But  I hear  it  sometimes  said  you  cannot  expect 
the  general  practitioner,  particularly  in  country 
districts,  to  use  the  microscope  and  stethoscope— 
these  are  refinements  of  diagnosis.  They  are  not! 
They  are  the  essential  means  which  can  be  used 
and  should  be  used  by  every  intelligent  practi- 
tioner. In  our  miserable,  antiquated  system  of  teach- 
ing we  send  our  graduates  out  wholly  unprepared 
to  make  a rational  diagnosis,  but  a man  who  is  in 
earnest— and,  thank  heaven!  most  of  the  young 
men  to-day  in  the  profession  are  in  earnest— can 
supply  the  defects  in  his  education  by  careful  study 
of  his  cases,  and  can  supplement  the  deficiency  by 
a post-graduate  course.  A room  fitted  as  a small 
laboratory,  with  the  necessary  chemicals  and  a 
microscope,  will  prove  a better  investment  in  the 
long  run  than  a static  machine  or  a new-fangled 
air-pressure  spray  apparatus. 

It  is  not  in  the  local  society  only  that  a man  can 
get  encouragement  in  his  clay’s  work  and  a better- 
ment of  mind  and  methods.  Every  practitioner 
should  feel  a pride  in  belonging  to  his  state  society, 
and  should  attend  the  meetings  whenever  possible, 
and  gradually  learn  to  know  his  colleagues,  and 
here  let  me  direct  your  attention  to  an  important 
movement  on  the  part  of  the  American  Medical 
Association,  which  has  for  its  object  the  organiza- 
tion of  the  profession  throughout  the  entire  coun- 
try. This  can  be  accomplished  only  by  a uniformity 


in  the  organization  of  the  state  societies,  and  by 
making  the  county  society  the  unit  through  which 
members  are  admitted  to  the  state  and  national 
bodies.  Those  of  you  interested  will  find  very  in- 
structive information  on  this  subject  in  the  Journal 
of  the  association  in  a series  of  papers  by  Dr.  Sim- 
mons, the  editor,  which  have  been  reprinted  in 
pamphlet  form.  As  now  managed,  with  active  sec- 
tions conducted  by  good  men  from  all  parts  of  the 
country,  the  meeting  of  the  National  Association 
is  in  itself  a sort  of  brief  post-graduate  course. 
Those  of  you  at  the  receptive  age  who  attended 
the  Saratoga  meeting  last  June  must  have  been 
impressed  with  the  educational  value  of  such  a 
gathering.  The  Annual  Museum  was  itself  an  im- 
portant education  in  certain  lines,  and  the  papers 
and  discussions  in  the  various  sections  were  of  the 
greatest  possible  value.  But  I need  say  no  more  to 
this  audience  on  the  subject  of  medical  societies; 
you  of  New  England  have  not  “forsaken  the  gather- 
ing of  yourselves  together  as  the  manner  of  some 
is,”  but  have  been  an  example  to  the  whole 
country. 

In  the  dedication  of  his  Holy  War,  Thomas  Ful- 
ler has  some  very  happy  and  characteristic  re- 
marks on  the  bounden  duty  of  a man  to  better 
his  heritage  of  birth  or  fortune,  and  what  the 
father  found  glass  and  made  crystal,  he  urges  the 
son  to  find  crystal  and  make  pearl.  Your  heritage 
has  been  most  exceptional,  and,  I believe,  from  all 
that  I know  of  the  profession  in  this  city  and  State, 
that  could  your  fathers  return  they  woidd  say  that 
of  their  crystal  you  had  made  pearl.  One  cannot 
read  their  history  as  told  by  Bronson,  or  as  sketched 
by  your  distinguished  citizen,  my  colleague,  Dr. 
Welch,  without  a glow  of  admiration  for  their  lofty 
ideals,  their  steadfastness  and  devotion,  and  for 
their  faith  in  the  profession  which  they  loved.  The 
times  have  changed,  conditions  of  practice  have  al- 
tered and  are  altering  rapidly,  but  when  such  a 
celebration  takes  us  back  to  your  origin  in  simpler 
days  and  ways,  we  find  that  the  ideals  which  in- 
spired them  are  ours  to-day— ideals  which  are  ever 
old,  yet  always  fresh  and  new,  and  we  can  truly  say 
in  Kipling’s  words: 

The  men  bulk  big  on  the  old  trial,  our  own  trail, 
the  out  trial. 

They’re  God’s  own  guides  on  the  Long  Trail, 
the  trail  that  is  always  new. 


Vol.  37,  No.  4 


207 


Health  At  The  Crossroads 


Congressman  Paul  G.  Rogers 


I ve  been  asked  to  discuss  with  you  this  morning 
my  concept  of  health  at  the  crossroads.  This  neces- 
sarily includes  a discussion  of  past,  present  and 
future  policies.  As  you  know,  the  future  for  many 
ol  us  will  be  determined  only  four  days  hence,  but 
I hope  you  won’t  find  it  too  presumptuous  if  I 
speak  in  terms  of  a little  longer  period  of  time 
than  the  next  four  days  when  I discuss  my  concept 
of  future  activity  in  the  health  policy  arena. 

1 hus,  while  election  results  will  have  some  im- 
pact on  health  policies  in  the  next  several  years, 
I submit  that,  while  some  of  the  players  may 
change,  the  fundamental  issues  will  persist.  These 
issues  include  not  only  issues  of  how  to  begin  to  re- 
solve the  well-documented  health  care  crisis  in  this 
country,  but  also  who  should  determine  the  game 
plan— who  will  make  the  fundamental  health  policy 
decisions  in  the  coming  years,  and  from  what  frame- 
work these  decisions  will  come. 

Our  health  care  system  finds  itself  at  a crossroads 
because  of  the  by  now  well  known  and  widely 
publicized  shortcomings.  Indeed,  even  the  tradi- 
tional standard  by  which  a health  system  is  judged 
—the  incidence  of  disease  and  death— is  outmoded. 
The  new  standard  has  become  that  of  whether  the 
system  possesses  the  ability  to  provide  the  best  pos- 
sible health  to  all  of  the  people.  And  against  this 
standard  the  present  system  is  found  to  be  deficient. 
It  needs  to  be  better  organized,  better  distributed, 
with  attention  given  to  its  being  overpriced,  under- 
financed. 

From  the  last  Congressional  session  emerged  what 
many  are  beginning  to  call  the  New  Health— a 
strong  Congressional  intent  to  make  substantial  in- 
roads into  areas  heretofore  uncharted.  Many  of  the 
decisions  we  made  were  tough  ones,  involving  con- 
troversy and  friction.  Some  may  fall  short  of  their 
intended  goals,  although  certainly  I hope  this  will 
not  be  the  case.  In  any  event,  after  two  short  years, 
because  of  Congressional  activity,  the  health  care 
picture  in  this  country  has  received  more  public 

Congressman  Paul  G.  Rogers,  Member  of  Congress,  11th 
District,  Florida.  Chairman,  Subcommittee  on  Public  Health 
and  Environment. 

Remarks  of  U.S.  Representative  Paul  Rogers  (D-FLA.) 
Re  fore  the  Association  Of  American  Medical  Colleges,  Miami 
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attention  and  is  beginning  to  improve— and  this 
trend  will  continue. 

A principal  link  in  the  New  Health  that  will  de- 
velop in  this  country  is  The  New  Research. 

Last  year’s  National  Cancer  Act  and  this  year’s 
National  Heart  and  Lung  Act  mean  that  the  day 
has  arrived  for  major  national  research  efforts 
against  the  killer  diseases.  These  bills  represent  a 
new  emphasis  on  targeted  research  designed  to 
meet  specific  objectives  as  part  of  a national  plan. 
The  provisions  authorizing  prevention  and  control 
programs  and  research  and  demonstration  centers 
make  the  intent  of  the  Congress  clear:  discoveries 
that  scientists  make  in  their  laboratories  must  be 
converted  more  quickly  into  treatment  for  the  suf- 
fering. 

I believe  that  we’ve  concluded  the  debate  over 
the  proper  structure  of  the  Federal  entity  which 
will  coordinate  research  efforts.  You  may  remem- 
ber that  many  of  our  colleagues  in  the  Senate  felt 
that  the  attack  on  cancer  should  be  removed  from 
the  National  Institutes  of  Health,  while  most  Mem- 
bers of  the  House  were  not  convinced  that  this  was 
a sound  move.  As  you  know,  the  position  of  the 
House-passed  bill— that  the  cancer  research  effort 
should  remain  within  NIH— prevailed  during  con- 
ference. The  roads  were  much  smoother  this  year 
in  our  efforts  to  expand  heart  and  lung  research. 
Identical  bills  based  principally  on  the  Cancer 
Act  were  introduced  on  the  same  days  in  the  Senate 
and  House  by  Senator  Kennedy  and  me  and  the 
conference  to  resolve  minor  differences  lasted  less 
than  an  hour. 

The  related  efforts  in  what  has  been  characterized 
as  “legislating  against  ethnic  disease”  is  also  im- 
portant. Last  year  legislation  was  enacted  which 
mounted  concerted  attacks  against  sickle  cell 
anemia,  a genetic  blood  disorder  that  mainly  affects 
blacks,  and  against  Cooley’s  anemia,  a devastating 
disease  that  strikes  at  Italian-Americans,  Greek- 
Americans  and  others  of  Mediterranean  ancestry. 
Some  critics  have  termed  such  legislation  unscien- 
tific and  have  expressed  concern  that  a fad  over 
ethnic  diseases  is  on  the  horizon.  A point  these 
critics  perhaps  overlook  is  that  the  reason  for 
special  legislation  in  these  areas  was  the  Congress’ 
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finding  that,  because  the  diseases  affect  only  minor- 
ity groups,  little  research  has  been  done  on  their 
causes  and  treatment.  The  Sickle  Cell  bill  and  the 
Cooley's  Anemia  bill  in  effect  constitute  efforts  to 
correct  inequities  of  the  past. 

The  message  of  the  New  Research,  as  I read  it, 
is  that  overall  public  support  for  research  will  in- 
crease and  that  the  Federal  research  effort  will  re- 
main within  the  framework  of  the  National  In- 
stitutes of  Health. 

Public  support  for  long-term  scientific  investiga- 
tion into  areas  of  uncertain  application  to  human 
disease  is  likely  to  be  questioned,  however.  In  its 
place,  demand  is  going  to  be  increased  for  projects 
of  more  immediate  application  to  mankind.  Such 
a shift  could  have  a profound  impact  upon  re- 
search conducted  at  the  nation’s  academic  medical 
centers  and  upon  the  career  outlook  of  the  nation’s 
young  biomedical  scientists.  I have  concern  that 
basic  research  may  suffer  too  severely  and  it  is  my 
feeling  that  this  must  not  be  permitted. 

The  New  Education  is  a second  link  in  the  New 
Health  picture  I foresee. 

The  enactment  last  year  of  the  Health  Manpower 
Act  was  a mighty  clear  indication  of  growing  Con- 
gressional interest  in  the  development  of  the  new 
education. 

It  is  generally  accepted  by  the  Congress  that 
there  is  presently  a shortage  in  this  country  of 
practicing  physicians.  To  help  alleviate  this  short- 
age one  of  the  prime  goals  of  the  health  manpower 
legislation  we  enacted  last  year  was  a greater  pro- 
duction of  physicians.  Numbers  are  important,  and 
certainly  it  is  true  that  the  nation  needs  a great 
deal  more  physicians.  But  there’s  no  strength  in 
numbers  alone.  The  public  needs  new  kinds  of 
physicians  willing  to  attack  the  health  needs  of  a 
total  population. 

It  needs  physicians  committed  to  revitalizing  the 
practice  of  medicine,  to  preventing  as  well  as  cur- 
ing. It  needs  physicians  concerned  with  socio-med- 
ical problems  such  as  malnutrition,  alcoholism  and 
drug  abuse. 

I think  the  message  of  the  new  education  is  that 
the  Congress  is  looking  more  and  more  to  medical 
schools  to  make  contributions  far  beyond  simply 
raising  the  numbers  of  M.D.  graduates.  Recruit- 
ment programs  must  seek  out  students  who  have  an 
interest  in  such  endeavors  as  locating  their  practice 
in  physician  shortage  areas— students  who  can 
identify  with,  and  be  accepted  by,  urban  minorities 
or  rural  migrants.  The  attractiveness  of  postgrad- 
uate careers  in  such  shortage  specialties  as  family 


medicine,  internal  medicine,  or  pediatrics  must  be 
increased. 

Students  must  be  trained  to  function  as  members 
of  larger  groups  of  health  personnel,  of  health  care 
teams,  if  you  prefer. 

In  short,  health  professions  schools  must  provide 
settings  in  which  multiple  roles  are  being  learned 
and  understood  as  part  of  a total  health  effort 
designed  to  meet  the  needs  of  patients  and  of  soci- 
ety. The  challenge  will  be  to  carry  out  this  new 
responsibility  without  sacrificing  those  special  qual- 
ities that  have  so  enriched  and  stimulated  Amer- 
ican medical  education. 

Another  New  Health  keystone  involves  The  Neiv 
Health  Services.  We  in  Congress  have  devoted  a 
great  deal  of  time  in  the  past  two  years  to  legisla- 
tion designed  to  improve  the  quality  of  and  accessi- 
bility to  health  care  services.  Much  of  our  efforts 
were  devoted  to  the  question  of  the  desirability  of 
Federal  assistance  in  the  development  of  health 
maintenance  organizations. 

Those  of  you  who  have  followed  the  trials  and 
tribulations  of  HMO  legislation  know  that  the  dif- 
ferences between  the  Senate-passed  bill  and  the  bill 
reported  out  of  our  Subcommittee  are  substantial. 
The  Senate  bill  mandates  an  expensive  $5  billion 
HMO  development  program  with  an  extremely 
costly  benefit  package  that,  in  my  opinion,  would 
render  HMOs  developed  under  the  Senate  ap- 
proach incapable  of  ever  becoming  self  sufficient. 
This  is  contrary  to  the  philosophy  of  the  bill  from 
our  Subcommittee  which  treats  HMOs  as  experi- 
mental entities  designed  to  become  free-standing 
three  years  after  they  open  their  doors.  I think, 
frankly,  that  many  who  propose  HMOs  are  ahead 
of  the  general  public  in  embracing  HMOs.  For  ex- 
ample, according  to  a just-released  survey  of  Amer- 
ican attitudes  toward  the  present  medical  and 
health  care  system  only  33  percent  of  Americans  in- 
terviewed felt  that  HMOs  are  “a  good  idea.”  Ac- 
cording to  the  author,  this  generally  negative  re- 
sponse reflects  a lack  of  understanding  about  the 
HMO  concept,  and  suggests  that  a major  educa- 
tional effort  wil  have  to  be  undertaken  if  health 
maintenance  organizations  are  to  be  successful.  In 
my  view,  the  Senate  approach  and  the  initial  Ad- 
ministration proposal  to  make  HMOs  available  to 
80  percent  of  the  population  by  1980  are  overly 
ambitious  and,  frankly,  unrealistic. 

Whatever  the  differences  in  the  House  and  Senate 
approaches  to  Federal  assistance  to  HMOs,  I think 
we  do  agree  that  the  American  health  care  delivery 
system  must  be  improved  along  more  rational  lines 
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that  are  comprehensible  to  the  consumer  as  well  as 
to  the  provider.  Access  to  adequate  health  care  must 
be  made  certain  and  simple.  Effective  steps  must  be 
applied  to  provide  quality  of  care.  The  impact  o£ 
the  new  health  services  will  be  felt  in  every  one  of 
the  nation's  academic  health  centers.  The  teaching 
hospitals  of  the  country  will  be  expected  to  perform 
a dual  role.  They  must  modify  and  expand  their 
capabilities  in  order  to  meet  the  requirements  of 
the  new  health  services.  And  at  the  same  time,  they 
must  instill  the  principles  of  the  new  health  serv- 
ices in  the  hearts  and  minds  of  those  whom  they 
train.  That  is  going  to  be  a tall  order. 

In  the  final  analysis,  the  success  of  Federal  efforts 
to  bring  programs  of  New  Research,  New  Educa- 
tion and  New  Health  Services  to  the  people  is 
largely  dependent  on  the  relationship  between  the 
Executive  and  Legislative  branches.  Of  course, 
we're  in  a political  season  right  now  and  I hope 
my  remarks  won  t be  misconstrued  as  politically 
motivated.  Those  of  you  who  know  me  know  that 
our  Subcommittee  has  been  basically  apolitical.  We 
have  worked  together,  Democrats  and  Republicans, 
as  a team  and  the  bulk  of  our  legislation  is  reported 
unanimously.  But  I am  constrained  to  point  out 
that  recent  actions  by  HEW  and  the  Office  of  Man- 
agement and  Budget  in  the  health  field  indicate 
a pattern  of  increasing  disregard  for  Congress  and 
for  the  people.  We’ve  seen  a wealth  of  testimony, 
press  releases  and  quotes  come  forth  from  HEW 
recommending  against  Congressional  action  in 
health  areas  on  the  grounds  that  the  authority  to 
do  what  the  Congress  is  advocating  already  exists. 
This  would  be  an  apealing  argument  if  it  included 
assurances  that  action  desired  by  Congress  was 
forthcoming.  But  increasingly  in  the  past  year, 
largely  at  the  Office  of  Management  and  Budgets 
(COMB)  Washington’s  unaccountable  accountants 
—HEW  is  ignoring  Congressional  directives  and 
moving  into  areas  without  Congressional  guidance. 

Planning  grants  for  HMOs  designed  without 
Congressional  guidance  were  awarded  in  the  face 
of  the  clear  intention  by  both  Houses  of  Congress 
to  develop  strict  standards  for  Federally  assisted 
HMOs  in  the  near  future.  Several  awards  for  emer- 
gency medical  services  were  curiously  granted  a few 
days  prior  to  the  House  hearings  on  legislation 


authorizing  such  services.  Despite  clear  demands 
from  the  Congress  and  a frightening  growth  of  in- 
cidents of  venereal  disease  across  the  country,  HEW 
and  OMB  have  refused  to  award  grants  to  states 
and  localities  for  communicable  disease  programs 
under  the  specific  authorities  and  guidelines  devel- 
oped carefully  by  the  Congress.  An  active  HEW  can 
be  a good  thing;  but  when  the  Department  con- 
centrates more  on  trying  to  decitle  what  laws  it  will 
or  will  not  administer  rather  than  Congressional 
mandates,  then  not  only  does  the  will  of  the  peo- 
ple suffer— the  health  of  the  people  suffers.  These 
obvious  distortions  of  the  intent  of  Congress  deepen 
my  conviction  that  we  must  find  ways  to  make 
OMB's  accountants  accountable  and  HEW’s  health 
team  the  first  team  within  HEW  until  we  can 
secure  a separate  Department  of  Health. 

The  degree  to  which  the  Association  of  American 
Medical  Colleges  takes  the  lead  in  directing  the 
course  of  the  American  health  establishment  is  a 
decision  that  only  you  as  an  Association  can  make. 
One  suggestion  I would  like  to  leave  with  you  is 
based  on  recent  travels  around  my  District  and 
in  other  part  of  the  country.  I have  sensed  that 
many  practicing  physicians  feel  a growing  aliena- 
tion from  organizations  that  represent  them.  I also 
sense  an  unhealthy  gap  between  the  practicing  phy- 
sician and  the  educator.  I think  you  have  the  re- 
sponsibility to  close  that  gap  and  to  insure  that 
your  input  into  the  law  is  based  not  only  on  the 
needs  of  academic  institutions  but  on  the  future 
needs  of  the  young  men  you  are  sending  out  on  the 
firing  line. 

You  have  indicated  a great  deal  of  interest  in 
the  challenges  of  the  New  Health  by  moving  your 
heaquarters  from  Chicago  to  Washington.  The  ap- 
pearance of  your  spokesmen  as  witnesses  during 
Congressional  hearings  has  been  of  great  value  to 
our  Subcommittee.  Your  president,  John  Cooper, 
enjoys  great  respect  in  the  Congress.  I urge  you 
as  representatives  of  the  medical  education  com- 
munity to  take  on  a larger  role  in  guiding  Amer- 
ican Medicine  and  I implore  you  to  help  develop 
the  new  kinds  of  responses  needed  to  provide  the 
greatest  level  of  health  attainable  to  all  of  the 
people. 
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That's  sound  advice  in  any  field. 
Because  you  can't  do  two  jobs  at  once. 
And  do  them  well.  Particularly  when  it 
comes  to  something  as  complex  as  man- 
aging your  financial  assets. 

That's  why  we  invite  you  to  seek  the 
counsel  of  our  Trust  Department.  It  is 
staffed  with  pros  like  yourself.  Men  who 
have  dedicated  their  lives  to  the  study  of  a 
highly  specialized  field.  These  men  are 
experts  in  asset  management.  They  stay 
abreast  of  the  stock  market.  Keep  up  with 
the  changing  tax  laws.  Make  a thorough 
study  of  financial  trends.  And  balance 
your  portfolio  accordingly. 


When  you  consult  our  Trust  De- 
partment, one  man  will  handle  your 
account.  But  he’ll  be  backed  up  by  a 
whole  team  of  pros.  So  no  matter  what 
happens,  your  portfolio  will  not  sit  idle 
because  someone's  out  sick  or  away  on 
vacation. 

Think  about  it  now.  Then  call  one  of 
the  pros  in  our  Trust  Department.  You 
may  never  have  to  think  about  it  again. 

Put  your  trust  in  the  pros. 

HARTFORD  NATIONAL 
BANK><TRUST 

Statewide  Connecticut  Offices  • Member  F.D.LC. 
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Unions  — The  Legal  Aspects 

HETTY  JANE  ANDERSON,  Esquire,  Legal  Department,  A.M.A. 


Information  and  background  materials  relat- 
ing to  the  question  of  the  legal  and  professional 
implications  of  formation  of  a union  or  guild  of 
physicians. 

A labor  union  may  be  defined  as  an  association 
of  employees  (salary  or  wage  earners)  who  have 
banded  together  for  the  purpose  of  negotiating 
with  their  employers  regarding  conditions  of  em- 
ployment. Physicians,  interns  and  residents  who  are 
compensated  on  a salaried  basis,  may,  if  they  so  de- 
sire, form  a union  for  the  purpose  of  dealing  with 
their  employers.  However,  physicians  who  are  not 
compensated  on  a salary  basis  but  derive  their  in- 
come on  a fee  basis  from  the  public  are  independ- 
ent contractors  or  frequently  employers.  For  a med- 
ical society  whose  members  are  primarily  self-em- 
ployed physicians  to  change  its  designation  from 
that  of  an  association  or  society  to  that  of  a “union” 
would  not  affect  its  legal  status.  The  purpose  and 
character  of  the  organization  are  controlling. 

On  several  occasions,  resolutions  have  been  in- 
troduced before  the  AMA  House  of  Delegates  call- 
ing for  consideration  by  the  AMA  of  the  establish- 
ment of  a professional  union  or  medical  guild.  On 
each  occasion,  the  suggestion  has  been  made  with 
the  idea  of  avoiding  the  applicability  of  the  Sher- 
man Antitrust  Act.  There  appears  to  be  a widely 
held  belief  that  trade  unions  are  entirely  exempt 
from  the  prohibitions  of  the  Sherman  Act.  Trade 
unions  are  exempt  from  the  Sherman  Antitrust  Act 
only  with  respect  to  their  dealings  with  employers 
in  negotiating  such  matters  as  wages,  hours  and 
conditions  of  employment.  If  a labor  union  were 
to  conspire,  for  example,  to  keep  some  labor-saving 
machinery  from  being  manufactured  and  sold,  the 
union  could  be  held  civilly  and  criminally  respon- 
sible under  the  Sherman  Act,  assuming  that  the 
conspiracy  affected  interstate  commerce.  Similarly, 
a hospital  might  have  a cause  of  action  against  a 
union  if  the  latter  conspired  to  keep  its  members 
from  exercising  their  right  to  patronize  the  hos- 
pital. In  essence  then,  trade  unions  are  exempt  from 
the  Sherman  Act  or  from  similarly  drawn  state 
statutes  only  in  matters  involving  collective  bar- 
gaining with  employers. 

Assume  that  a medical  organization  such  as  the 
American  Medical  Association  could  be  considered 


for  “legal  purposes”  as  a union  of  physicians.  The 
Association  would  still  be  subject  to  the  same  anti- 
trust restrictions  as  it  is  now,  since  the  potential 
difficulties  of  medical  societies  in  the  antitrust  area 
are  not  in  the  realm  of  labor  management  relations. 

The  medical  guilds  in  Cheat  Britain  are  con- 
cerned with  the  economics  of  medical  practice.  The 
term  “guild”  is  not  equivalent  to  that  of  “trade 
unions”,  however,  and  is  usually  applied  to  associa- 
tions of  independent  tradesmen. 

The  terms  “association"  and  “union”  are  often 
used  interchangeably.  For  example,  there  are  labor 
unions  of  airplane  pilots  and  other  skilled  em- 
ployees that  prefer  to  call  themselves  “associations”. 
They  are  nevertheless  labor  unions  and  subject  to 
all  kinds  of  municipal,  state  and  Federal  legislation, 
much  of  which  is  of  a highly  restrictive  character. 

If  medical  organizations  are  to  engage  freely  col- 
lective bargaining  with  respect  to  physicians’  fees, 
changes  in  existing  laws  would  be  necessary.  The 
following  amendment  to  Section  17  of  the  Sherman 
Act  has  been  suggested: 

“The  labor  of  a human  being  is  not  a com- 
modity or  article  of  commerce.  Nothing  con- 
tained in  the  antitrust  laws  shall  be  construed 
to  forbid  the  existence  and  operation  of  labor, 
professional,  agricultural,  or  horticultural  orga- 
nizations, instituted  for  the  purposes  of  mutual 
help,  and  not  having  capital  stock  or  conducted 
for  profit,  or  to  forbid  or  restrain  individual 
members  of  such  organizations  from  lawfully 
carrying  out  the  legitimate  objects  thereof;  nor 
shall  such  organizations,  or  the  members  thereof, 
be  held  or  construed  to  be  illegal  combinations 
or  conspiracies  in  restraint  of  trade,  under  the 
antitrust  laws.” 

The  suggested  amendment  is  indicated  by  under- 
lining. The  decision  to  seek  a legislative  change 
would  be  a policy  decision,  of  course.  Similar  state 
laws  applying  to  intrastate  commerce  would  require 
amendment  also,  should  legislative  changes  be  con- 
sidered desirable  as  a matter  of  policy. 

Included  is  a short  statement  on  The  Sherman 
Antitrust  Act  and  Organized  Medicine.  This  was 
prepared  to  provide  a brief  description  of  the  ef- 
fects of  the  Sherman  Antitrust  Act  on  various  ac- 
tivities of  organized  medicine. 
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THE  SHERMAN  ANTITRUST  ACT 
AND  ORGANIZED  MEDICINE 

The  medical  profession  enjoys  a licensed  mono- 
poly which  constitutes  a severe  restraint  upon  com- 
petition, but  this  legal  restraint  depends  upon 
capacity  and  training  and  not  criminal  conduct 
such  as  Sherman  Act  violations.  The  Sherman 
Antitrust  Act  represents  a limit  to  the  group  ac- 
tivities of  professions. 

Three  basic  elements  are  necessary  to  constitute 
a violation  of  the  Sherman  Act.  The  hrst  is  a com- 
bination or  collective  act,  the  second  is  an  unrea- 
sonable restraint,  and  the  third  is  that  the  restraint 
affects  interstate  trade  or  commerce. 

Proof  of  a combination  or  conspiracy  may  be 
easily  satisfied  in  many  cases  when  associations  are 
involved.  By  definition,  an  association  is  composed 
of  a number  of  individuals  or  organizations  or 
both.  Since  the  relationship  between  an  association 
and  the  members  of  the  association  is  contractual 
in  nature,  the  bylaws  of  the  association,  the  various 
duties  and  rights  of  the  members  with  respect  to 
the  association,  and  resolutions  adopted  by  the 
association  can  be  used  to  establish  the  existence 
of  an  understanding  for  the  purpose  of  the  Sher- 
man Act.  Formal  action  is  not  needed  to  prove  a 
conspiracy.  A combination  can  be  established,  for 
example,  by  evidence  of  conduct  from  which  a con- 
clusion wonld  be  drawn  that  a common  under- 
standing existed  either  to  achieve  a lawful  objec- 
tive by  illegal  means  or  an  unlawful  objective  by 
legal  means. 

There  has  been  a common  belief  that  a con- 
certed refusal  to  do  business  or  deal  with  others 
or  monopolize  a field  is  not  illegal  unless  coercion 
is  present.  This  belief  is  not  supportable.  The  courts 
have  consistently  held  that  a concerted  refusal  is 
an  unreasonable  restraint  regardless  of  whether  or 
not  coercion  is  present.  Further,  coercion  can  be 
established  not  only  by  evidence  of  economic  pres- 
sure to  compel  compliance,  but  also  from  subtle 
influences  on  an  individual's  behavior.  In  the  case 
of  medical  associations,  the  absence  of  affirmative 
economic  pressures  on  members  does  not  necessarily 
preclude  a finding  of  coercion.  The  element  of  co- 
ercion may  be  supplied  by  evidence  of  the  impor- 
tance of  medical  society  membership  or  the  loss 
thereof,  or  the  impact  of  threatened  disciplinary 
action,  or  subtle  professional  pressures. 

While  the  Sherman  Antitrust  Act  proscribes  only 
those  restraints  which  are  unreasonable,  there  are 
certain  classes  of  restraints  for  which  the  courts 
have  held  there  can  be  no  defense  or  justification, 
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once  the  conspiracy  is  established.  A concerted  re- 
fusal to  deal,  sometimes  characterized  as  a “boy- 
cott,” has  been  held  to  be  illegal  in  and  of  itself. 
This  means  that  once  a combination  to  boycott 
is  found,  the  unreasonabless  of  the  restraint  will  be 
presumed. 

To  find  a violation  of  the  Sherman  Act,  it  is  not 
necessary  to  find  a specific  intent  to  restrain  trade 
or  build  a monopoly.  All  that  is  necessary  is  to  find 
that  a restraint  of  trade  or  a monopoly  results  as 
the  consequence  of  the  group  activity  or  arrange- 
ments. Members  of  an  association  may  not  justify 
their  conduct  by  evidence  of  benefits  to  the  mem- 
bers or  by  evidence  of  benefits  to  the  public.  The 
motives  of  the  members  are  immaterial,  since  no 
intent  is  required  and  no  justification  sulfices  for 
action  that  constitutes  an  illegal  restraint  under  the 
policies  of  the  Sherman  Act. 

The  interstate  commerce  element  is  relatively 
easy  to  prove  when  the  health  industry  is  involved. 
Health  insurance  carriers  and  hospitals  are  engaged 
in  interstate  commerce  and  either  or  both  are  in- 
volved generally  when  the  health  industry  is  in- 
volved. The  fact  that  individual  hospitals  are  not 
engaged  in  interstate  commerce  might  be  immateri- 
al, because  action  that  affected  many  hospitals  in 
their  provisions  of  service  would  satisfy  the  inter- 
state commerce  concept. 

In  determining  whether  trade  or  commerce  is 
affected  by  a restraint,  the  crucial  question  is  not 
who  imposes  the  restraint,  but  the  nature  of  the 
activities  affected  by  the  restraint.  Although  the 
LTnitecl  States  Supreme  Court  has  not  held  that 
the  practice  of  medicine  is  trade  or  commerce,  the 
Court  has  held  that  the  activities  of  medical  associa- 
tions are  subject  to  the  Sherman  Antitrust  Act  if 
they  unreasonably  restrain  an  activity  which  is 
trade  or  commerce. 

The  specific  exclusions  in  the  Sherman  Act  re- 
lating to  labor  disputes  would  not  be  of  any  value 
to  a medical  association.  Physicians  generally  are 
considered  to  be  independent  contractors,  not  sub- 
ject to  the  type  of  control  or  direction  that  em- 
ployers exercise  over  employees  in  the  performance 
of  services.  In  addition,  medical  associations  are  not 
organized  and  do  not  operate  as  associations  of 
employees  or  as  the  representative  of  either  present 
or  prospective  employees. 

The  Sherman  Act  does  not  preclude  organized 
medicine  from  exercising  persuasion,  rational  dis- 
cussion, efforts  to  amend  or  rescind  legislation  or 
cooperative  efforts  with  other  organizations  in  the 
health  care  field  to  achieve  mutually  satisfactory 
solutions  to  problems  affecting  the  health  industry. 
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Statement  On  A Patient’s  Bill  Of  Rights 

Affirmed  by  the  Board  of  Trustees  of  the  American 
Hospital  Association,  November  17,  1972 


The  American  Hospital  Association  presents  a 
Patient’s  Bill  of  Rights  with  the  expectation  that 
observance  of  these  rights  will  contribute  to  more 
effective  patient  care  and  greater  satisfaction  for 
the  patient,  his  physician,  and  the  hospital  organiza- 
tion. Further,  the  Association  presents  these  rights 
in  the  expectation  that  they  will  be  supported  by 
the  hospital  on  behalf  of  its  patients,  as  an  integral 
part  of  the  healing  process.  It  is  recognized  that  a 
personal  relationship  between  the  physician  and 
the  patient  is  essential  for  the  provision  of  proper 
medical  care.  The  traditional  physician-patient  re- 
lationship takes  on  a new  dimension  when  care  is 
rendered  within  an  organizational  structure.  Legal 
precedent  has  established  that  the  institution  itself 
also  has  a responsibility  to  the  patient.  It  is  in 
recognition  of  these  factors  that  these  rights  are 
affirmed. 

1.  The  patient  has  the  right  to  considerate  and 
respectful  care. 

2.  The  patient  lias  the  right  to  obtain  from  his 
physician  complete  current  information  con- 
cerning his  diagnosis,  treatment,  and  prog- 
nosis in  terms  the  patient  can  be  reasonably 
expected  to  understand.  When  it  is  not 
medically  advisable  to  give  such  information 
to  the  patient,  the  information  should  be 
made  available  to  an  appropriate  person  in 
his  behalf.  He  has  the  right  to  know  by 
name,  the  physician  responsible  for  co- 
ordinating his  care. 

3.  The  patient  has  the  right  to  receive  from  his 
physician  information  necessary  to  give  in- 
formed consent  prior  to  the  start  of  any 
procedure  and/or  treatment.  Except  in  em- 
ergencies, such  information  for  informal  con- 
sent, should  include  but  not  necessarily  be 
limited  to  the  specific  procedure  and/or 
treatment,  the  medically  significant  risks  in- 
volved, and  the  probable  duration  of  in- 
capacitation. Where  medically  significant  al- 
ternatives for  care  or  treatment  exist,  or 
when  the  patient  requests  information  con- 


cerning medical  alternatives,  the  patient  has 
the  right  to  such  information.  The  patient 
also  has  the  right  to  know  the  name  of  the 
person  responsible  for  the  procedures  and/ 
or  treatment. 

4.  The  patient  has  the  right  to  refuse  treatment 
to  the  extent  permitted  by  law,  and  to  be 
informed  of  the  medical  consequences  of  his 
action. 

5.  The  patient  has  the  right  to  every  considera- 
tion of  his  privacy  concerning  his  own  med- 
ical care  program.  Case  discussion,  consulta- 
tion, examination,  and  treatment  are  con- 
fidential and  should  be  conducted  discreetly. 
Those  not  directly  involved  in  his  care  must 
have  the  permission  of  the  patient  to  be 
present. 

6.  The  patient  has  the  right  to  expect  that  all 
communications  and  records  pertaining  to 
his  care  should  be  treated  as  confidential. 

7.  The  patient  has  the  right  to  expect  that 
within  its  capacity  a hospital  must  make 
reasonable  response  to  the  request  of  a pa- 
tient for  services.  The  hospital  must  provide 
evaluation,  service,  and/or  referral  as  in- 
dicated Toy  the  urgency  of  the  case.  When 
medically  permissible  a patient  may  be  trans- 
ferred to  another  facility  only  after  he  has 
received  complete  information  and  explana- 
tion concerning  the  needs  for  and  alterna- 
tives to  such  a transfer.  The  institution  to 
which  the  patient  is  to  be  transferred  must 
first  have  accepted  the  patient  for  transfer. 

8.  The  patient  has  the  right  to  obtain  informa- 
tion as  to  any  relationship  of  his  hospital  to 
other  health  care  and  educational  institu- 
tions insofar  as  his  care  is  concerned.  The 
patient  has  the  right  to  obtain  information 
as  to  the  existence  of  any  professional  rela- 
tionships among  individuals,  by  name,  who 
are  treating  him. 

9.  The  patient  has  the  right  to  be  advised  if  the 
hospital  proposes  to  engage  in  or  perform 
human  experimentation  affecting  his  care  or 
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treatment.  The  patient  has  the  right  to  re- 
fuse to  participate  in  such  research  projects. 

10.  The  patient  has  the  right  to  expect  reason- 
able continuity  of  care.  He  has  the  right  to 
know  in  advance  what  appointment  times 
and  physicians  are  available  and  where.  The 
patient  has  the  right  to  expect  that  the  hos- 
pital will  provide  a mechanism  whereby  he 
is  informed  by  his  physician  or  a delegate 
of  the  physician  of  the  patient’s  continuing 
health  care  requirements  following  discharge. 

11.  The  patient  has  the  right  to  examine  and 
receive  an  explanation  of  his  bill  regardless 
of  source  of  payment. 

12.  The  patient  has  the  right  to  know  what  hos- 
pital rules  and  regulations  apply  to  his  con- 
duct as  a patient. 

No  catalogue  or  rights  can  guarantee  for  the  pa- 
tient the  kind  of  treatment  he  has  a right  to  expect. 
A hospital  has  many  functions  to  perform,  includ- 
ing the  prevention  and  treatment  of  disease,  the 
education  of  both  health  professionals  and  patients, 
and  the  conduct  of  clinical  research.  All  these  ac- 
tivities must  be  conducted  with  an  overriding  con- 
cern for  the  patient,  and,  above  all,  the  recognition 
of  his  dignity  as  a human  being.  Success  in  achiev- 
ing this  recognition  assures  success  in  the  defense 
of  the  rights  of  the  patient. 


PHYSICIAN  PLACEMENT  SERVICE 

The  Connecticut  State  Medical  Society  maintains  a place- 
ment service  for  the  convenience  of  Connecticut  physicians, 
hospitals  and/or  communities  in  search  of  candidates  for 
positions  available  in  our  state.  A description  of  such  op- 
portunities should  be  forwarded  to  the  Physician  Placement 
Service,  160  St.  Ronan  Street,  New  Haven,  Connecticut  06511. 
(203-865-0587). 

Physicians  wishing  to  locate  in  Connecticut  are  invited  to 
submit  a resume  to  be  kept  on  file  with  the  Physician 
Placement  Service.  Candidates  are  requested  to  inform  the 
Society  when  they  are  no  longer  available  for  consideration 
for  opportunities  which  might  be  available  in  Connecticut. 

Journal  announcements  under  “Placement  Wanted”  or 
“Placement  Opportunities”  will  now  be  p ocessed  as  classified 
advertisements.  Anyone  wishing  to  place  such  an  announce- 
ment must  submit  copy  by  the  first  of  the  month,  two 
months  before  the  month  of  issue.  For  example,  copy  to  ap- 
pear in  a June  issue  won  Id  have  to  have  been  received  by 
the  first  of  April. 

Classified  advertisements  must  be  paid  in  advance,  payable 
to  CONNECTICUT  MEDICINE.  Charges  are  as  follows: 
$20.00  for  25  words  or  less;  40^  for  each  additional  word; 
$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE. 


CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40£  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  1st  of  the  month 
TWO  MONTHS  PRECEDING  DATE  OF  ISSUE 


ANES1  HESIOLOGIST  needed  for  small  community  hospital 
with  no  obstetrics.  Salary  or  fee  negotiable.  Contact:  Victor 
G.  Sonnen,  M.D.,  President,  Medical  Staff,  Johnson  Memorial 
Hospital,  Stafford  Springs,  Connecticut.  203-684-4251. 

WANTED:  Established  seven  man  emergency  room  Physi- 
cians group.  Desires  expansion  to  staff  Emergency  Room  for 
progressive  600  bed  medical  center.  Averages  43,000  out- 
patients per  annum.  Population  145,000.  Ideal  year  round 
climate.  Excellent  compensation  and  working  conditions. 
Adequate  leisure  time.  Send  complete  resume  to:  Damon  D. 
King,  Administrator;  Medical  Center  of  Central  Georgia; 
P.O.  Box  6000;  777  Hemlock  Street,  Macon,  Georgia  31208. 

STAFF  ANESTHESIOLOGIST— 290  bed  community  hospital. 
Affiiliation  University  of  Connecticut.  Competitive  salary, 
excellent  fringe  benefits.  Contact  Administrator,  Meriden- 
Wallingford  Hospital,  181  Cook  Avenue,  Meriden,  Conn. 
06450. 

EMERGENCY  DEPARTMENT  PHYSIC  IANS-needed  to 

augment  present  staff  in  busy  urban  department.  Patient 
volume  approaching  60,000  per  year.  Commitment  to  par- 
ticipate in  teaching  programs  at  many  levels.  New  facility 
in  progress  of  building.  Connecticut  license  necessary.  Com- 
petitive reimbursement.  Large  institution  with  all  specialties 
available.  For  further  information  call  or  write  Director  of 
Ambulatory  Services,  Saint  Francis  Hospital,  Hartford.  Con- 
necticut 06105. 

INTERNIST— any  subspecialty;  for  association  with  internist; 
Prefer  Board  Certified  or  Eligible  with  military  obligation 
completed;  salary  first  year;  early  partnership.  New  London- 
M ystic  area.  Write:  Connecticut  Medicine.  J.M.H. 


Records  Of  Patients  And 
Succeeding  Physicians 

At  the  request  of  the  patient,  preferably  in  writ- 
ing, reports  should  be  immediately  sent  to  the 
doctor  then  in  charge  of  the  patient.  The  diagnosis 
of  the  patient’s  ailment  is  paramount  in  arriving 
at  the  proper  treatment  to  be  rendered,  and  all  in- 
formation which  aids  the  physician  should  be  fur- 
nished so  that  proper  treatment  or  advice  can  be 
given  without  delay.  Whether  the  contents  of  the 
report  are  to  be  given  to  the  patient  rests  with  the 
decision  of  the  doctor  who  knows  all  the  circum- 
stances involved  in  the  situation. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 

William  R.  Richards,  M.D.  Leonard  R.  Tomat 

Executive  Director  Assistant  Executive  Director 

Josephine  P.  Lindquist  Scientific  Activities 

Associate  Executive  Director 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 

Thursday,  February  1,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  K.  F. 
Brandon,  and  the  Vice-Chairman,  Dr.  D.  A.  Gren- 
don,  were:  Drs.  Cramer,  Root,  Jr.,  Spitz,  Backhus, 
Nolan,  Granoff,  Weber,  Jr.,  Fabro,  Hess,  Bradley, 
Rem,  Ragland,  Jr.,  Harwood,  Pelz,  Roch,  Nemoitin, 
Van  Syckle,  Canzonetti,  Milles,  Freedman  and 
Klare. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat, 
Mr.  Sweeney,  Mr.  Olson  (FCMA),  Mr.  Sullivan 
(AMA),  Dr.  West  (NHCMA),  Dr.  Shelton  (Chair- 
man, Committee  on  State  Legislation)  and  Dr. 
Richards. 

Absent  were:  Drs.  Gardner,  Johnson,  Wilson, 
Dambeck,  Friedberg,  Harkins,  LaBella,  Krinsky 
and  Hastings. 

II.  Routine  Business 

Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  January  3, 
1973,  with  an  amendment  to  be  noted. 

Life  Membership 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Harry  Apter,  99  Pratt  Street,  Hartford  (H) 

Ralph  E.  Durkee,  95  Brookside  Drive,  West  Hart- 
ford (IT) 

John  H.  Foster,  170  Hillside  Avenue,  Waterbury 
(NH) 

Mario  L.  Garofalo,  80  Morgan  Avenue,  East  Ha- 
ven (NH) 

Donald  R.  Hazen,  36  Woodland  Street,  Hartford 

(H) 

Mildred  H.  January,  94  Walbridge  Road,  West 
Hartford  (H) 


John  J.  Lacava,  73  Cedar  Street,  New  Britain 
(H) 

Thomas  F.  V.  LaPorte,  33  Puritan  Road,  Bristol 
(H) 

Paul  Lengyel,  325  Wawona  Street,  San  Francisco, 
California  (F) 

George  P.  Perakos,  9 High  Road,  Kensington  (H) 
Vincent  J.  Squillacote,  30  Lyle  Road,  New 
Britain  (H) 

Alfred  B.  Sundquist,  17  Haynes  Street,  Man- 
chester (H) 

Aresto  P.  Tortolani,  51  Maple  Street,  Plainville 

(H) 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  was  scheduled 
for  Wednesday,  March  7,  1973. 

III.  Old,  New  and  Special  Business 

Election  of  Student  Members 

It  was  VOTED  to  elect  to  Student  Membership 
the  following  Connecticut  residents  who  are  en- 
rolled in  American  medical  schools: 

Lynn  D.  Kramer,  2 Brownstone  Ridge,  Meriden, 
Conn. 

Hahnemann  Medical  School — Class  of  1976 
Pre-Med:  Lycoming  College 
Parent:  Dr.  Fred  M.  Kramer 
Paul  L.  Labrie,  67  Russ  Street,  Hartford,  Conn. 
LTniversity  of  Pennsylvania — Class  of  1975  or 
1976 

Pre-Med:  Duquesne  University 
Parent:  Leopold  P.  Labrie 

Gerald  M.  Slutsky,  581  Fountain  Street,  New  Ha- 
ven, Conn. 

Harvard  Medical  School — Class  of  1976 
Pre-Med:  Harvard  College 
Parent:  Edward  Slutsky 

John  J.  Strout,  11  Gregory  Road,  Wallingford, 
Conn. 

Bowman-Gray — Class  of  1976 
Pre-Med:  Davidson  College 
Parent:  Albert  B.  Strout 
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Communications— Medical  Student  Financial  Aid  Fund 

It  was  VOTED  to  receive  as  information,  and 
with  thanks,  letters  from  Dean  Massey  and  Asso- 
ciate Dean  Fleeson  of  the  UConn  School  of  Med- 
icine, in  which  appreciation  was  expressed  for  the 
added  funds  made  available  to  the  CSMS  Financial 
Aid  Program  by  action  of  the  House  of  Delegates 
on  12/6/72. 

Report— Committee  on  Public  Health 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  the  Committee  on  the  subject  of  venereal 
disease,  to  which  was  attached  a subject  report  of 
the  Committee’s  subcommittee  on  V.D.  Following 
extended  discussion  of  the  report,  the  Council  took 
actions  on  a series  of  5 recommendations  made  by 
the  Committee  as  follows: 

(1)  VOTED  to  delete  the  Committee’s  recom- 
mendation “that  the  report  of  the  subcommit- 
tee on  venereal  diseases  be  published  in  Con- 
necticut Medicine”  and  to  substitute  therefor 
the  following:  That  the  Editor  of  the  Journal 
be  requested  to  publish  the  substance  of  the 
subcommittee’s  report,  as  amended  by  the 
Council,  in  the  Journal. 

The  amendments  made  by  the  Council  to 
the  report  of  the  subcommittee  consisted  of 
deleting  those  sections  of  the  subcommittee’s 
report  which  were  in  conflict  with  the  follow- 
ing actions  taken  by  the  Council  on  the  report 
of  the  Committee  on  Public  Health  or  which 
were  made  inappropriate  or  irrelevant  by  said 
actions. 

(2)  VOTED  to  approve  the  Committee’s  recom- 
mendation that  “the  recommended  treatment 
for  gonorrhea  and  syphilis,  as  set  forth  by  the 
Center  for  Disease  Control,  Atlanta,  Ga.,  be 
published  in  Connecticut  M.D.  as  a quick  ref- 
erence for  the  practicing  physician.” 

(3)  VOTED  to  modify  a recommendation  of  the 
Committee  to  read  “that  the  CSMS  Conference 
Committee  with  the  Connecticut  Pharmaceuti- 
cal Association  initiate  steps  to  ascertain 
whether  illegal  dispensing  (without  prescrip- 
tion) of  antibiotics  for  the  treatment  of  vene- 
real disease  occurs. 

(4)  VOTED  to  delete  a recommendation  of  the 
Committee  and  substitute  therefor  the  follow- 
ing: That  the  Commissioner  of  Health  be 
urged  to  standardize  the  approach  to  VD  re- 
porting and  epidemiological  follow-up  with 
respect  to  the  confidentiality  of  the  patients 
involved. 


(5)  VOTED  to  amend  the  recommendation  of  the 
Committee  “that  a copy  of  the  report  and 
recommendations  be  sent  to  the  Commissioner 
of  Health”  by  substituting  therefor  the  follow- 
ing: That  the  Council’s  actions  (on  the  report) 
be  sent  to  the  Commissioner  of  Health. 

Reports  of  the  Fiscal  Committee 

The  Council  received  a series  of  reports  and 
recommendations  from  the  Fiscal  Committee  and 
acted  upon  same  as  follows: 

(1)  VOTED  to  amend  a recommendation  of  the 
Fiscal  Committee  concerning  a proposal  of  the 
Committee  on  Public  Relations  re  a “Louis 
H.  Nahum  Memorial  Award",  and  to  approve 
the  amended  recommendation  as  follows:  That 
the  name  of  the  award  be  “The  Louis  H. 
Nahum  Memorial  Award  for  Medical  Writing” 
(i.e.,  for  writing  “related  to  medicine”  rather 
than  only  “scientific”);  that  the  proposal  be  re- 
ferred to  the  Editor  of  the  Journal  for  imple- 
mentation; that  the  judging  of  articles  sub- 
mitted be  done  by  the  Editor  and  a suitable 
judging  committee  of  his  choosing;  and  that 
an  estimated  $215  be  allocated  for  funding  of 
the  Award  program  during  the  initial  year  of 
implementation. 

(2)  VOTED  to  approve  a recommendation  of  the 
Committee  that  up  to  $400  be  allocated  to 
reimburse  five  “official”  CSMS  representatives 
for  50%  of  usual  expenses  incurred  by  their 
attendance  at  the  AMA-AA1PAC  Public  Affairs 
Workshop,  Washington  D.C.,  March  10-11, 
1973,  such  official  representatives  to  be  selected 
jointly  by  the  President  of  the  Society  and  the 
Chairman  of  the  COMPAG  Board  of  Directors 
(Dr.  Grendon  and  Dr.  Flom).  Andrew  J.  Can- 
zonetti,  HCMA  Associate  Councilor,  requested 
that  his  vote  on  this  recommendation  be  re- 
corded as  “nay”. 

(3)  VOTED  to  approve  a recommendation  of  the 
Fiscal  Committee  that  the  Executive  Director 
be  authorized  to  make  arrangements  for  com- 
prehensive accounting  services  to  be  furnished 
to  the  Society  by  a Certified  Public  Accountant 
in  accordance  with  the  staff  proposal  dis- 
tributed to  the  members  of  the  Council  with 
the  agenda  for  the  meeting  of  1/3/73.  Esti- 
mated cost  of  such  services  is  $9,000  annually, 
with  a reasonable  portion  of  this  cost  to  be 
charged  to  the  CSMS  Ambulatory  Care  Study 
during  the  years  1973-74  and  reverting  to  a 
proportionately  lesser  figure  if  the  CACS  ter- 
minates, as  anticipated,  on  October  5,  1974.  A 
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saving  of  up  to  $2,000  annually  may  be  realized 
from  the  arrangements  planned  from  discon- 
tinuance of  separate  services  currently  being 
obtained  from  outside  sources.  In  making  this 
recommendation,  the  Fiscal  Committee  ap- 
prised the  Council  that  three  accounting  firms 
had  expressed  the  opinion  that  the  cost  of  the 
desired  services  provided  by  them  would  be 
prohibitive  and  had  advised  that  the  Society 
arrange  for  the  desired  services  with  an  indi- 
vidual accountant  on  a salaried  basis. 

CRMP 

(a)  Communications,  J.  Alfred  Fabro:  It  was 

VOTED  to  receive  as  information  two  com- 
munications received  from  Dr.  Fabro  which 
summarized  further  and  made  recommenda- 
tions concerning  the  report  he  filed  with  the 
Council  on  1/3/73  on  the  presentation  he  had 
made  to  the  RMP  site  visit  team  in  New  Ha- 
ven on  12/13/72. 

(b)  Progress  Report,  Committee  on  CRMP  Review 
and  Evaluation:  It  was  VOTED  to  accept,  in 
principle,  a verbal  report  made  by  Kurt  Pelz, 
Committee  chairman,  on  the  progress  that  lias 
been  made  toward  carrying  out  the  assign- 
ments given  to  the  Committee  in  a subject 
resolution  adopted  by  the  House  of  Delegates 
on  12/6/72.  In  summary,  Dr.  Pelz  proposed 
that  the  Committee  should  direct  its  principal 
efforts  to  “the  delineation  of  positive  action 
programs”  to  be  endorsed  by  the  Society  for 
implementation  in  Connecticut,  and  the  Coun- 
cil further  VOTED  to  authorize  the  Com- 
mittee to  proceed  with  the  delineation  of  such 
“positive  action  programs”  and  to  report  on 
same,  with  recommendations,  to  the  Council. 

Summary  Report— Committee  on  State  Legislation 

The  Council  was  joined  by  Philip  A.  Shelton, 
Hartford,  chairman  of  the  Committee  on  State 
Legislation,  who  presented  in  both  verbal  and 
published  forms  a summary  of  the  bills  that  the 
Committee  has  reviewed  and  taken  positions  on 
thus  far  during  the  1973  session  of  the  General 
Assembly.  It  is  anticipated  that  many  more  bills 
will  have  to  be  studied  before  the  legislative  hop- 
per runs  dry.  It  was  VOTED  to  accept  Dr.  Shelton’s 
report  for  filing,  with  commendation.  Noting  that 
several  groups  of  physicians  have  sponsored  bills 
providing  for  exemptions  from  payment  of  the 
new  $150  annual  license  registration  fee,  and  that 
there  would  be  opportunity  at  a public  hearing  to 
present  testimony  on  these  and  other  aspects  of  the 


new  fee,  the  Council  VOTED  to  direct  the  Society  s 
legislative  representatives  to  speak  against  the 
amount  of  the  fee,  on  principle,  and  to  advocate 
that  it  be  reduced  to  a level  commensurate  with 
the  administrative  costs  of  such  registration. 

Reports— Subcommittee  to  Study  and  Revise  the  Bylaws 

It  was  VOTED  to  accept  for  filing  a report  of 
the  Subcommittee  which  covered  three  matters 
previously  referred  to  it  by  the  Council.  Actions 
were  taken  on  tire  three  sections  of  the  report  as 
follows: 

(1)  Voting  Representation  of  Active  CSMS  Sections 
in  the  House  of  Delegates:  It  was  VOTED  to 
authorize  the  President  and  the  Chairman  of 
the  Council  to  call  another  meeting  of  the 
chairmen  of  all  active  CSMS  Sections  to  obtain 
the  latter’s  views  on: 

(a)  The  alternatives  of  granting  all  active 
CSMS  Sections  ex-officio  representation  in 
the  House  of  Delegates,  or  (b),  establish- 
ing a Section  on  Sections  (composed  of  the 
chairmen  of  all  Active  Sections),  the  func- 
tion of  which  would  be  to  select  a single 
representative  (and  alternate)  for  all  ac- 
tive Sections,  such  single  representative  to 
be  granted  voting  membership  both  on  the 
Council  and  in  the  House  of  Delegates. 

(b)  A series  of  amendment  to  the  Bylaws  cover- 
ing Sections  and  Section  activities. 

(2)  Participation  of  Medical  Students  and  House 
Officers  in  CSMS  activities:  It  was  VOTED  to 
implement  the  recommendations  of  the  Sub- 
committee as  follows: 

(a)  That  the  Committee  on  Cooperation  with 
the  Medical  Schools  of  Connecticut  be  di- 
rected to  study  ways  and  means  of  en- 
couraging medical  student  participation  in 
the  Society’s  activities,  in  consultation  with 
student  and  faculty  representatives,  and 
report  back  to  the  Council  with  recom- 
mendations. Although,  upon  election,  each 
Student  Member  is  notified  that  he  may 
so  participate,  the  Committee  on  Coopera- 
tion could  give  added  emphasis  to  the  op- 
portunities for  same  and  encourage  stu- 
dent involvement,  whether  Student  Mem- 
bers or  not.  However,  the  Committee 
should  stress  the  desirability  of  becoming 
a Student  Member  and  promote  applica- 
tion for  same  to  the  Council. 

(b)  That,  to  acquaint  house  officers  serving  in 
Connecticut  hospitals  with  the  opportuni- 
ties for  interns  and  residents  to  participate 
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in  the  activities  of  the  Society,  including 
their  eligibility  for  Student  Membership, 
the  Council  direct  the  President  and  Chair- 
man of  the  Council  to  extend  invitations 
to  the  Chiefs  of  Staff  of  all  Connecticut 
hospitals  to  arrange  for  one  or  two  house 
officer  representatives  to  attend  a meeting 
to  be  called  by  the  President  and  Chair- 
man of  the  Council  for  the  purpose  of 
discussing  house  officer  participation  and 
involvement  in  CSMS  activities. 

(3)  Format  and  Content  of  the  Minutes  of  Council 
Meetings:  As  amended  by  the  Council,  it  was 
VOTED  to  approve  the  subject  recommenda- 
tions of  the  Subcommittee  as  follows: 

(a)  That  all  main  motions  that  are  adopted 
be  recorded  in  full  in  the  minutes. 

(b)  That  all  main  motions  that  fail  to  pass 
not  be  recorded  in  the  minutes,  unless  a 
motion  to  record  the  lost  motion,  duly 
made  and  seconded,  is  adopted  by  majority 
vote. 

(c)  That  comments,  opinions,  etc.  expressed 
by  the  members  of  the  Council  during 
discussion  of  items  of  business  coming  be- 
fore the  Council  not  be  recorded  in  the 
minutes. 

(d)  That  tape  recordings  of  the  proceedings  of 
Council  meetings  not  be  made  for  the 
purpose  of  establishing  a permanent  tape 
library. 

(e)  That  the  proceedings  of  Council  meetings 
be  routinely  tape  recorded  for  reference, 
and  that  such  tapes  be  retained  in  storage 
for  two  years. 

Resolution  re  Connecticut  Ambulatory  Care  Study 

It  was  VOTED  to  approve  a statement  in  support 
of  President  Nixon’s  efforts  to  curtail  federal  spend- 
ing, etc.  as  follows: 

The  Connecticut  State  Medical  Society  stands 
on  record  as  being  in  complete  accord  with  the 
President’s  determined  effort  to  rid  the  federal 
government  of  its  waste  and  bureaucratic  over- 
load. It  further  supports  the  President  in  his 
purposes  to  get  the  federal  government  out  of 
the  health  services  business,  and  have  state  and 
local  people  provide  for  themselves. 

However,  the  Connecticut  State  Medical  Soci- 
ety, based  on  the  budget  message,  is  concerned 
that  this  laudable  action  will  be  accomplished 
in  an  orderly  fashion,  and  that  federal  support 
will  be  turned  over  to  competent  and  repre- 
sentative local  people.  Particularly  the  Society 


anticipates  the  government  will  live  up  to  its 
commitments  and  contracts,  and  not  allow 
politics  to  be  the  determining  factor  in  the  de- 
cision to  unilaterally  dissolve  these  contracts. 

It  was  further  VOTED  to  adopt  a resolution  as 
follows: 

RESOLVED:  That  the  Council  of  CSMS  transmit 
the  sentiments  of  the  foregoing  statement  in  a 
letter  to  CRMP,  RMP  and  the  Secretary  of 
HEW,  and  request  that  funds  for  the  Con- 
necticut Ambulatory  Care  Study  contract  be 
reserved  for  the  second  year  of  such  contract, 
October  5,  1973-October  5,  1974. 

Report— Committee  on  PR  Os,  Foundations  and  HMOs 

Sidney  I,.  Cramer,  Hartford,  Committee  chair- 
man, made  a verbal  report  to  the  Council  on  recent 
Committee  activities  which  relate  to  PSRO  plan- 
ning and  development.  In  particular,  he  brought 
two  draft  documents  to  the  attention  of  the  Council 
as  follows: 

(a)  A “prospectus”  documenting  the  Society’s  past 
and  present  interest  and  involvement  in  peer 
review  functions,  foundations,  etc,  which  he 
advocates  be  sent  to  the  Secretary  of  HEW  at 
a proper  time  for  the  purpose  of  gaining  HEW 
recognition  of  the  Society  as  an  agency  qualified 
to  undertake  the  development  of  a PSRO  for 
Connecticut.  He  noted,  however,  that  the 
AMA’s  new  Advisory  Committee  on  PSROs 
has  recommended  a “go  slow”  approach  to 
seeking  such  recognition,  and,  in  fact,  suggested 
that  a moratorium  on  same  be  observed  by 
state  and  county  medical  units  until  PSRO 
regulations  have  been  more  completely  formu- 
lated by  HEW. 

It  was  VOTED  to  accept  this  portion  of  the 
report  for  filing.  It  was  further  VOTED  that 
a letter  be  sent  to  the  secretary  of  HEW,  in- 
forming him  that  the  Connecticut  State  Med- 
ical Society  desires  to  assume  the  responsibility 
for  planning  and  developing  a PSRO  for  Con- 
necticut, as  outlined  under  the  applicable  pro- 
visions of  HR  1,  and  requesting  his  guidance 
and  direction  as  to  how  the  Society  should 
proceed  in  this  matter. 

(b)  Report  of  the  Committee  on  PROs,  Founda- 
tions and  HMOs:  Subject  to  the  Committee’s 
approval  at  a meeting  scheduled  for  2/6/73, 
it  is  proposed  to  send  a copy  of  a report  on  the 
activities  of  the  Committee  since  its  formation 
— particularly  its  services  as  a Peer  Review 
Organization  for  Medicare  B,  in  cooperation 
with  the  Connecticut  General  Life  Insurance 
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Company,  and  indicating  how  the  expertise 
gained  through  these  activities  should  prove 
to  be  of  value  in  the  development  of  a PSRO. 
At  the  conclusion  of  the  report  appears  a 
questionnaire  which  calls  for  answers  to  a 
series  of  questions  on  PRO  and  PSRO  experi- 
ence, interest  in  same,  interest  in  participating 
in  same,  etc. 

It  was  VOTED  to  approve  this  portion  of 
the  report,  and  it  was  further  VOTED  to  ex- 
pand the  Committee’s  proposal  to  mail  this 
report  to  the  membership  of  the  Society  to  in- 
clude non-member  physicians  licensed  in  Con- 
necticut and  also  to  Doctors  of  Osteopathy 
licensed  in  the  state. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  February 
1,  1973.  Detailed  minutes  of  the  meeting  are 
on  pie  at  160  St.  Ronan  Street,  New  Haven, 
for  perusual  by  an  interested  member  of  the 
Society. 


SPORTSCOACH 


The  Total  Design 
Motor  Home  Leader 

Sportscoach  is  widely  acknowledged  as  Amer- 
ica's best  built  motor  home. 

Sportscoach.  It’s  like  none  other.  Luxury,  per- 
formance, comfort,  construction  and  safety.  It’s 
all  there. 

Write  us  for  the  beautiful  and  informative 
Sportscoach  brochures.  Better  yet,  next  time  you 
plan  to  be  in  our  area  call  us  collect.  We’ll  be 
happy  to  arrange  a test  drive  and  show  you  some 
of  the  many  truly  amazing  features  of  Sports- 
coach. If  you're  too  busy  to  stop  by  just  let  us 
know  you  are  interested.  We  will  do  the  rest.  We 
make  house  calls. 


Mallon  Chevrolet — RV  Division  Tel.  889-3333 

I 774  W.  Thames  St.,  Norwich,  Conn.  06360 

I I’m  Interested  in  Sportscoach 

Send  literature  □ Don’t  call  me,  I’ll  call  you  □ 

I Call  me  at  ; Best  time 

I I’m  interested  in  your  “House  Call”  offer 

I Name  

I Address  

City  State  


FOR  PATIENTS  OF  ALL  AGES.  REGARDLESS  OF  RACE,  COLOR  OR  CREED.  WHO  NO  LONGER  RE- 
QUIRE GENERAL  HOSPITAL  CARE  AND  WANT  TO  BE  HELPED  T0"GET  UP  AND  GET  WELL  FASTER." 

SOUND  VIEW  HAS  AN  ACTIVE  RESTORATIVE  AND  REHABILITATIVE  PROGRAM 
WHICH  IS  WELL  KNOWN  TO  THE  MORE  THAN  150  AREA  PHYSICIANS  WHO  HAVE 
ADMITTED  THEIR  PATIENTS  TO  OUR  FACILITY. 

OUR  LARGE  NURSING  STAFF,  PHYSICAL  THERAPISTS,  OCCUPATIONAL  THER- 
APIST, SPEECH  THERAPIST  AND  SOCIAL  WORKER  ARE  CONTINUOUSLY  INVOLVED. 
PLANNING  AND  ADMINISTRATING  A REHABILITATION  PROGRAM  FOR  EACH  PATIENT. 

THREE  RESIDENT  PHYSICIANS  ARE  AVAILABLE  TO  ASSIST  THE 
^ PATIENT’S  PERSONAL  PHYSICIAN. 

SOUND  VIEW-SPECIALIZED  CARE  CENTER 

CARE  LANE,  WEST  HAVEN  (BETWEEN  V.A.  HOSPITAL  AND  NOTRE  DAME  HIGH)  934-7955 

ONE  IN  STAFF  FOR  EACH  PATIENT  MEDICARE  & BLUE  CROSS  ’•65”  APPROVED 
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NEW  ENGLAND  CONFERENCE 
ON  THE  QUALITY  OF  LIFE 

The  American  Medical  Association  in  coopera- 
tion with  other  national  organizations  sponsored 
a Quality  of  Life  Congress  in  Chicago  in  March, 
1972.  It  was  patterned  after  the  White  House  Con- 
ferences on  Food,  Nutrition  and  Health  in  1969, 
on  Children  in  1970,  and  on  Youth  in  1971.  Its 
concerns  were  maternal  and  child  health  from  con- 
ception through  adolescence.  It  stressed  the  orderly 
development  of  the  child  and  prevention,  rather 
than  treatment,  of  his  problems  through  under- 
standing him  and  controlling  his  environment.  It 
examined  the  individual’s  search  for  self  and 
identity  and  the  importance  to  our  world  of  his 
finding  them. 

A year  later  the  American  Medical  Association 
sponsored  the  second  Quality  of  Life  Congress  in 
Chicago  which  examined  many  of  the  struggles 
man  encounters  during  his  middle  and  most  pro- 
ductive years— early  adulthood  (25-35),  mature 
adulthood  (35-55),  and  the  transitional  years  (55-65). 
Society  makes  great  demands  on  these  age  groups 
who  must  cope  with  the  complexities  of  living 
while  producing  and  nurturing  the  younger  genera- 
tion. Conferees  were  admonished  that  skills  in  the 
art  of  parenthood  must  be  developed  in  children 
and  that  adults  must  reassess  their  goals  and  values 
and  overcome  mental,  physical,  and  emotional 
handicapping  which  limit  individual  potential. 
Both  Congresses  recommended  regional  intergroup 
efforts  to  find  solutions  to  improving  the  quality  of 
life. 

To  sustain  this  effort,  interested  representatives 
from  the  Massachusetts  Medical  Society  and  its 
Auxiliary,  Massachusetts  Commission  on  Children 
and  Youth,  and  the  Massachusetts  Association  of 
Secondary  School  Principals  met  in  Boston  in 
September,  1972  to  consider  a regional  conference 
that  would  provide  a suitable  way  to  work  con- 


structively on  the  vital  issues  raised  in  Washington 
and  Chicago  and  to  include  a follow  up  examina- 
tion of  previous  conferences.  This  group  announces 
a New  England  Conference  on  the  Quality  of  Life 
to  be  held  in  Boston  April  12,  13,  14,  1973.  Its 
concerns  will  be  Health,  Education,  Social  Oppor- 
tunity, Economic  Opportunity,  and  Social  Justice. 

The  steering  committee  includes  Chairman  How- 
ard N.  Jacobson,  M.D.,  Massachusetts  Medical  So- 
ciety, Vice  Chairman  Harry  L.  Walen,  Massachu- 
setts Association  of  Secondary  School  Principals, 
Treasurer  Everett  R.  Spencer,  Massachusetts  Med- 
ical Society,  and  Secretary  H.  Marie  Garrity,  Ed., 
I).,  Massachusetts  Department  of  Education.  Con- 
necticut particpiants  will  be  Deborah  Leighton, 
Director  of  Community  Services,  Division  of  Con- 
necticut’s Department  of  Children  and  Youth  Serv- 
ices, and  Dr.  Ivor  Echols  of  the  School  of  Social 
Work,  University  of  Conecticut.  The  steering  com- 
mittee expects  that  the  Conference  will  produce 
plans,  actions,  and  recommendations  for  each  New 
England  State  and  will  establish  committees,  com- 
missions or  constructive  lobbies  for  implementing 
them. 

Representatives  of  New  England  Medical  Soci- 
ety Auxiliaries  have  attended  steering  committee 
meeting  in  Boston  during  the  winter  months.  Con- 
necticut's Medical  Auxiliary  has  been  represented 
by  Mrs.  Clarence  Harwood  and  Mrs.  George  Roch. 

In  our  creative  society  that  has  experienced  dy- 
namic shifts  and  changes,  a ferment  of  concern 
exists  among  the  American  people  about  improving 
the  quality  of  life.  The  goals  of  the  Quality  of  Life 
Congresses  are  to  provide  forums  for  concerned 
debate,  for  meaningful  dialogue  regarding  human 
blight  and  its  alleviation,  for  planning  coordinated 
and  comprehensive  action  programs  at  all  levels  of 
government  and  society,  and  for  promoting  human 
health  and  productivity,  understanding  and  hap- 
piness. 
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Meeting  Notices 


GENERAL 

April  26-28,  1973 

Fourth  National  Congress  On  Medical  Ethics 

Sponsored  by  the  Judicial  Council 

American  Medical  Association 

The  Washington-Hilton,  Washington,  D.C. 

September,  1972-May,  1973 

6:00  P.M.-8:15  P.M.— Every  Tuesday 

Basic  Science  Related  to  Clinical  Medicine 

Lawrence  and  Memorial  Hospitals 
New  London,  Connecticut 
Contact:  Edward  Gipstein,  M.D. 

Director  of  Medical  Education 

PSYCHIATRY 

April  12— Thursday— 10:30  A.M. 

“Medical  Ethical  History,  Cooperative 
Observations  in  Time” 

George  Mora,  M.D.,  Poughkeepsie,  New  York 
Connecticut  Valley  Hospital,  Middletown 

April  17— Tuesday— All  day 
Case  Presentations 
Robert  O.  Jones,  M.D. 

Halifax,  Nova  Scotia 

Connecticut  Valley  Hospital,  Middletown 


In  Mcmoriam 


Marshall,  John  D.,  Yale,  1952.  Dr.  Marshall  was  a 
psychiatrist  in  the  Fairfield  area  since  1955,  and  a 
clinical  professor  of  psychiatry  at  the  Yale  Univer- 
sity School  of  Medicine.  Dr.  Marshall  was  chief  of 
the  community  psychiatric  services  at  the  Veterans 
Administration  Hospital,  West  Haven,  since  1970, 
and  for  16  years  conducted  a private  psychiatric 
practice  in  Westport.  He  was  a member  of  the  Fair- 
field  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Marshall  died  January  10,  1973, 
at  the  age  of  49. 
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when  you  prescribe 

DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  make* 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 

Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  20% 
Benzocaine.) 

FORMULA 

Alcohol  70% 

Bencocaine  1 0% 

Chloroform,  4 mins, 
per  fluidounce 


DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 


Active  Ingredients: 
Alcohol  by  vo.  70% 
Chloroform 
4 min.  per  fl.  oz. 
Benzocaine  in  a 
special  base. 
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will  be  destroyed  immediately  following  publication  of 
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the  articles  published.  Requests  for  individual  reprints 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Non-Operative  Removal  of 
Residual  Common  Duct  Stones 


M.  G.  Feldman,  M.D.,  S.  Meltzer,  M.D.,  and  W.  B.  Lebowitz,  M.D. 


One  of  the  complications  following  choleclo- 
cholithotomy  is  the  retained  common  duct  stone, 
an  event  reported  to  occur  between  two  and  20 
percent  of  the  time(l).  Until  recently,  the  search 
for  a satisfactory  and  reasonably  safe  non-operative 
approach  to  this  problem  has  centered  on  chemoly- 
sis  and  biliary  flush(2-4).  This  procedure  has  not 
gained  general  acceptance  among  surgeons  because 
of  the  sporadic  success  and  time  required(5-7).  As  a 
result,  other  more  direct  and  less  time-consuming 
methods  have  been  sought.  Direct,  non-operative  re- 
moval of  common  duct  stones,  was  first  suggested  in 
1962  and  since  modified(8-l  1).  We  have  attempted 
the  procedure  in  two  patients.  The  successful  ex- 
traction of  a retained  common  duct  stone  is  des- 
cribed here  in  detail.  The  technique,  performed  in 
the  radiology  department  utilizing  an  image  in- 
tensifier,  required  cardiac  catheterization  equip- 
ment and  ureteral  wire  baskets  (fig.  1). 

Figure  1 

EQUIPMENT  FOR  NON-SURGICAL  REMOVAL 
OF  COMMON  DUCT  STONES 


“J”  GUIDE  WIRE  FLEXIBLE  DISTAL  TIP 
COURNAND  STANDARD-WALL  CATHETER 
CORONARY  CATHETER 
FOGARTY  EMBOLECTOMY  CATHETER 
DORMIA  UTETERAL  STONE  BASKET 


Technique 

The  patient  with  a retained  common  duct  stone 
and  a T-tube  in  place  is  readmitted  to  the  hospital 
approximately  four  to  six  weeks  post-choledo- 
chestomy.  At  this  time  the  T-tube  sinus  tract  is  well- 
formed.  After  a culture  of  the  bile  drainage  is  ob- 
tained, oral  broad-spectrum  antibiotics  are  admin- 
istered. In  order  to  facilitate  manipulation,  the  pa- 
tient is  placed  on  an  X-ray  table  with  an  image  in- 

DR.  M.  G.  FELDMAN,  Attending  Surgeon,  St.  Vincent’s 
Hospital  and  Bridgeport  Hospital,  Bridgeport,  Connecticut. 

DR.  S.  MELTZER,  Attending  Surgeon,  St.  Vincent’s  FIos- 
pital,  Bridgeport,  Connecticut. 

DR.  W.  B.  LEBOWITZ,  Attending  Physician,  St.  Vincent’s 
Hospital  Bridgeport,  Connecticut. 


tensifier  coupled  to  a television  screen.  This  en- 
ables the  extraction  to  be  performed  under  direct 
visualization.  Continuous  visual  monitoring  also 
reduces  the  risk  of  creating  a false  passage.  The 
area  around  the  T-tube  is  surgically  cleaned  and 
draped.  Contrast  material  is  injected  into  the  T- 
tube,  and  the  position  of  the  stone  is  determined 
(fig.  2).  A clear  image  of  the  biliary  tree  and  the 
sinus  tract  is  demonstrated.  As  the  T-tube  is  re- 
moved, wall  suction  is  applied  to  the  open  end. 
Aspiration  of  the  stone  may  occur  at  this  point.  If 
the  stone  cannot  be  sucked  through  the  opening 
of  the  common  duct,  further  manipulation  is  re- 
quired. A “J"  guide  wire  is  inserted  through  the 
fistula  into  the  common  duct  and  directed  towards 


Figure  2 

Retained  stone  (arrows)  in  proximal  portion  of  common 
duct  demonstrated  under  the  image  intensifer  and  T.V. 
screen. 


Vol.  37,  No.  5 


225 


Figure  3 

“I"  guide  wire  directed  into  common  duct  through  sinus 
tract  past  stone. 

the  stone  (fig.  3).  A Cournand,  standard-wall,  radio- 
paque catheter  of  suitable  diameter  is  passed  over 
the  guide  wire  and  manipulated  past  the  stone.  Af- 
ter the  guide  wire  is  removed,  a Dormia  ureteral 
stonebasket  is  threaded  through  the  catheter.  In 
order  to  open  the  wire  basket,  the  Cournand  cathe- 
ter is  withdrawn  about  3cm.  After  the  basket  is 
opened,  attempts  at  engaging  the  stone  are  made. 
Once  the  stone  is  engaged,  the  basket  and  the  cathe- 
ter are  gently  withdrawn  (fig.  4).  As  the  basket  is 
closed  around  the  stone,  fragmentation  may  occur. 
These  small  fragments  maybe  removed  using 
Fogarty  and  coronary  catheters(12).  The  Fogarty 
catheter  is  passed  through  the  ampulla  of  Vater 
and  into  the  duodenum.  Dilatation  of  the  sphincter 
of  Oddi  is  accomplished  by  gently  distending  the 
balloon  with  1-2  cc.  of  contrast  material  (fig.  5)  as 
the  catheter  is  withdrawn.  Coronary  catheters  are 
then  passed  through  the  sinus  tract  into  the  com- 
mon duct  and  into  the  right  and  left  hepatic  radi- 
cles (fig.  6).  The  ducts  are  flushed,  and  suction  is 
applied  as  the  catheters  are  manipulated,  to  remove 
residual  gravel.  A final  cholangiogram  is  obtained 
(fig.  7).  Cultures  are  again  obtained  of  the  bile 


Figure  4 

Wire  ureteral  basket  engaging  stone  in  common  duct 
(arrows). 

drainage,  and  a dry,  sterile  dressing  is  applied.  The 
patient  is  observed  overnight  and  subsequently  dis- 
charged. 


Figure  5 

Fogarty  Catheter  engaging  stone  and  balloon  distended  to 
dilate  sphincter  of  oddi. 
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If  at  any  point  the  sinus  tract  appears  to  be  too 
narrow,  dilatation  may  be  accomplished  with  Hegar 
dilators  of  progressively  greater  diameter.  If,  at  the 
completion  of  this  non-operative  procedure,  the  re- 
tained stone  is  not  dislodged,  a red  rubber  catheter 
should  be  re-inserted  into  the  common  duct.  This 
will  aid  in  identifying  the  common  duct  when  sur- 
gical re-exploration  is  performed. 

Discussion 

In  1962  Mondet  first  reported  success  in  extract- 
ing retained  common  duct  stones  non-operatively 
using  a specially  designed  forceps(8).  Utilizing  this 
technique  with  several  added  refinements,  Maz- 
zariello  reported  a series  of  74  patients,  with  a suc- 
cess rate  of  86  percent,  in  which  residual  calculi 
were  removed(lO).  Aside  from  extraction  in  49  pa- 
tients, aspiration  was  employed  in  one,  and  passage 
through  the  sphincter  of  Oddi  was  accomplished  on 
14  occasions.  Lamis  reported  success  in  2 cases  utiliz- 
ing a soft-rubber,  Coude-tipped  catheter(9).  Malior- 
ner  and  Beane  advocated  the  use  of  controllable  di- 
rection guides  and  ureteral  wire  basket(ll).  It  is 
becoming  apparent  that  retained  common  duct 
stones  may  be  successfully  removed  in  those  pa- 


tients with  post-operative  T-tubes.  The  drawbacks 
of  chenrolysis  and  biliary  flush,  namely,  patience, 
persistence,  and  time,  need  no  longer  be  a deterrent 
to  attempting  non-operative  removal  of  the  over- 
looked stone. 

Of  the  complications  observed  by  the  direct,  non- 
operative removal  technique,  pain,  colic,  and  vom- 
iting were  the  most  frequently  noted.  Transient 
fever,  attributed  to  an  ascending  cholangitis,  oc- 
curred in  about  10  percent  of  the  patients.  By  com- 
parison, chemolysis  of  biliary  stones  may  result  in 
injury  to  the  liver  and  sloughing  of  duct  epithe- 
lium^). The  relatively  benign  clinical  course  fol- 
lowing attempts  at  direct,  non-operative  removal  of 
biliary  calculi  encourages  us  to  advocate  its  routine 
use  prior  to  a decision  for  surgical  re-exploration. 

Conclusion 

A technique  of  non-operative  removal  of  retained 
biliary  calculi  is  described.  This  procedure  is  less 
time-consuming  and  appears  to  be  less  dangerous 
than  the  method  of  chemolysis  and  biliary  flush. 
In  all  patients  with  T-tubes  and  retained  stones 
non-operative  removal  should  be  routinely  at- 
tempted prior  to  surgical  re-exploration. 
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Figure  6 

Coronary  catheter  used  to  flush  right  and  left  hepatic  radicles. 
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Figure  7 

Final  cholangiogram  reveals  no  “overlooked”  biliary  tract 
stone. 

Discussion 

Dr.  Saul  Meltzer,  Bridgeport:  One  of  the  first  of 
these  patients  was  referred  by  Dr.  Lebowitz,  the  cardi- 
ologist who  runs  our  cardiovascular  lab.  In  watching 
him  manipulate  his  catheters  and  wires  around,  I 
was  quite  impressed  with  the  facility  with  which 
he  could  get  around  corners.  It  seemed  to  me  that 
what  he  was  doing  was  quite  impressive.  We  con- 
sulted with  him  with  regard  to  attempting  the  re- 
moval of  common  duct  stones  and  had  several  trial 
runs  before  we  attempted  stone  removal  in  a pa- 
tient. We  also  used  a new  ureteral  wire  basket  with 
a very  thin  shaft  to  it.  The  vascular  arrangement 
is  quite  non-traumatic.  It  can  be  visualized  very 
easily. 

Since  we  prepared  this  paper,  I attempted  this 
once  more  on  a patient  who  had  had  a straight 
catheter  placed  to  drain  his  common  duct.  Sub- 
sequently, he  was  found  to  have  a residual  stone, 
and  the  straight  catheter  had  been  removed  ac- 
cidentally. We  tried  to  re-open  the  catheter  sinus 
tract  with  the  flexible  wires,  but  we  were  quite 
unable  to  do  so. 

Dr.  Hastings  Wright,  New  Haven:  There  is  one 


other  technique  being  worked  on  right  now  as  a 
non-surgical  method.  This  involves  an  attempt  to 
convert  lithogenic  bile  to  non-lithogenic  bile  in 
an  attempt  to  dissolve  the  stone.  There  were  several 
reports  at  the  Surgical  Forum  in  October  demon- 
strating success  in  changing  lithogenic  to  non-litho- 
genic bile.  Unfortunately,  they  suggest  that  it 
would  take  approximately  six  months  to  a year  to 
dissolve  a stone  this  way. 

Dr.  Gerald  Strauch,  Stamford:  Having  had  the 
experience  of  seeing  people  develop  fevers  of  101 
degrees  after  a non-traumatic  cholangiogram  with 
a tube  in  place  and  while  on  antibiotic  therapy, 
and  realizing  that  one  of  the  potential  complica- 
tions of  this  method  of  stone  extraction  might  be 
suppurative  cholangitis,  I wonder  what  arrange- 
ments you  make  with  your  operating  room  at  the 
time  you  take  a patient  like  this  down  to  the  radio- 
logy department  to  manipulate  a stone? 

Dr.  Morton  Feldman,  Bridgeport:  None,  in  the 
cases  that  we  had.  I think  the  big  advantage  is  the 
use  of  the  X-ray  department,  the  image  intensifier 
and  the  television  screen.  If  a false  passage  is 
created,  you  see  it  right  away  and  just  back  off.  It 
is  easy  enough  to  manipulate  the  catheters  once 
you  are  in  there  and  you  are  continuously  viewing 
with  that  television  screen. 

In  a comparatively  large  series  reported  from 
South  America,  a 10  percent  incidence  of  cho- 
langitis was  seen.  In  one  case  that  Dr.  Meltzer  men- 
tioned, I think  the  temperature  rose  to  above  100 
degrees  for  a twenty-four  hour  period  and  then 
subsided.  In  the  other  cases,  there  was  no  tempera- 
ture elevation.  I think  that  the  less  the  patient 
seems  capable  of  withstanding  another  operation, 
the  more  one  should  bend  over  backwards  in  utiliz- 
ing this  method.  It  is  a relatively  safe  method  and 
a lot  safer  than  a major  operation  in  an  elderly, 
sick  individual. 
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Ischemic  Gastroenterocolitis  In  Infants: 
Clinical  Aspects  and  Thoughts 
On  Its  Etiology 

Robert  J.  Touloukian,  M.D. 


There  is  a sizable  group  of  infants,  primarily 
premature,  who  develop  clinical  signs  compatible 
with  intestinal  obstruction  and  peritonitis  in  the 
first  few  days  of  life,  but  who  do  not  have  Hir- 
schsprung's disease,  meconium  ileus,  intestinal 
stenosis  or  meconium  plug  syndrome.  Since  these 
patients  are  functionally  obstructed,  distended, 
vomit,  and  have  diarrhea,  often  containing  gross 
blood,  they  are  generally  considered  to  have  gas- 
troenterocolitis of  the  neonate.  Recent  reports  from 
several  large  pediatric  centers  have  broadened  our 
understanding  of  this  condition  as  a clinical  entity 
having  specific  roentgen  and  pathologic  findings 
and  enabled  us  to  select  patients  for  medical  versus 
early  surgical  treatment.  Thirteen  cases  observed  at 
the  Newborn  Special  Care  Unit  of  the  Yale-New 
Haven  Hospital  between  July  1968  and  June  1971 
were  reviewed  and  the  findings  compared  to  those 
in  previous  reports. 

Results 

The  pediatrician  and  surgeon  can  face  no  greater 
diagnostic  or  therapeutic  challenge  than  the  pre- 
mature infant  with  abdominal  distension,  vomiting, 

DR.  ROBERT  J.  TOULOUKIAN,  Associate  Professor  of 
Surgery  and  Pediatrics,  Department  of  Surgery,  Yale  Univer- 
sity School  of  Medicine  and  the  Yale-New  Haven  Hospital, 
New  Haven,  Conn. 


diarrhea  and  gross  rectal  bleeding.  Marked  disten- 
sion is  not  compatible  with  very  long  survival. 
These  findings  were  present  in  a majority  of  infants 
with  gastroenterocolitis  reported  from  the  Babies 
Hospital  in  New  York(l),  Tos  Angeles  Children's 
Hospital(2),  and  the  University  Hospital  in  Seat- 
tle^) (Table  1).  Roentgen  findings  in  these  pa- 
tients included  a picture  of  intestinal  distension 
consistent  with  a diagnosis  of  paralytic  ileus,  pneu- 
matosis intestinalis,  arborized  gas  within  the  portal 


TABLE  1 

CLINICAL  SIGNS  AND  SYMPTOMS 


New 

Haven 

13 

(1965- 

70) 

New 

York 

25 

(1955- 

66) 

Seattle 

38 

(1962- 

69) 

Los 

Angeles 

16 

(1958- 

69) 

Total 

(percent) 

Abdominal 

Distention 

13 

22 

28 

16 

75% 

Prolonged 

Gastric 

Emptying 

6 

19 

31 

16 

78% 

Vomiting 

6 

17 

— 

16 

72% 

Diarrhea 

5 

13 

— 

16 

64% 

Rectal 

Bleeding 

5 

9 

19 

6 

43% 

Lethargy 

6 

6 

28 

— 

53% 
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TABLE  2 

ROENTGEN  SIGNS 


New 

Haven 

13 

New 

York 

25 

Seattle 

38 

Los 

Angeles 

16 

Total 
(percent ) 

Pneumatosis 

3 

21 

37 

4 

71% 

Portal 

Vein  Gas 

1 

4 

10 

2 

19% 

Pneumo- 

Peritoneum 

6 

4 

5 

4 

21% 

TABLE  3 

RESULT  OF  TREATMENT 


New 

Haven 

13 

New 

York 

25 

Seattle 

38 

Los 

A ngeles 

16 

Total 
( percent ) 

Non- 

Operative 

5 

10 

15 

7 

40% 

Survival 

9 

0 

9 

1 

32% 

Operative 

8 

15 

23 

9 

60% 

Survival 

4 

4 

16 

3 

50% 

venous  system  and  a pneumo  peritoneum  (Table  2). 
Pneumatosis  is  a roentgen  finding  easily  overlooked 
since  its  extent  may  be  limited  and  to  the  un- 
intiated  eye  be  considered  a normal  collection  of 
gas.  It  may  present  as  a linear  stripe  along  side  the 
intestine  (Figure  1A)  or  as  bubbles  of  gas  within 
the  intestinal  wall  (Figure  IB)  Extra  luminal  gas 
is  most  frequently  observed  on  the  right  side  of  the 
abdomen.  Portal  vein  gas  is  a foreboding  sign,  us- 
ually found  in  the  sickest  infants,  who  are  often 
septic  and  jaundiced.  The  collections  of  gas  repre- 
sent an  invasion  of  the  mesenteric  and  portal  ven- 
ous system  by  gas-forming  anerobic  organisms,  but 
recent  experience  indicates  that  its  presence  is  not 


necessarily  a fatal  sign  if  the  patient  is  promptly 
treated  with  antibiotics  and  if  gastrointestinal  func- 
tion can  be  restored.  A pneumo  peritoneum  can  be 
difficult  to  detect  unless  an  upright  film  is  obtained 
to  visualize  the  diaphragm.  Even  the  smallest  collec- 
tion of  free  air  is  a sine  qua  none  for  operative  in- 
tervention. 

1’he  selection  of  patients  for  surgical  exploration, 
aside  from  those  showing  perforation  by  X-ray,  re- 
mains a controversial  issue.  Certainly  all  patients 
should  be  immediately  cultured,  begun  on  systemic 
antibiotics,  nasogastric  suction,  and  rehydration 
with  intravenous  fluids.  I personally  have  become 
more  aggressive  and  elected  exploration  when  the 
patient  develops  signs  of  peritoneal  irritation  in 
the  absence  of  roentgen  signs  of  perforation.  On 
the  other  hand,  serial  roentgen  examinations,  even 
as  frequently  as  at  six-hour  intervals,  may  detect 
perforations  before  any  obvious  change  in  the  phys- 
ical signs.  Sixty  percent  of  patients  were  operated 
upon,  including  eight  of  thirteen  from  our  own 
group  (Table  3).  The  overall  survival  of  patients 
undergoing  explorations  is  slightly  better  than 


Figure  1A 

Pneumatosis  presenting  as  a linear  collection  of  extra- 
luminal  gas  in  an  infant  with  ischemic  enterocolitis. 


Figure  IB 

Pneumatosis  presenting  as  bubbles  of  extraluminal  gas  in 
an  infant  with  ischemic  enterocolitis. 
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Figure  2 

Extensive  ischemic  enterocolitis  in  autopsy  specimen.  Note 
the  serosal  penumatosis;  smaller  collections  of  extraluminal 
gas  are  present  in  the  adjacent  loops. 

those  having  only  medical  treatment.  This  is  par- 
ticularly significant  when  considering  that  the  sicker 
patients  come  to  operation.  The  operative  findings 
and  procedures  performed  in  our  eight  patients  are 
summarized  in  Table  4. 

The  operative  and  autopsy  findings  reveal  a vary- 
ing degree  of  gastrointestinal  involvement,  al- 
though the  stomach,  ileum  and  colon  appear  to  be 
the  primary  sites  affected.  Diffuse  small-bowel 
necrosis  was  found  at  autopsy  in  one  premature 
infant;  pneumatosis  intestinalis  was  visible  on  the 
serosal  surface  (Figure  2).  Mucosal  necrosis  was  ex- 


Figure 3 

Isolated  perforation  of  the  sigmoid  colon  with  small 
amount  of  stool  protruding  through  opening.  (Case  7). 


tensive  without  evidence  of  hemorrhage  or  inflam- 
mation. These  changes  may  be  more  limited  and 
give  the  microscopic  picture  of  vascular  congestion, 
mucosal  hemorrhages  and  necrosis.  Isolated  perfora- 
tions of  the  colon  are  not  uncommon  (Figure  3) 
and  have  been  reported  for  the  past  three  years 
in  a number  of  patients  following  exchange  transfu- 
sion.(4) 

Discussion 

The  etiology  proposed  for  this  condition  includes 
birth  trauma, (5)  congenital  defects  of  the  bowel 
wall, (6)  primary  infections  of  the  gut  secondary  to 


TABLE  4 

OPERATIVE  FINDINGS  AND  PROCEDURE  IN  EIGHT 
PATIENTS  WITH  ISCHEMIC  CASTRO  ENTEROCOLITIS 


Case 

Site 

Findings 

Operation 

Outcome 

1 

Stomach 

Linear  perforation  along  greater 
curvature  with  surrounding 
ischemia 

Closure  of  perforation 
Gastrostomy 

Alive 

2 

Stomach 

Perforation  along  lesser  curvature 
with  surrounding  necrosis 

Closure  of  perforation 
Gastrostomy 

Dead 

3 

Stomach 

Perforation  along  lesser  curvature 

Partial  gastrectomy, 
splenectomy,  gastrostomy 

Dead 

4 

Stomach 

Perforation  anterior  wall  with 
necrosis 

Closure  of  perforation 
Gastrostomy 

Dead 

5 

Ileum 

Hemorrhagic  necrosis  with 
obstruction 

Resection  and  anastomosis 

Dead 

6 

Ileum  and  colon 

Necrosis,  ileum  and  right  colon; 
sigmoid  perforation 

Ileo-colectomy  and 
sigmoid  colostomy 

Alive 

7 

Colon 

Sigmoid  perforation;  deep 
ulcerations  of  mucosa 

Sigmoidectomy  and 
sigmoid  colostomy 

Alive 

8 

Colon 

Diffuse  inflammation 

Sero  muscular  biopsy 
(sigmoid) 

Alive 
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ingestion  of  infected  amniotic  fluid, (7)  or  bacterial 
dysentery  from  pathogenic  organisms  such  as  E-coli. 
A lysozyme  deficiency  in  the  gut,  causing  an  im- 
balance in  gram-positive  and  gram-negative  flora,  is 
an  intriguing  but  not  well-documented  possibil- 
ity.^) A review  of  the  perinatal  record  reveals  a 
very  high  incidence  of  cardio  respiratory  complica- 
tions for  over  100  patients  reported  with  necrotiz- 
ing enterocolitis  or  perforations  of  the  neonate 
(Table  5).  Only  20  percent  of  those  patients  had  a 


TABLE  5 

PERINATAL  COMPLICATIONS 


New 

Haven 

13 

New* 

York 

58 

(1955- 

71) 

Seattle 

21 

Los 

A ngeles 

1G 

Total 

(percent) 

1RDS 

4 

27 

10 

9 

50% 

Cyanosis 

9 

19 

9 

6 

40% 

Apnea 

6 

15 

17 

8 

44% 

Exchange 

Transfusion 

2 

8 

3 

2 

15% 

Normal 

i 

5 

7 

8 

20% 

* Personal  Communication 


normal  post-natal  history.  The  high  incidence  of 
respiratory  complications  and  the  accompanying 
asphyxia,  hypoxia  and  respiratory  acidosis  are  be- 
lieved to  be  responsible  for  the  early  pathologic 
changes  by  inducing  selective  circulatory  ischemia 
of  the  gut  wall.  A latent  period  is  commonly  ob- 
served between  the  perinatal  period  and  the  acute 
onset  of  clinical  signs  of  enterocolitis.  We  believe 
that  during  this  asymptomatic  period  irreversible 
changes  in  mucosal  integrity  result  in  an  inflam- 
matory process  within  the  gastrointestinal  tract. 
The  events  preceding  these  inflammatory  changes 
are  the  subject  of  laboratory  investigation. 

We  have  recently  completed  a study  of  regional 
gut  perfusion  in  neonatal  piglets  during  asphyxia 
and  following  resuscitation  by  simulating  condi- 
tions of  post-natal  respiratory  distress. (9)  Reversible 
asphyxia  was  induced  by  having  the  animals  re- 
breathe from  a closed  system,  producing  systemic 
hypoxia  and  respiratory  acidosis  within  five  to  ten 
minutes.  Perfusion  of  gut  segments  was  determined 
from  measurements  of  cardiac  output  by  radio- 
indium distribution  and  regional  blood  flow  by 
radio-rubidium  fractionation  technique.  Our  ex- 
perimental studies  support  the  hypothesis  that 
asphyxia  affects  the  risk  of  intestinal  necrosis  and 
perforation  in  the  neonate  by  altering  local  blood 


flow.  In  normal  piglets  the  total  and  isolated  per- 
fusion of  the  duodenal,  proximal  and  distal  jejunal 
segments  was  significantly  greater  than  the  total 
and  isolated  perfusion  to  the  stomach,  distal  ileum 
and  colon.  An  inherent  protection  against  ischemic 
injury  is  suggested  by  the  observation  that  necrosis 
or  perforation  is  lowest  in  the  areas  normally  hav- 
ing the  best  perfusion. 

A reduction  in  perfusion  was  observed  during 
asphyxia  in  all  segments  studied  except  for  the 
esophagus;  this  reduction  was  followed  by  a re- 
bound hyperemia,  upon  resuscitation,  in  all  seg- 
ments, including  the  esophagus.  The  stomach,  distal 
ileum  and  colon,  sites  where  necrosis  and  perfora- 
tion are  most  frequently  encountered  in  infants, 
exhibited  again  the  most  marked  reduction  in 
mucosal  perfusion  during  experimental  asphyxia. 
The  fact  that  the  total  cardiac  output  of  asphy- 
xiated piglets  was  not  significantly  different  from 
normal  animals  further  suggested  that  the  decrease 
in  perfusion  observed  with  asphyxia  is  due  to  an 
actual  physiologic  shunting  of  blood  away  from 
the  gastrointestinal  tract  and  not  merely  to  a gen- 
eralized depression  of  the  cardiovascular  system. 
The  rebound  in  perfusion  upon  resuscitation  acts 
in  most  instances  to  protect  the  gut  against  the  ef- 
fects of  ischemia.  On  the  other  hand,  reactive  hy- 
peremia may  have  a harmful  effect.  If  ischemia  is 
pronounced,  capillary  integrity  may  be  impaired, 
and  focal  hemorrhaging  may  occur  during  the  re- 
suscitative  period  when  vascular  congestion  is  at  its 
greatest. 

Histologic  studies  in  piglets  support  the  hypo- 
thesis that  a vascular  injury  with  intramural  hem- 
orrhage is  the  earliest  detectable  pathologic  find- 
ing. The  stomach,  ileum  and  colon  of  the  resuscit- 
ated piglets  contained  hemorrhages  in  the  villus 
which  are  strikingly  similar  to  the  early  mucosal 
hemorrhages  observed  in  infants. 

Ischemic  gastroenterocolitis  of  the  neonate  is 
proposed  as  a term  more  inclusive  than  necrotizing 
enterocolitis  and  one  which  gives  recognition  to  the 
most  probable  etiology  of  necrotizing  and  per- 
forated gastrointestinal  lesions  in  the  neonate.  It 
also  serves  to  distinguish  this  entity  from  the  en- 
terocolitis associated  with  Hirschsprung’s  disease. 
The  proposed  pathogenesis  of  this  condition  based 
on  the  accumulated  clinical,  experimental  and  his- 
tologic data  is  outlined  in  schematic  fashion  (Figure 
4).  Asphyxia  and  resuscitation  are  accompanied  by 
reduction  and  then  a rebound  above  normal  in  gut 
perfusion.  Focal  hemorrhage  within  the  mucosa  re- 
sults from  a combination  of  increased  capillary  fra- 
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l 
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DEATH 

Figure  4 

Proposed  pathogenesis  of  ischemic  gastroenterocolitis  based 
on  accumulated  clinical,  experimental  and  histologic  data. 


gility  produced  by  gut  ischemia  and  vascular  con- 
gestion of  the  gut  in  the  resuscitated  patient.  Re- 
cognition that  the  vascular  events  associated  with 
both  asphyxia  and  resuscitation  are  responsible  for 
the  pathologic  findings  is  ischemic  gastroentero- 
colitis is  a new  concept.  Profound  or  prolonged 
ischemia  may  cause  bland  nonhemorrhagic  infarc- 
tion. In  either  case,  focal  mucosal  necrosis,  invasive 
bacterial  proliferation  and  transmural  inflammation 
result  in  gastrointestinal  dyfunction  and  a clinical 
picture  of  enterocolitis.  The  patient  either  responds 
to  supportive  medical  therapy  and  recovers  or  pro- 
gresses to  gastric  or  intestinal  necrosis  and  perfora- 
tion. 


Summary 

Gastroenterocolitis  and  perforation  occurring 
without  mechanical  obstruction  of  the  gastrointes- 
tinal tract  are  serious  complications  in  the  neonate 
and  account  for  3 percent  of  deaths  during  the  neo- 
natal period.  Thirteen  cases  observed  at  the  New- 
born Special  Care  Unit  of  the  Yale-New  Haven 
Hospital  between  1968  and  1971  were  reviewed  and 
the  following  observations  made.  The  onset  of  gas- 
trointestinal findings  is  often  preceded  by  severe 
postnatal  stress,  usually  of  cardio-respiratory  origin, 
producing  hypoxemia,  hypercarbia  and  systemic 
acidosis.  Resuscitated  infants,  usually  permature, 
remained  clinically  well  during  a latent  period  of 
one  day  to  one  week  until  developing  characteristic 
signs  of  enterocolitis,  including  gastric  retention, 


bile  vomitus,  abdominal  distension  and  blood- 
streaked  and  diarrheal  stools.  A pneumo  perito- 
neum was  observed  in  six  patients.  Eight  infants 
with  peritonitis  or  perforation  of  the  gastrointes- 
tinal tract  underwent  operation;  four  of  these 
survived. 

The  pattern  of  asphyxia,  resuscitation  and  a la- 
tent period  followed  by  gastrointestinal  findings  has 
been  the  subject  of  speculation  concerning  selective 
circulatory  ischemia  of  the  gut  in  infants  with  gas- 
troenterocolitis and  perforation.  The  results  of  a 
study  of  intestinal  blood  flow  during  asphyxia  and 
following  resuscitation  supports  the  hypothesis  that 
asphyxia  causes  selective  circulatory  ischemia  of 
the  gut  which  subsequently  predisposes  the  gut  to 
ischemic  necrosis  and  perforation. 

Discussion 

Dr.  James  Foster,  Hartford:  I would  like  to  ask 
Dr.  Touloukian  if  these  findings  apply  to  the  germ- 
free  animal  in  the  laboratory?  And  what  do  anti- 
biotics have  to  clo  with  this  lesion? 

Dr.  Sherman  Bull,  Stamford;  I would  like  to  ask 
Dr.  Touloukian  if  he  has  modified  his  indications 
for  operation  based  on  the  work  that  he  has  dotre? 

Dr.  Gerald  Strauch,  Stamford:  One  mechanism 
postidated  for  this  syndrome,  which  is  very  intrigu- 
ing to  me,  is  that  it  represents  an  anomaly,  or  an 
accentuation,  if  you  will,  of  the  diving  reflex.  Div- 
ing animals  have  a specific  diving  reflex  which  pro- 
tects their  vital  organs  from  ischemia  during  a dive 
by  shunting  of  blood  to  those  organs.  It  is  felt  that 
newborns  going  through  the  birth  canal  may  actual- 
ly experience  a diving  reflex,  and  that  perhaps  the 
problem  that  Dr.  Touloukian  is  describing  results 
from  accentuation  of  the  shunting  of  blood  away 
from  the  gut  during  passage  through  the  birth 
canal.  I wonder  how  he  feels  about  that  hypo- 
thesis? 

Dr.  Robert  Touloukian,  New  Haven:  I think  the 
question  of  the  micro-organisms  here  is  an  impor- 
tant one.  Undoubtedly,  asphyxia  is  primary,  but 
there  can  be  no  necrotizing  mucosal  ulceration  in 
the  absence  of  micro-organisms.  I think  this  is  par- 
ticularly important  when  one  realizes  that  there  is 
a latent  period  between  birth  and  the  clinical  onset 
of  these  symptoms.  Perhaps  one  of  the  reasons  for 
that  is  that  it  takes  about  twenty-four  of  forty-eight 
hours  for  the  flora  to  develop  in  the  gastrointestinal 
tract  of  the  newborn. 

We  have  not  done  studies  on  asphyxia  in  germ- 
free  animals,  but  I think  this  is  an  interesting  pos- 
sibility to  study  and  should  be  undertaken. 
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We  use  antibiotics  liberally  in  the  management 
of  these  patients.  I think  as  yon  looked  at  those 
slides,  it  became  apparent  that  some  of  these  pa- 
tients have  reversible  disease,  where  the  microscope 
shows  only  involvement  of  the  mucosa.  It  does  not 
extend  through  the  entire  thickness  of  the  gut.  In 
those  patients,  liberal  use  of  antibiotics,  nasogastric 
suction,  and  proper  rehydration  is  in  order. 

We  have  vacillated  a lot  regarding  our  indica- 
tions for  operation  because  it  is  so  difficult  to  be 
certain  as  to  the  extent  of  this  disease.  Originally, 
we  elected  operation  only  in  patients  that  showed 
clear-cut  intestinal  perforation,  but  it  became  ob- 
vious that  we  were  missing  a number  of  babies  who 
needed  operation  to  survive.  So  we  now  either  op- 
erate for  perforation,  or  when  the  patient  has  evi- 
dence of  peritonitis  in  the  absence  of  demonstrable 
perforation,  a liberalization  of  our  indication  for 
operation  on  these  patients. 

Dr.  James  Lloyd  of  Detroit  first  introduced  the 
concept  of  the  diving  reflex  in  these  patients.  As 
Dr.  Strauch  indicated,  the  hypothesis  that  he  pre- 
sented was  that  this  was  a selective  circulatory 
asphyxia  of  the  gastrointestinal  tract  during  the 
passage  of  infants  through  the  birth  canal  or  dur- 
ing an  asphyxial  episode,  with  preservation  of 
blood  flow  to  the  brain  and  heart  and  renal  circula- 
tion. This  is  a hypothesis  around  which  we  built 
ou  rexperiments,  and  I think  Dr  .Lloyd  deserves  a 
lot  of  credit  in  pointing  out  this  phenomenon, 
which  I have  referred  to  as  selective  circulatory 


ischemia  of  the  gut.  I did  not  mention  the  fact 
that  the  diving  reflex  is  seen  in  animals  as  a normal 
reflex,  particularly  in  aquatic  animals  like  the  seal. 
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Approach  To  Pancreatic  Trauma 

P.  D.  Allmendinger,  M.D.  and  J.  H.  Foster,  M.D. 


“The  pancreas  is  an  inscrutable  organ.  It  nestles 
snug  and  reclusive  deep  in  the  retroperitoneal 
space;  remote  and  unobtrusive,  it  plots  and  executes 
grand  metabolic  machinations.” (1) 

Pancreatic  trauma  has  become  of  increasing  con- 
cern to  the  surgeon  as  a result  of  increase  in  the 
deceleration  type  injury  causing  trauma  deep  with- 
in the  abdomen.  The  morbidity  and  mortality  of 
patients  with  pancreatic  trauma  are  substantial  de- 

DR.  P.  D.  ALLMENDINGER,  Senior  Surgical  Resident, 
Hartford  Hospital,  Hartford,  Connecticut. 

DR.  J.  H.  FOSTER,  Director,  Department  of  Surgery, 
Hartford  Hospital,  Hartford,  Connecticut. 


spite  persistent  efforts  to  refine  therapy.  Complica- 
tions are  particularly  distressing  in  that  almost  all 
are  life-threatening.  Prolonged  hospitalization  is  the 
rule  rather  than  the  exception.  Recognition  of 
trauma  to  the  pancreas  appears  to  be  the  single 
most  important  factor  in  management.  The  opera- 
tive approach,  while  of  nearly  equal  importance,  is 
the  better  defined. 

Clinical  Material 

The  results  achieved  in  17  patients  who  were  di- 
agnosed as  having  sustained  pancreatic  trauma  dur- 
ing the  past  several  years  at  Hartford  Hospital  were 
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reviewed.  Pancreatic  trauma  was  diagnosed  either 
by  operative  recognition  at  initial  exploration,  a 
clinical  course  of  persistent  epigastric  and  left  up- 
per quadrant  tenderness  with  elevated  serum  amy- 
lase levels,  and/or  operative  recognition  as  subse- 
quent re-exploration.  Fifteen  patients  suffered  blunt 
abdominal  trauma,  and  two  patients  received  pene- 
trating wounds  of  the  abdomen.  Two  patients  were 
referred  to  our  institution  because  of  complications 
arising  after  initial  operation  at  another  hospital. 
Four  deaths  occurred  within  the  group  studied. 


Results 

On  the  17  patients  reviewed,  fourteen  underwent 
immediate  abdominal  exploration  for  abdominal 
trauma,  the  most  common  operative  indication  be- 
ing intra-abdominal  bleeding.  Three  patients  were 
treated  nonoperatively  and  observed  for  a period 
of  eleven  to  32  days;  all  three  recovered  with  no 
apparent  sequelae.  On  the  15  patients  who  had 
serum  amylase  determinations  on  admission  only 
two  demonstrated  elevated  amylase  levels.  However, 
all  but  one  patient  demonstrated  elevated  serum 
amylase  levels  within  24  hours  of  injury.  The  14 
patients  who  underwent  immediate  exploratory 
laporatomy  were  divided  into  two  groups.  The 
first  group  (nine  patients)  had  pancreatic  trauma 
recognized  at  exploration.  The  second  group  (5 
patients)  did  not  have  a diagnosis  of  pancreatic 
trauma  made  at  initial  exploration. 

The  group  of  nine  patients  with  recognized  pan- 
creatic trauma  was  further  subdivided  by  their  op- 
erative treatment.  Five  patients  underwent  immedi- 
ate resection  of  the  traumatized  pancreatic  tissue. 
Three  patients  had  simple  external  drainage,  and 
a single  patient  with  near-transection  had  drainage 
of  the  body  and  tail  by  pancreaticojej unostomy, 
and  external  drainage  of  the  injured  pancreatic 
head.  (See  Figure  #1) 

Within  this  group  of  patients  that  had  recognized 
pancreatic  trauma,  the  five  patients  who  underwent 
resection  had  little  significant  morbidity  and  no 
deaths.  Their  average  hospital  stay  was  35  clays. 
One  re-operation  was  required  to  revise  a gastro- 
enterostomy, and  the  remaining  patients  recovered 
fully  without  a second  operative  intervention. 

In  the  three  patients  who  were  drained  external- 
ly, one  patient  had  a recognized  transection  of  the 
pancreas.  Reoperation  for  intra-abdominal  abscess 
was  required  in  this  patient,  and  his  course  even- 
tually progressed  to  death.  The  second  patient  that 
was  drained  also  required  major  liver  resection.  Al- 
though she  required  two  additional  operations, 


both  were  related  to  the  liver  trauma  rather  than 
to  her  pancreatic  contusion.  In  the  one  patient  with 
pancreaticojej  unostomy  without  resection,  re-opera- 
tion was  required  to  drain  an  intra-abclominal 
abscess  related  to  necrosis  of  the  pancreatic  head. 
This  patient’s  course  eventually  ended  in  death. 
The  four  patients  treated  by  drainage  had  an  aver- 
age hospital  stay  of  42  days,  and  two  patients  died. 

In  five  patients  with  unrecognized  pancreatic 
trauma  a variety  of  procedures  for  associated  trau- 
ma was  performed  (See  Figure  #2).  One  patient  re- 
quired a splenectomy  and  repair  of  a lacerated 
duodenum.  One  patient  had  a splenectomy  alone. 
In  this  patient  a postoperative  clinical  course  of 
persistent  epigastric  and  left  upper  quadrant  tender- 
ness with  elevated  amylase  levels  suggested  that  the 
pancreas  had  been  injured;  however,  he  recovered 
without  re-exploration.  One  patient  had  drainage 
of  a liver  laceration.  Another  had  a repair  of  a liver 
laceration;  and  the  fifth  patient  had  a repair  of  a 
lacerated  duodenum.  Four  of  five  patients  in  this 
group  required  11  re-operations,  all  of  which  were 
directly  related  to  the  pancreatic  trauma  and  con- 
sisted primarily  of  drainage  of  sloughing  pancreas 
and/or  by-pass  procedures.  Two  deaths  occurred 
in  this  group,  and  the  average  hospital  stay  was  51 
days. 


Discussion 

Of  four  deaths,  two  occurred  where  the  pan- 
creatic trauma  was  recognized  but  the  operative 
procedure  was  probably  inadequate,  and  two  oc- 
curred where  the  trauma  was  not  recognized,  pos- 
sibly because  of  an  inadequate  exploration.  In  one 
of  these  two  latter  patients,  a complete  transection 
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of  the  common  bile  duct  was  missed,  and  in  the 
other  a pancreatic  contusion  was  missed.  In  neither 
patient  was  examination  of  the  pancreas  carried 
out  by  direct  exposure  of  the  lesser  sac.  All  four 
deaths  were  related  to  progressive  pancreatic  necro- 
sis. 

Information  gained  from  this  review  indicates 
that  an  early  aggressive  approach  to  the  patient 
with  pancreatic  trauma  is  necessary.  The  reports  of 
others(2-5)  support  this  recommendation.  We  be- 
lieve that  opening  the  lesser  sac  and  careful  duode- 
nal mobilization  are  essential  in  any  patient  under- 
going operation  as  a result  of  upper  abdominal 
trauma.  Serious  pancreatic  lesions  can  be  missed 
when  these  maneuvers  are  not  done,  particularly 
when  exploration  is  done  early.  Resection  of  ob- 
viously traumatized  pancreas  appears  to  be  followed 
by  the  lowest  morbidity.  In  patients  with  suspected 
but  unconfirmed  pancreatic  injury,  adequate  drain- 
age and  early  re-exploration  for  a deteriorating 
clinical  course  is  very  important.  Figure  #3  sum- 
marizes the  recommended  principles  of  an  approach 
to  pancreatic  trauma. 

Discussion 

Dr.  Joseph  Williams,  Bridgeport:  I wonder  if  age 
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had  any  effect  on  either  survival  or  the  operative 
procedures? 

Dr.  Harold  Clarke,  New  Britain:  In  the  case  of 
the  unrecognized  injury,  did  you  think  the  failure 
of  recognition  was  due  to  an  incomplete  explora- 
tion or  to  difficulty  in  recognizing  injury  in  its 
early  stages? 

Dr.  Robert  Touloukian,  New  Haven:  Pseudocyst 
formation  is  a very  common  complication  of  pan- 
creatic trauma,  and  you  have  not  alluded  to  that 
complication  in  this  group  of  patients.  Did  you  see 
it? 

Dr.  Jose  Atocha,  New  Haven:  No  mention  has 
been  made  of  complications  of  the  chest  in  these 
patients.  Were  any  of  the  fatalities  in  this  group 
related  to  thoracic  injuries? 

Dr.  Gerald  Strauch,  Stamford:  We  recently  had 
occasion  to  treat  a sixteen-year-old  girl  who  had 
been  riding  at  one  of  our  local  riding  clubs.  She 
had  gone  over  a hurdle,  and  her  horse  hit  the 
hurdle  with  its  hoof.  She  went  over  the  horse’s 
shoulder  and  came  down  on  the  other  side  of  the 
hurdle.  The  horse  came  down  on  her  and  planted 
its  hoof  in  her  upper  abdomen. 

We  operated  on  her  for  a ruptured  spleen  and 
confirmed  this  diagnosis  on  initial  exploration.  In 
addition,  when  we  opened  the  lesser  sac,  we  found 
the  pancreas  completely  transected  at  its  midpor- 
tion. On  the  basis  of  Dr.  Jonathan  Rhoads’  experi- 
ence with  pancreaticogastrostomy,  combined  with 
the  unhappy  experience  that  Shires  and  his  col- 
leagues had  with  simple  distal  pancreatic  resection 
and  closure  of  the  proximal  transected  edge  (they 
have  had  multiple  complications  in  such  cases  and 
have  gone  to  routine  internal  drainage  by  pan- 
creaticojej unostomy  of  the  transected  end  of  the 
remaining  pancreatic  remnant  after  distal  pancreat- 
ectomy and  splenectomy),  and  on  the  basis  of  a 
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review  of  complications  and  death  in  74  patients 
who  had  undergone  distal  pancreatectomy  for  trau- 
ma with  a resultant  combined  major  complication 
and  death  rate  of  35  percent,  we  decided  to  man- 
age this  one  a little  bit  differently.  We  did  the 
distal  pancreatectomy  and  splenectomy.  We  then 
mobilized  the  proximal  transected  portion  of  the 
head  over  the  mesenteric  vessels  and  inserted  in  into 
the  posterior  wall  of  the  stomach  as  a pancreatico- 
gastrostomy.  Gastrostomy  was  also  performed.  This 
girl  did  not  require  any  transfusions,  never  raised 
her  amylase,  never  drained  anything  from  her  ex- 
ternal drains,  and  went  home  as  an  uncomplicated 
case. 

Dr.  P.  I).  Allmendinger,  Hartford:  We  did  look 
at  the  age  groups.  There  was  not  any  significant  dif- 
ference in  the  incidence  of  complications  or  death. 
Most  of  these  people  were  under  the  age  of  45. 

In  reference  to  chest  injuries,  there  was  a high 


percentage  of  rib  fractures,  and  there  was  one  myo- 
cardial contusion  involved  with  these  accidents.  We 
did  not  seem  to  have  a major  problem  with  pneu- 
monia. 

To  Dr.  Strauch,  all  I can  say  is  that  I cannot 
argue  with  his  success. 
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ACTIONS  BY  AMA  BOARD  OF  TRUSTEES 

AMA’s  BOARD  OF  TRUSTEES,  at  its  meeting  in  Washington,  D.C.,  took 
policy  positions  on  a number  of  major  federal  health  programs  scheduled  to 
expire  June  30.  The  Administration  has  proposed  termination  of  several  of  these 
programs.  Reviewing  a report  by  the  Council  on  Legislation,  the  Board  called  for: 

Termination  of  the  Hill-Burton  program  of  grants  and  loans  for  construction 
and  modernization  of  nonprofit  hospitals,  but  asked  the  council  to  prepare 
new  legislative  proposals  to  fulfill  the  special  needs  for  new  hospitals  in  ghetto 
and  rural  communities  and  for  renovation  of  the  physical  plant  in  existing 
hospitals.  The  Administration  proposes  termination  of  Hill-Burton. 

Termination  of  Regional  Medical  Programs,  but  asked  the  council  to  pre- 
pare a new  legislative  proposal  to  continue  RMP  educational,  manpower 
development  and  quality  evaluation  activities.  The  Administration  proposes 
termination  of  RMP. 

Termination  of  the  federal  Comprehensive  Health  Planning  Act.  The  Ad- 
ministration plans  increased  funding  for  GHP,  some  of  which  would  be  used 
for  Office  of  Economic  Opportunity  neighborhood  health  centers. 

Support  of  a migrant  workers’  health  services  program.  The  Administration 
proposes  that  the  present  program  be  allowed  to  lapse  but  that  funds  for 
services  to  migrant  workers  be  provided  under  CHP. 

Support  of  a program  of  formula  and  project  grants  for  maternal  and  child 
health.  The  Administration  proposes  that  all  funding  be  through  a system  of 
formula  grants  to  the  states. 

Phasing  out  of  the  federal  role  in  community  mental  health  centers,  with 
the  states  and  local  governments  assuming  the  responsibility  for  support.  The 
Administration  proposes  discontinuance  of  federal  support  but  would  honor 
commitments  until  1980. 

Termination  of  the  program  of  direct  federal  assistance  to  schools  of  public 
health.  The  Administration  proposes  termination  of  the  program. 

Continuation  of  capitation  grants  for  all  nursing  schools,  as  well  as  scholar 
ship  and  loan  assistance  for  students  in  nurse  training.  The  Administration 
proposes  discontinuance  of  capitation  grants  and  continuation  of  scholarships 
only  for  students  already  holding  scholarships. 
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puberty,  provided  it  has  been  definitely  estab- 
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who  have  been  proven  to  have  a hormone-de- 
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response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
.'Carcinoma,  known  or  suspected,  of  the  prostale. 
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males  Pregnancy. 
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Precautions:  Patients  with  cardiac,  renal  or  he- 
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THE  PRESIDENT’S  PAGE 

This  being  my  initial  attempt  in  writing  this  page,  I first  wish  to  recognize 
that  the  membership  of  one  of  the  country’s  oldest  and  most  progressive  medical 
societies  has  seen  fit  to  bestow  its  highest  office  upon  me,  and  I must  respond 
with  sincere  and  humble  thanks.  I do  promise  to  try  to  preserve  the  reputation 
of  the  Connecticut  State  Medical  Society  and  its  members  and  to  continue  the 
standards  of  excellence  set  by  those  who  have  preceded  me.  When  it  is  said  that 
the  year  1973  may  be  one  of  the  more  crucial  in  the  history  of  American  med- 
icine, one  must  be  uneasy  as  to  his  qualifications  in  assuming  the  leadership 
of  the  Society  at  this  time. 

Two  major  programs  are  and  will  continue  to  take  our  full  energies  this 
year.  T he  first  is  our  own  Ambulatory  Care  Program,  a Society  effort  funded  by 
a large  government  grant  which  has  been  “tooling  up"  since  last  October.  Within 
a few  months,  the  words  will  stop  and  people  will  begin.  I he  success  of  the  plan 
will,  in  a large  part,  depend  upon  the  cooperation  of  some  two  hundred  of  our 
members,  primarily  generalists,  pediatricians,  and  internists  (and  obstetricians), 
who  must  give  some  of  their  own  precious  office  time  and  that  of  their  personnel 
to  respond  to  questions  from  experienced  interviewers.  The  data  thus  obtained 
from  these  private  practitioners  will  be  carefully  compared  with  similar  data 
derived  from  other  modes  of  medical  care,  such  as  prepaid  group  practices,  hos- 
pital outpatient  departments,  etc.  From  these  will  come  conclusions  and  recom- 
mendations which  may  prove  to  be  of  the  utmost  importance  to  us  practicing 
medicine  in  Connecticut.  It  is,  therefore,  essential  that  those  of  us  who  are  asked 
to  participate  do  so  with  enthusiasm. 

Perhaps  of  a greater  import  are  the  potentialities  contained  in  the  new 
Social  Security  amendments,  HR  1,  and  the  prescribed  Professional  Standards 
Review  Organizations  (PSROs).  A full  description  of  the  Law  is  beyond  the  scope 
of  this  page.  However,  we  must  recognize  that  it  has  already  been  passed,  it  is 
here  and  it  must  be  implemented.  By  some,  it  has  been  described  as  a potential 
trap  for  organized  medicine,  in  that,  in  fullfilling  its  requirements,  we  could 
demonstrate  that  we  are  incapable  of  policing  ourselves.  Oiganized  medicine 
having  failed,  it  would,  by  default,  become  a necessity  for  the  bureaucrats  to 
assume  to  themselves,  or  to  delegate  to  others,  those  controls  over  us  which  the 
Law  establishes. 

However,  I cannot  believe  that  Senator  Bennett,  the  Senate  Finance  Com- 
mittee and  our  representatives  in  the  Congress  would  have  labored  for  three 
years  to  produce  this  elaborate  bill  in  order  to  afford  medicine  an  opportunity 
to  create  a chaotic  mess.  The  government,  which  has  been  generous  in  its  sup- 
port of  medical  education  and  research  and  hospital  construction,  should  not 
be  accused  of  deviousness  when  it  demands  fiscal  accountability  in  its  Medicare 
and  Medicaid  Programs.  If  allowed  to  continue  on  their  present  coiuses,  both 
Programs,  it  is  estimated,  would  be  some  two  hundred  and  forty  billion  dollars 
in  arrears  by  1992!  No  one  will  deny  that  accountability  is  needed  and  we  ought 
to  assume  that,  finally,  it  has  been  wisely  assigned.  The  Law  designates  the 
authority  for  professional  review  not  to  hospital  administrators,  not  to  Boards 
of  Directors,  not  to  R.M.P.’s,  but  to  “physicians  in  practice”.  We  are  now  at 
the  top  of  the  Command,  spotlighted,  exposed,  and  alone.  For  years,  having  had 
to  assume  major  blame  for  the  failures  of  those  non- professional  piovideis  of 
medical  care  over  whom  we  exercise  not  even  minor  control — having  received 
shot  and  shell  from  every  assault  on  our  present  system  of  medical  care,  it 
might  prove  refreshing  to  pass  from  the  defensive  to  the  offensive  as  the  Law 
directs. 
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I sincerely  believe  that  from  our  numbers  of  toughened,  front-line  physi- 
cuuis  we  can  develop  a cadre  of  the  leadership  and  a force  in  sufficient  numbers 
which,  together  with  the  financial  and  technical  assistance  promised,  could  pro- 
vide a public  service  of  great  value.  1 


It  promises  to  be  a fascinating  year, 
to  be  a successful  one  also. 


and,  with  your  help  and  cooperation, 


Sidney  L.  Cramer,  M.D. 


Sidney  L.  Cramer,  M.D. 

President 

Korn — Hartford,  Connecticut — March  28,  1915. 

Private  Practice  of  Radiology— Hartford— 1947  to  present. 

Education: 

Trinity  College — B.S. — 1937. 

New  York  Medical  College — M.D. 1941. 

Interne— Harlem  Hospital — 1941. 

General  Practice — 1942-43. 

Residency  in  Radiology— Yale-New  Haven  Hospital— 1944-1947. 
American  Board  of  Radiology— 1948. 


Affiliations: 

Attending  Radiologist— Mt.  Sinai  Hospital— 1951-1969. 

Chief  Radiologist— McCook  Hospital— 1950-1966. 

Assistant  Clinical  Professor,  Radiology,  University  of  Connecticut  Medical 
School — at  present. 

Consultant  Radiologist— Newington  and  Rocky  Hill  Veterans’  Administra 
tion — at  present.  Connecticut  State  Prison — at  present. 


Societies: 

Board  ol  Directors — Hartford  County  Medical  Society 1964-1971. 

Councillor  to  American  College  of  Radiology 1962-1969. 

President,  Radiologic  Society  of  Connecticut — 1966-1967. 

Council  of  Connecticut  State  Medical  Society— 1967  to  present. 
Alternate  Delegate  to  A.M.A.— 1965  to  present. 


Honors: 

Valedictorian — New  York  Medical  College — Class  of  1941. 
Fellow,  American  College  of  Radiology— 1969. 
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GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $250.00  cannot  be  reduced  by  com- 
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3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 
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THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

ARTHUR  W.  EADE,  Insurance 
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The  Young  Generation 

In  the  January  issue  of  Medical  Opinion,  Alex 
Gerber,  M.D.,  controversial  and  “liberal”  author 
of  “The  Gerber  Report,”  writes  about  the  new 
breed  of  doctor.  He  asks,  “Are  today’s  young, 
self-professed  do-good  physicians  really  more 
socially  conscious  than  those  who  earned  their 
MDs  in  the  40’s  and  50’s?”  For  him  the  proof 
isn’t  in  yet.  It  is  one  thing  to  preach  social  re- 
sponsiveness; it’s  another  to  practice  it  medical- 
ly- 

Not  only  the  press,  but  faculty  members  of 
medical  schools  seem  to  agree  that  they  are  in 
fact  a new  breed,  much  more  responsive  and 
sensitive  to  the  ills  of  society  and  to  the  short- 
comings of  their  older  colleagues,  measured  by 
their  own  yardstick,  however.  To  them,  the  older 
physicians  are  money  grabbers,  unwilling  to  work 
in  ghettos  or  rural  areas,  conservative  and  un- 
reasonably antigovernmental  in  their  attitudes. 
Of  course,  like  the  press,  and  Senator  Kennedy, 
they  believe  that  the  AMA  symbolizes  all  that 
is  wrong  with  the  delivery  of  health  care,  and 
apparently  with  all  our  American  social  ills  that 
contribute  to  disease. 

Dr.  Gerber  brings  out  that  this  young  breed, 
however,  is  quite  aware  of  the  need  for  and 
power  of  united  action — which  has  given  internes 
$1,000  per  month  in  the  same  hospital  where  he 
received  $120  per  year,  while  residents  there  now 
make  $15,000  to  $20,000  a year,  even  adding 
another  $5,000  to  moonlight  in  emergency  rooms. 
I belong  to  that  group  that  received  nothing 
during  my  years  of  training.  But  neither  Dr. 
Gerber  nor  I,  in  comparing  the  two  eras,  advo- 
cates the  good  old  days  in  this  regard;  internes 
and  residents  should  receive  enough  income  to 
live  a decent  life.  I also  agree  that  Dr.  Gerber 
is  right  in  saying  that  the  proof  isn’t  in  yet. 

What  goes  for  proof?  First,  in  choosing  a spe- 
cialty, will  they  say,  “I  shall  go  into  that  spe- 
cialty or  field  needed  by  society — not  what  I like 
best.  Also,  I shall  go  where  society  needs  me,  to 
the  ghettos  and  rural  areas,  and  not  where  I 


would  like  to  go.”  But  the  real  judgment  will 
come  when  these  young  men  marry  and  have 
children.  If  the  mothers  of  their  children  are  like 
most,  they  will  want  to  live  in  a nice  suburb  or 
country  town,  not  necessarily  or  solely  because 
income  will  be  among  the  highest,  but  for  its 
better  schools,  its  low  crime  rate,  its  country 
living  with  nice  homes  and  congenial,  educated, 
middle  class  friends.  Dr.  Gerber  is  right  in  say- 
ing it  is  too  soon  to  pass  judgment  on  the  new 
breed  of  doctor — as  he  has  done  with  our  genera- 
tion. 

He  also  brings  out  another  point:  before  he 
attaches  any  great  significance  to  the  500  doc- 
tors who  have  recently  joined  the  National 
Health  Service  Corps,  we  should  wait  to  see  how 
many  of  them  unjoin  when  they  no  longer  are 
subject  to  the  draft. 

I’ve  recently  had  an  educational  but  unpleas- 
ant experience  of  speaking  to  a group  of  medical 
students.  I wish  I knew  something  about  one 
single  problem  related  to  the  social  aspects  in  the 
delivery  of  health  care  as  some  seemed  to  know 
everything  about  everything.  What  bothered  me 
especially  was  their  uncritical  acceptance  of 
“facts”  in  articles  in  the  press  regarding  the  de- 
livery of  health  care.  For  example,  they  believe 
that  right  now  the  AMA  has  and  is  using  power 
to  limit  admissions  to  medical  schools,  the  num- 
ber in  the  various  classes,  and  the  number  who 
can  go  into  practice.  In  response  to  my  request 
for  the  facts,  the  answer  was,  “It’s  obvious. 
Everybody  knows  it.”  These  young  men  are  not 
teenagers.  They’re  over  21,  theoretically  with  a 
good  educational  background  that  should  in- 
clude the  ability  to  think,  with  some  knowledge 
of  logic  and  of  the  scientific  method,  and  the 
difference  between  fact  and  opinion. 

If,  however,  they  later  play  out  the  roles  they 
now  advocate,  and  I hope  they  will,  our  Amer- 
ican society  and  profession  will  be  the  better.  I 
do  believe,  however,  that  Dr.  Gerber  has  made 
his  point. 

Fred  Fabro,  M.D. 
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Breast  Cancer  And  Informed  Consent 

For  nearly  a century  radical  mastectomy,  with 
or  without  irradiation,  has  been  the  accepted 
treatment  of  operable  cancer  of  the  breast.  In  the 
United  States,  although  not  in  England  or  Scan- 
dinavia, it  is  still  employed  in  the  majority  of 
patients  with  operable  breast  cancers.  With  such 
overwhelming  endorsement  from  the  surgeons  of 
the  United  States  the  status  of  this  operation 
would  appear  to  be  established  beyond  question, 
at  least  from  the  standpoint  of  customary  prac- 
tice. Yet  recent  developments  in  the  now  contro- 
versial field  of  the  treatment  of  breast  cancer 
raise  the  question  of  whether  or  not  the  patients 
who  submit  to  radical  mastectomy  are  doing  so 
with  informed  consent.  The  following  are  some 
of  the  questions  that  might  be  asked. 

Are  patients  with  breast  cancer  informed  by 
their  surgeons  that  randomized  studies  in  Eng- 
land have  shown  that  the  survival  rate  after  sim- 
ple mastectomy  and  irradiation  is  just  as  high  as 
after  radical  mastectomy  and  irradiation?  Are 
they  told  that  a randomized  Scandinavian  study 
has  shown  that  survival  rates,  at  5 and  10  years, 
are  the  same  after  simple  mastectomy  and  ir- 
radiation and  after  ultraradical  operations? 

Have  they  been  informed  that  there  are  sev- 
eral series  of  patients,  including  one  controlled 
study,  in  which  local  excision  of  breast  cancers 
followed  by  irradiation  has  given  results  equal 
to  or  perhaps  superior  to  those  following  radical 
mastectomy?  Have  they  been  informed  that  in 
women  with  small,  peripherally  located  cancers, 
wide  local  excision  without  irradiation  has  given 
results  that  are  comparable  in  both  survival  and 
local  recurrence  with  those  following  radical  op- 
erations with  or  without  irradiation?  When  a pa- 
tient is  treated  by  prophylactic  irradiation  after 
radical  mastectomy  is  she  informed  that  this  has 
been  found  to  double  her  chances  of  having 
lymphedema  of  the  arm,  and  to  greatly  increase 
the  severity  of  the  edema  if  she  gets  it?  Finally, 
has  she  been  informed  that  randomized  studies 
here  and  abroad  have  shown  prophylactic  post- 
operative irradiation,  which  contributes  so  heav- 
ily to  the  limitation  of  motion  of  the  arm,  con- 
tributes nothing  to  survival?  It  has  even  been 
sugested  that  the  irradiation  may  increase  or  at 
least  hasten  the  appearance  of  systemic  metasta- 
sis. 

There  are  many  variations  to  the  above  theme, 
including  the  report  that  when  patients  with  oc- 


cult metastasis  in  nodes  are  treated  by  simple 
mastectomy  without  irradiation  the  results  of 
treatment  are  just  as  good  when  axillary  dissec- 
tion is  deferred  until  the  metastases  are  palpable 
as  when  the  axillary  nodes  are  removed  at  the 
original  mastectomy.  It  seems,  in  short,  that  in 
selected  cases  there  is  a place  for  a variety  of 
treatments,  but  that  the  exact  indications  for 
each  treatment  have  not  yet  been  defined. 

Throughout  the  world,  authorities  on  the 
treatment  of  breast  cancer  have  their  individual 
ideas  on  how  to  treat  the  disease,  but  on  one 
point  almost  all  agree.  There  is  no  proof  that 
any  of  the  treatments,  varying  from  local  exci- 
sion with  or  without  irradiation  to  ultraradical 
mastectomy  with  or  without  irradiation,  result  in 
a higher  rate  of  survival  than  any  of  the  others. 
The  situation  has  been  summarized  by  Dr. 
Bernard  Fisher,  Chairman  of  the  National  Surgi- 
cal Adjuvant  Breast  Project,  who  in  a plea  for 
randomized  studies  of  the  results  of  various 
treatments  said  that  we  simply  do  not  know 
which  method  is  best. 

To  the  woman  with  breast  cancer,  survival  is 
usually  the  most  important  consideration.  But 
some  women  prefer  to  gamble  on  survival  rather 
than  lose  the  breast  and  risk  the  deformity  and 
dysfunction  they  associate  with  the  treatment 
of  breast  cancer.  Often  it  is  this  consideration, 
rather  than  ignorance,  that  impels  women  to  con- 
ceil  their  disease  until  it  is  advanced.  It  is  the 
same  type  of  death-defying  choice  that  is  made 
by  well-informed  men  who  persist  in  smoking  to 
excess. 

If  women  were  aware  of  the  fact  that  there  is 
no  proven  difference  in  survival  after  various 
types  of  treatment,  it  is  unlikely  that  many  of 
them  would  accept  the  deformity  that  results 
from  the  conventional  radical  mastectomy  or  the 
risk  of  lymphedema  and  limitation  of  motion 
that  is  so  greatly  increased  when  the  axilla  is 
dissected  and  irradiated.  On  the  other  hand, 
when  patients  are  told  that  simple  mastectomy 
or  modified  radical  mastectomy  removes  the  en- 
tire breast,  whereas  local  excision  of  the  tumors 
removes  only  a part  of  the  breast,  and  leaves  the 
rest  susceptible  to  the  growth  of  a new  cancer, 
the  responses  of  the  patients  in  our  experience 
have  been  mixed.  Many  older  women,  and  many 
women  with  a strong  family  history  of  breast 
cancer,  who  have  followed  their  relatives  through 
the  terminal  days  of  this  disease,  elect  to  have 
the  breast  removed.  Many  unmarried  women, 
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widows  or  divorcees,  to  whom  the  breast  is  an 
important  symbol  of  femininity,  prefer  partial 
mastectomy. 

For  too  long  surgeons  have  assumed  the  entire 
burden  of  deciding  how  patients  with  breast  can- 
cer should  be  treated.  In  the  days  when  it  was 
agreed  that  radical  mastectomy  was  best,  there 
was  no  alternative.  Today  there  is  no  agreement, 
and  therefore  the  surgeon  is  obligated  to  inform 
the  patient  of  the  facts.  Only  when  the  patient 
is  allowed  to  participate  in  the  decision  can  she 
accept  an  operation  on  her  breast  with  what  can 
be  known,  ethically,  as  “informed  consent.” 

George  Crile,  Jr.,  M.D. 

Guest  Editorial 

Reprinted  from  Cleveland  Clinic  Quarterly,  39:  57- 
59,  1972.  References  are  contained  in  the  original 
article.  Address  communication  to:  George  Crile,  Jr., 
M.D.,  Cleveland  Clinic,  Cleveland,  Ohio,  44106. 


Excerpts  from  the  Report 
of  the  Sub  Committee  on  Venereal  Disease 
to  the  C.S.M.S.  Committee  on  Public  Health 

The  attention  of  the  CSMS  Committee  on  Public 
Health  is  called  to  the  fact  that  Governor  Meskill 
appointed  a special  VD  Task  Force  many  months 
ago.  This  group  has  been  most  active,  met  repeat- 
edly and  has  completed  its  report.  The  chairman 
of  your  CSMS  sub-committee  also  serves  as  a co- 
chairman  of  a part  of  the  Venereal  Disease  Task 
Force  and  urges  the  Committee  on  Public  Health 
to  await  the  publication  of  the  task  force  report 
and  then  re-inforce,  supplement  and  possibly  am- 
plify its  recommendations. 

The  following  are  some  of  the  issues  which 
should  be  considered  by  the  CSMS  Committee  on 
Public  Health. 

1.  Request  that  a major  portion  of  an  upcoming 
issue  of  “Connecticut  Medicine”  be  devoted  to 
discussion  of  the  Connecticut  VD  epidemic  and 
urge  the  following:  (A)  that  physicians  use  the 
correct  diagnostic  measures,  emphasizing  the 
need  for  diagnosis  by  culture  not  only  of  sus- 
pected cases  of  gonorrhea,  but  employ  the  tech- 
nique during  routine  examinations  of  all  fe- 
males as  well  as  males  with  suggestive  GC  com- 
plaints, even  if  the  male  presents  a negative 
direct  smear.  (B)  urge  all  physicians  throughout 
the  State  to  adopt  the  treatment  schedule  of 
Center  for  Disease  Control  in  treating  venereal 


disease.  (C)  call  upon  all  of  our  colleagues  to 
play  an  active  role  in  teaching  school  children 
about  V.D.  or  act  as  resource  persons  when 
called  upon  to  do  so. 

2.  Urge  the  State  Department  of  Health  to  pub- 
lish a desk-reference  type  card  or  folder  stating 
the  diagnostic  criteria  as  well  as  tire  Center  for 
Disease  Control  treatment  schedule  for  V.D. 
and  mail  this  with  a covering  letter  to  all  physi- 
cians. This  mailing  should  be  independent  of 
the  “Weekly  Health  Bulletin”  or  the  monthly 
“Connecticut  Health  Bulletin”.  The  covering- 
letter  should  emphasize  that  the  treatment 
schedule  is  endorsed  by  both  the  CSMS  and 
State  Department  of  Health. 

3.  Recommend  that  an  intensive  V.D.  education 
program  be  undertaken  in  each  and  every  school 
throughout  the  State,  starting  at  or  about  the 
fifth  grade  level,  and  that  such  instruction  could 
well  be  incorporated  as  a disease  entity  in  the 
Health  Education  curriculum  or  a course  which 
is  required  for  all  students.  It  is  not  recom- 
mended that  V.D.  education  be  part  of  any 
sex  education  or  “Family  Life”  program. 

4.  That  the  CSMS  contact  Mr.  Francis  B.  Cole, 
executive  Secretary  of  the  Connecticut  Pharma- 
ceutical Association  to  arrange  for  a joint  meet- 
ing- of  the  Association’s  executive  committee 
and  key  members  of  CSMS  to  initiate  steps  to 
ascertain  whether  illegal  dispensing  (without 
prescription)  of  antibiotics  for  the  treatment  of 
venereal  disease  occurs. 

5.  Request  that  the  State  Department  of  Health 
restructure  the  Venereal  Disease  Treatment  Sta- 
tions by  creating  regional  stations,  possibly  at 
those  full  time  departments  of  health  which  are 
willing  to  co-operate,  and  fund  the  operation 
on  a capitation  or  similar  basis. 

Francis  J.  Kalaman,  M.D.,  M.P.H. 
Chairman  of  the  Sub  Committee 
on  Venereal  Disease 


A development  of  an  implementation  plan  for  the 
establishment  of  a health  maintenance  organization 
has  been  prepared  for  the  Department  of  Health, 
Education,  and  Welfare.  Entitled  “HMOS  Techni- 
cal Assistance  Publication”  it  is  available  from 
Health  Maintenance  Organization  Service,  DHEW, 
Bethesda,  Maryland  20014,  Number  483-H-l.  Also 
available  is  a pamphlet  entitled  “Health  Professions 
Scholarship  Program.”  Number  507-D-l. 
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Letters  To  The  Editor 


Letters  to  the  Editor  are  welcomed  and  will  be  pub- 
lished, if  found  suitable,  as  space  permits.  Like  other 
material  submitted  for  publication,  they  must  be  type- 
written double  spaced  (including  references),  must  not 
exceed  IV2  pages  in  length  and  will  be  subject  to  editing 
and  possible  abridgment. 

To  the  Editor:  I have  read  your  editorial  in  the  March  issue 
of  Connecticut  Medicine  and  wish  you  success.  If  you  are  able 
to  make  the  changes  to  a “new  direction”  as  you  wish,  I’m 
sure  readership  will  increase  and  perhaps  become  more  in- 
volved. 

James  C.  Canniff,  M.D. 

Torrington,  Conn. 

To  the  Editor:  There  are  at  least  two  major  species  of  med- 
ical philosopher  whose  more  spiritual  understanding  of  the 
principles  of  moral  human  action  differ  from  (hence  are  un- 
compromisingly opposed  to)  that  eclectic  pot-pourri  “Chang- 
ing Concepts  In  Medical  Morals,”  by  Chauncey  D.  Leake  in 
the  March  issue  of  Connecticut  Medicine. 

Despite  richly  salutary  and  devastatingly  contrary  intel- 
lectual developments  during  this  century  (here  I advert 
especially  to  logic),  there  are  many  like  him  who  adhere  to 
a now  dogmatized  compound  of  empiricism,  positivism, 
pragmatism,  utilitarianism,  and  sentimental  humanitarianism 
which  is  epitomized  in  Fletcher’s  situational  ethics,  which 
itself  is  a characteristic  established  modern  progressivist 
creed.  (The  unrestrainable  hubristic  wielders  of  government- 
al power  have  only  just  begun  to  test  the  logical  conclusions 
of  such  creeds  on  our  culture;  the  initial  blightful  results 
seem  unlikely  to  deter  them.) 

The  principal  opposed  species  are  those  whose  categorical 
universals,  axioms,  and  rules  of  justice  (or  law,  if  preferred) 
are  derived  by  reason  from  the  order  of  nature  and  those 
who  bolster  such  universals,  axioms,  and  rules  additionally 
from  the  order  of  divine  revelation.  The  former  are  repre- 
sented by  the  neo-Aristotelians  and  the  latter  by  practical 
believing  Orthodox  Judaists,  Roman  Catholics,  and  funda- 
mentalist Protestants.  Their  positions  are  authentically  hu- 
manistic, a term  simply  signifying  acknowledgement  of  the 
primacy  of  a subordinate  relationship  with  the  deity  or 
Supreme  Author  of  existence  and  order. 

It  is  difficult  to  restrain  the  impetus  to  dilate  further  on 
this  crucial  subject,  but  reflection  upon  the  foregoing  should 
explicate  a bonanza  of  deductive  understanding. 

With  best  wishes  for  success  in  your  recently  newly  ac- 
quired editorial  responsibilities,  I am. 

Sincerely, 

Peter  J.  Wick,  M.D. 

Norwich,  Conn. 


To  the  Editor:  The  attached  response  to  my  article  in  Con- 
necticut Medicine  36:  630-633  November,  1972,  from  a great 
community  leader,  industrialist,  and  hospital  planner,  is  so 


full  of  timely  common  sense  that  you  may  wish  to  share  it 
with  your  readers  of  the  Journal. 

My  article,  "Quest  for  a Spark  for  United  Forward  Action” 
aimed  to  emphasize  our  unusually  good  resources  in  men, 
money,  and  physical  beauty,  climate,  and  recreational  op- 
portunities in  Connecticut,  hut  also  a handicapping  combina- 
tion of  complacency  with  vested  interests  and  lack  of  united 
action  toward  health  care  and  more  fullness  of  living.  Can 
we  organize  and  use  our  excellent  medical,  dental,  nursing, 
hospital  and  related  resources  more  wisely?  Andre  Blumen- 
thal,  gives  us  some  things  to  think  about,  in  part,  as  follows: 

“You  mention  ‘gaps  in  health  care’  and  the  need  for  'avoid- 
ing unnecessary  overlapping  and  friction  . . .’.  You  do  not 
refer  specifically  to  the  various  human  vices  or  frailties  that 
restrict  the  coordination  and  the  general  availability  of 
health  services. 

"In  Connecticut  we  have  a very  high  ratio  of  physicians  to 
population.  We  have  a very  unusual  concentration  of  highly 
trained  specialists.  Our  general  hospitals  and  our  mental 
hospitals  are  all  accredited.  . . . Why  then,  do  we  have  un- 
necessary duplication  of  facilities,  while  at  the  same  time 
first  class  preventive,  diagnostic,  and  therapeutic  health  care 
is  not  available  to  many  citizens  of  the  state?  Why  does 
every  Connecticut  town  need  to  have  its  own  public  health 
department  under  local  political  control,  when  only  some  18 
of  them  can  afford  really  qualified  professional  direction? 
Why  are  medical  and  hospital  care  relatively  inaccessible  to 
many  residents  of  our  inner  cities,  and  especially  so  since  the 
elimination  of  public  transportation?  Why  has  no  positive 
plan  been  developed  for  the  greatest  shortcoming  that  exists: 
the  lack  of  suitable  facilities  for  aged  individuals  without 
families  to  care  for  them? 

“You  will  surely  recall  a meeting  held  at  the  Norwalk  Hos- 
pital some  fifteen  years  ago,  at  which  you  addressed  the 
mayor  of  Norwalk  and  some  seven  or  eight  first  selectmen  of 
other  towns  served  by  the  hospital.  You  pleaded  with  them 
to  pool  their  resources  and  to  engage  one  first-rate  public 
health  officer  who  would  be  housed  at  the  hospital  and  who 
would  supervise  all  the  plumbing  inspectors  and  other  pre- 
ventive health  personnel  in  the  entire  area.  You  got  nowhere 
because  no  town  wanted  to  give  up  “autonomy”,  or  perhaps 
iL  was  patronage. 

“We  have  several  multi-hospital  towns  in  the  state.  Until 
recently  no  attempt  was  made  to  get  the  hospitals  in  these 
towns  to  cooperate.  Either  the  medical  staffs,  the  administra- 
tions or  sometimes  even  the  trustees  won’t  do  any  really 
cooperative  planning.  One  wonders  whether  hospital  outreach 
activities  in  inner  cities,  which  are  being  stimulated  by 
CRMP,  will  result  in  competition  for  inner-city  customers  as 
inexplicable  to  the  target  beneficiaries  as  competitive  Chris- 
tian missionaries  must  always  have  been  to  the  benighted 
heathen  to  whom  they  were  meant  to  bring  truth  and  light. 

"Connecticut,  as  much  as  any  other  state,  has  used  the 
voluntary  non-stock  corporation,  and  encouraged  the  non- 
professional trustee  to  assume  leadership  in  the  health  busi- 
ness. It  is  understandable  that  doctors  may  have  their  own 
interests,  and  that  hospital  administrators  may  become  em- 
pire builders.  There  is  no  excuse,  however,  for  the  trustee 
of  a voluntary  organization  not  to  take  the  lead  so  as  to 
force  integration  and  coordination  of  health  services  in  a 
manner  that  will  best  serve  the  public.  There  are  countless 
examples  of  where  trustees  have  abdicated  this  responsibility. 
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••Recently  the  Connecticut  Hospital  Association  took  the 
initiative  in  inviting  representatives  of  all  the  health  asso- 
ciations in  the  state  to  a consortium.  The  idea  is  to  try  to 
get  some  badly-needed  joint  planning  going,  and  to  try  to 
adopt  a positive  approach  to  legislation.  I his  might  lie  the 
germ  of  a new  development.  It  was  interesting  that  of  those 
present  only  the  representative  of  the  medical  society  was 
reluctant  to  enter  into  deliberations  without  positive  instruc- 
tions from  his  council. 

“My  conclusion  about  all  this  is  that  we  have  gone  as  far 
as  we  can  in  pointing  out  problems  and  viewing  with  alarm. 
At  this  stage  we  had  better  start  to  knock  a few  heads 
together,  if  that  is  what  is  needed  to  bring  about  the  co- 
ordinated planning  and  doing  which  we  need  so  badly. 
Perhaps  if  we  emphasize  the  existence  of  these  problems,  lay 
trustees  can  be  prevailed  upon  to  assume  more  forceful 
leadership  of  their  solutions. 

“The  only  real  progress  that  has  been  made  in  amending 
health  care  so  as  to  improve  service  to  the  Connecticut  pub- 
lic has  been  brought  about  by  carrot-and-stick  use  of  money. 
CRMP,  Hill-Burton,  and  Medicare  have  used  the  power  of 
money  to  buy  some  improvement,  and  Blue  Cross,  Medicare, 
Hill-Burton,  and  others  have  tried  to  penalize  poor  plan- 
ning.”  “How  can  we  solve  it?’’ 

Ira  Vaughan  Hiscock,  M.P.H.,  Sc.D. 


RETENTION  OF  RECORDS  AFTER 
RETIREMENT 

In  addition  to  legal  requirements,  there  may  be  good  reason 
why  a physician  would  wish  to  preserve  his  records  for  some 
time.  In  many  instances  the  patient  must  rely  upon  his 
physician  and  his  physician’s  records  in  order  to  establish  the 
fact  that  he  did  receive  medical  care  and  treatment  or  that 
he  has  had  the  services  of  a qualified  doctor  of  medicine. 
Without  the  physician’s  records  the  physician  who  rendered 
the  care  would  be  unable  to  assist  his  patient.  Thus,  in  the 
best  interest  of  the  patient,  the  physician  should  not  indis- 
criminately dispose  of  his  records  but  should  give  consideia- 
tion  to  the  type  of  practice  he  has  and  to  the  possible  needs 
of  his  patients. — Opinions  And  Reports,  Judicial  Council  of 
the  AMA. 


Salient  But  Usually  Unsought  Signs  Of 
Deep-Vein  Thrombosis 

(. Lancet  1:321,  February  5,  1972,  Davies,  I.  J.  T.) 


New  Haven,  Conn. 


To  the  Editor:  Dr.  Henry  Clark’s  article  on  health  planning 
was  filled  with  erroneous  statements.  Neither  he  nor  Dr. 
Snoke  practiced  medicine;  neither  is  familiar  with  medical 
practice.  According  to  Harry  Schwartz  (the  case  for  Amer- 
ican medicine),  who  is  a better  scholar  than  the  above  gentle- 
men, there  is  no  health  crisis  in  the  United  States. 

The  government  promised  too  much  under  Medicare.  In 
1967  the  estimate  of  benefit  payments  was  2.2  billion;  actual, 
2.5B.  In  1971,  estimate,  3.1B  (actual,  5.4  B).  In  1973  estimate, 
3.5  B;  actual  estimate,  7.4B. 


According  to  Schwartz, 
Total  health  expenditures 
Hospital  care 
Professional  services 
Drugs  and  appliances 
All  others 


1971  (Actual) 
75.0 

29.6 
20.4 

9.4 

15.6 


1974  Estimate 
105.4 

43.9 

27.9 
11.6 
22.0 


The  American  Hospital  Association  has  helped  increase 
the  cost  of  hospital  care  with  the  help  of  Hill  Burton  tax 
money. 

The  voluntary  groups  and  the  do-gooders  are  on  the  med- 
ical team  by  their  own  invitation.  They  should  look  into 
executive  salaries  and  into  what  percentage  of  funds  raised 
is  used  by  the  general  welfare. 

I suggest  that  the  state  legislature  and  federal  government 
involve  themselves  less  in  medical  care  and  intensify  their 
efforts  in  the  law,  architecture,  mining,  farming,  etc. 


Enfield,  Conn. 


Very  truly  yours, 

Bernard  S.  Dignam,  M.D. 
Yale  1935 


1.  Tenderness  on  palpation  of  the  soles  of  the 
feet. 

2.  Tenderness  on  palpation  deep  to  the  tendo 
Achilles  due  to  thrombosis  of  the  posterior  tibial 
veins. 

3.  Tenderness  in  the  groove  between  tibia  and 
fibula  due  to  thrombosis  of  the  anterior  tibial  veins. 

4.  Tenderness  on  bimanual  palpation  of  the 
soleus  muscle.  Clasping  the  calf  of  the  leg  as  often 
practiced  results  mainly  in  pressure  on  the  gas 
trocnemeus  alone. 

5.  Blockage  of  the  deep  intramuscular  veins  of 
the  lower  leg  results  in  increased  blood  flow  in  the 
saphenous  veins.  Small  dilated  communicating  veins 
between  the  short  and  long  saphenous  system  can 
often  be  seen  just  below  the  knee  or  above  the 
ankle. 

6.  Palpation  of  the  calves  should  be  performed 
with  the  flat  of  the  hand  by  gently  lifting  the 
muscles  up  and  down  with  the  knee  flexed  to  90 
and  the  foot  resting  on  the  bed.  Palpation  is  aimed 
at  detecting  a difference  in  weight  of  the  calf  mus- 
cles and  a difference  in  hardness  of  the  muscles  due 
to  intramuscular  inflammatory  edema. 

7.  Tenderness  of  the  popliteal  vein. 

8.  Tenderness  of  the  adduction  muscles  on  the 
medial  side  of  the  thighs. 

9.  Tenderness  of  the  femoral  vein  both  above  and 
below  the  inguinal  ligament. 

10.  Rectal  examination  to  elicit  tenderness  of  the 

iliac  veins. 
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SOLID  LINE:  Vitamin  C blood  levels  obtained  with 
i sustained-medication  capsules  (CEVI-BID). 

\ BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 
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012345678  hours 
Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  “'Adaptation 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


1 Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Carolus  Linnaeus 
and 

His  Life  as  a Physician 

Gustaf  E.  Lindskog,  M.D. 


Carolus  Linnaeus  was  born  at  Rashult  in  the 
province  of  Smaland  on  May  13,  1707.  In  that  yeai, 
1707,  the  Collegiate  School,  later  called  Yale  Col- 
lege, was  just  six  years  old;  Benjamin  Franklin  was 
a year-old  toddler  in  Boston;  a youthful  soldier- 
king  named  Charles  XII  ruled  a Swedish  empire 
that  included  much  of  northern  Europe.  Carolus 
Linneaus  was  the  first  child  of  a country  priest,  and 
so  destined  for  the  ministry.  At  the  secondary 
school  which  he  attended  in  nearby  Wexjo,  he  was 
rated  the  poorest  student  in  the  classical  subjects 
and  his  despairing  parents  were  considering  his 
apprenticeship  as  a carpenter.  However,  they  were 
dissuaded  by  the  family  physician,  Johan  Rothman, 
who  discerned  in  Carolus  an  unusual  ability  and 
interest  in  the  natural  sciences.  Doctor  Rothman 
tutored  the  lad  gratis  for  a year  and  in  1727  he 
matriculated  at  the  University  of  Lund.  There  his 
passionate  devotion  to  natural  history  attracted  the 
attention  of  Professor  Stoebius,  who  generously 
provided  lodgings  in  his  own  house  for  Carolus  and 
free  access  to  his  considerable  library.  Toward  the 
end  of  the  first  year,  a serious  infection  of  the  arm 
followed  upon  an  insect  bite.  T his  necessitated  wide 
drainage  by  a barber-surgeon  and  a summer  of 
convalescence  at  home.  During  that  time,  Doctoi 
Rothman  advised  his  transfer  to  Uppsala  where  the 
medical  curriculum  was  presumably  better  organ- 
ized. With  a final  gift  of  100  silver  thalers  from  his 
parents,  Carolus  entered  Uppsala  in  late  August, 
1728.  His  inadequate  reserves  were  soon  depleted 
and  he  lacked  for  food  and  clothing.  For  a second 
time,  a kind  Fate  intervened  in  the  person  of 
Professor  Olaf  Celsius,  who  had  often  obseived 
Carolus  at  work  in  the  botanic  garden.  An  invita- 
tion to  lodge  in  the  Celsius’  household  was  ex- 
tended; within  two  years  the  young  student  was 

DR.  GUSTAF  E.  LINDSKOG,  William  H.  Carmalt  Profes- 
sor of  Surgery,  Emeritus,  Yale  University  School  of  Med- 
icine, New  Haven,  Conn. 

Read  at  the  Annual  Meeting  of  the  Halsted  Society,  New 
Haven,  Connecticut  September  23,  1971. 


a substitute  lecturer  for  the  renowned  professor, 
Olaus  Rnclbeck,  Junior. 

At  the  suggestion  of  Professor  Ruclbeck,  Carolus 
set  forth  in  May,  1732  on  a lengthy  and  adventur- 
ous journey  across  northern  Sweden  to  the  then 
wild  and  remote  Lapland,  where  he  studied  the 
flora,  fauna,  geology  and  the  customs  of  the 
nomadic  Lapps.  He  returned  in  the  autumn  clown 
the  coast  of  Finland,  then  a part  of  Sweden,  to  Abo 
(now  called  Turku)  whence  he  sailed  across  the 
Gulf  of  Bothnia  and  resumed  his  duties  at  Uppsala. 
A formal  account  of  his  travel  was  delivered  to  the 
faculty  and  gained  him  wide  recognition,  as  well 
as  a purse  of  112  thalers.  His  abundant  and  meticu- 
lous field  notes  formed  the  basis  of  a major  woik, 
the  Flora  Lapponica  (1737)  and  the  Lachesis  (or 
Iter)  Lapponica,  published  posthumously  in  Eng- 
lish (1811). 

In  1734,  while  engaged  in  a government-spon- 
sored mineralogic  survey  of  Dalecarlia  (Dalarne), 
he  met  the  municipal  physician  of  Falun,  the  dis- 
trict capital,  Doctor  Johan  Moraeus,  a man  of 
considerable  wealth  and  prestige.  The  latter’s  eldest 
daughter,  Sara  Elisabeth,  was  just  eighteen  and  she 
appeared  to  meet,  in  Linnaeus’  mind,  the  three 
criteria  which,  later  in  his  career,  he  expounded  as 
the  essentials  of  successful  marriage — well-to-do  pat- 
ents, robust  health  and  youth.  Carolus  wooed  Sara 
Elisabeth  and  his  suit  was  welcomed  by  the  doctor 
who  was  tiring  of  a busy  practice  and  had  hopes  ol 
help  from  a prospective  son-in-law.  However,  he 
emphasized  to  Linnaeus  the  importance  of  an  M.D. 
degree,  as  had  others  before  him. 

In  June,  1735  Carolus  journeyed  to  the  then 
flourishing  (but  now  extinct)  Dutch  medical  school 
at  Harclerwijk,  equipped  with  a completed  thesis 
on  the  Causes  of  Intermittent  Fevers.  Within  a 
span  of  five  or  six  weeks  he  was  registered,  ex- 
amined and  awarded  the  coveted  degree,  as  the 
great  Herman  Boerhaave  had  been  by  the  same 
institution  in  1695!  The  return  trip  to  Sweden  was 
interrupted  by  a stop  at  Leyden  to  visit  Boerhaave 
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and  the  other  distinguished  botanist-physician 
there,  Johan  Gronovius.  The  latter  was  deeply  im- 
pressed by  the  manuscript  of  Linnaeus’  Systema 
Naturae  and  offered  to  have  it  published  at  his 
own  expense.  The  stay  in  Holland  lengthened  to 
three  years,  as  Carolus  became  the  scientific  protege 
of  Georg  Clifford,  a wealthy  Amsterdam  banker  and 
director  of  the  Dutch  East  India  Company.  Living 
in  unaccustomed  luxury,  Carolus  reorganized  and 
catalogued  the  enormous  Clifford  botanical  gardens 
and  herbaria,  containing  specimens  from  remote 
parts  of  the  world.  Clifford  subsidized  a trip  to 
London  and  Oxford,  and  invited  Linnaeus  to  re- 
main permanently  in  his  employ.  This  bid  was  re- 
fused and  Linnaeus  said  farewell  in  Leyden  to  the 
mortally  ill  Boerhaave,  the  one  man  of  science 
whom  the  young  Swede  admired  and  respected 
wholeheartedly.  Boerhaave,  it  is  written,  took  hold 
of  the  younger  man’s  hand,  kissed  it  formally  and 
told  him  that  the  mantle  of  world  leadership  in 
the  natural  sciences  was  now  on  his  shoulders.  The 
otherwise  sad  departure  from  the  Lowlands  was 
brightened  somewhat  by  a handsome  gift  of  100 
ducats  from  Georg  Clifford. 

After  his  return  to  Sweden  in  the  autumn  of 
1738,  Carolus’  engagement  to  Sara  Moraea  was  an- 
nounced, and  he  settled  in  Stockholm  to  practice 
medicine.  Things  did  not  go  at  all  well.  He  wrote 
to  Albrecht  v.  Haller,  now  professor  at  the  recently 
founded  Gottingen — “I  was  the  laughing  stock  of 
everybody.  Nobody  would  place  even  a servant  in 
my  care  ...  I was  obliged  to  live  ...  in  virtuous 
poverty.”  In  desperation  he  began  to  frequent  the 
better  taverns  where  scions  of  wealthy  families  and 
nobility  congregated.  Soon  he  was  conducting  a 
lucrative  practice  in  venereal  disease.  Of  greater 
import  to  his  professional  future  was  a politically 
activated  appointment  as  admiralty  surgeon,  a post 
which  paid  a stipend  and  which  carried  direct  med- 
ical responsibility  for  about  two  hundred  hospital 
beds.  In  this  service  he  instituted  for  the  first  time 
in  its  history  a required  autopsy  routine. 

In  the  academic  year  1740-41  two  major  profes- 
sorial chairs  were  vacated  at  Uppsala,  one  by  the 
death  of  Olaus  Rudbeck,  son  of  the  Rudbeck  who 
did  pioneer  studies  on  the  lymphatics,  and  the 
other  by  the  retirement  of  Lars  Roberge.  The 
latter’s  assistant,  Nils  Rosen  (later  von  Rosenstein) 
was  the  predictable  heir  to  the  Roberge  chair  and 
Linnaeus  was  nominated  for  Rudbeck’s  position 
in  medicine.  He  was  violently  challenged,  however, 
by  one  Johan  Wallerius,  two  years  his  junior.  Wal- 
lerius’  public  disputation  took  the  form  of  a scath- 


ing denunciation  of  Linnaeus,  which  aroused  the 
latter’s  ardent  student  supporters  to  riot.  Wallerius’ 
speech  was  interrupted  repeatedly,  his  manuscript 
torn  to  bits  and  scattered  on  the  floor.  The  cause 
of  Linnaeus  prevailed  and  history  justified  his  ap- 
pointment. By  mutual  agreement  in  1742,  Rosen 
and  Linnaeus  exchanged  chairs,  but  the  latter  con- 
tinued to  lecture  in  materia  medica,  dietetics,  and 
even  chemistry.  One  of  his  biographers(3)  wrote: 
‘‘Instruction  was  his  most  enjoyable  occupation  and 
he  regarded  the  creation  of  a desire  for  study,  and 
pleasure  in  it,  as  the  most  important  duty  of  a uni- 
versity teacher.”  At  various  times  between  1742  and 
1772,  according  to  Knut  Hagberg(2),  he  presented 
courses  of  lectures  on  dietetics,  subtitled  Philosophia 
Humana,  which  regularly  attracted  200  or  more 
auditors,  about  half  of  whom  were  students  other 
than  medical.  These  lectures  were  lively,  some- 
times humorous,  and  wide-ranging  in  philosophy 
and  practical  matters. 

Linnaeus  stipulated  six  prerequisites  for  a 
healthy  life — 1)  fresh  air,  2)  exercise,  3)  adequate 
sleep,  4)  proper  diet,  5)  regular  elimination  and  6) 
affection.  These  were  undoubtedly  straight  from 
his  teacher,  Boerhaave.  His  own  labile  tempera- 
ment, and  in  later  years  actual  periods  of  depres- 
sion, taught  him  the  importance  of  item  six.  Lin- 
naeus propounded  that  contagious  diseases  were 
caused  by  the  entrance  of  minute  living  animals 
into  the  body.  In  this  category  were  scabies,  dysen- 
tery, pertussis,  smallpox,  leprosy,  malaria,  and 
others.  He  noted  that  contagion  was  generally  de- 
pressed by  cold  weather  and  activated  again  by 
warmth.  He  believed  that  consumption  (pulmonary 
tuberculosis)  resulted  from  the  inhalation  of  mi- 
nute dust  particles,  based  on  the  observed  frequency 
of  phthisis  among  the  stonecutters  of  Dalecarlia. 
This  was,  of  course,  silico-tuberculosis.  During  his 
expedition  to  Lapland  in  1732  Linnaeus  had  re- 
marked on  the  rarity  of  scurvy  among  the  natives 
and  ascribed  this  freedom  to  their  eating  water 
cress  and  other  fresh  greens,  also  to  the  lack  of  salt 
fish  in  their  diet.  In  1742  he  described  clearly  the 
neurologic  condition  of  aphasia  in  a communica- 
tion entitled  “Glomska  af  alia  Substantiv  och  syn- 
nerhets  Namn”.  A definitive  description  is  thought 
not  to  have  appeared  in  the  English  literature  until 
M.  Baillie’s  report  in  1806.  Not  surprisingly,  Lin- 
naeus introduced  a number  of  plants  into  the  con- 
temporary materia  medica,  including  quassia,  Sol- 
anum  dulcamara,  and  balsam  of  tolu;  the  latter  is 
still  employed  in  cough  syrups.  None  was  of  major 
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importance.  His  Materia  Medica  was  published  in 
1749. 

It  has  been  stated  by  Wolfram  Kock(5)  that 
Linnaeus  never  performed  a surgical  operation  but 
he  deserves  the  credit  for  elevating  the  status  of 
barber-surgeons  and  surgery  in  Sweden.  During 
one  of  his  three  tenures  as  chancellor  at  LTppsala, 
in  June,  1772,  he  presided  at  the  defense  of  a sur- 
gical thesis  on  wound  suture,  the  first  such  occasion 
in  Swedish  medical  history.  He  actively  encouraged 
establishment  of  a chair  in  anatomy  and  surgery 
in  1774,  and  the  first  incumbent  was  his  student, 
Adolph  Murray,  at  age  23.  Nevertheless,  he  was  al- 
ways concerned  to  preserve  a sharp  distinction  be- 
tween medicine  and  surgery  in  practice. 

Linnaeus  provided  biographers  with  an  abun- 
dance of  source  materials,  including  at  least  five 
vitae{ 6)  handwritten,  the  last  in  Latin.  (He  inter- 
spersed Latin  phrases  freely  in  his  Swedish  texts). 
They  were  written  at  various  periods,  and  differed 
greatly  in  style,  length,  and  details.  In  Vita  IV  he 
characterized  his  contributions  to  pathology  as  fol- 
lows: “Pathology,  which  is  the  basis  of  all  medicine 
and  medical  theory,  has  been  enhanced  more  by 
Linnaeus’  Clavi  Medicinae,  a masterpiece  of  eight 
pages  and  one  of  the  greatest  treasures  in  medicine 
than  by  a hundred  other  authors  and  their  works 
. . .”  In  Vita  III,  the  most  complete,  he  wrote  “God 
Himself  has  guided  him  with  His  helping  hand. 
He  caused  him  to  spring  from  humble  roots,  trans- 
planted him  to  an  exalted  and  splendid  position 
and  let  him  develop  into  a great  tree  ...  no  one 
has  more  zealously  furthered  his  profession  or  has 
had  a larger  audience  in  our  Academy  ...  No 
natural  scientist  has  contributed  more  observations 
on  Nature.  No  one  has  had  a more  solidly  grounded 
insight  into  the  three  natural  kingdoms.  No  one 
has  more  completely  revolutionized  a science  and 
initiated  a new  epoch.”  This  seemingly  uninhibited 
and  boundless  self-esteem  is  a legendary,  if  not 
admirable,  trait  that  has  provoked  endless  discus- 
sion and  controversy. 

Linnaeus’  compulsion  to  set  in  order,  classify 
and  systematize  Nature  was  by  no  means  confined 
to  the  vegetable  kingdom.  He  described  the  tape- 
worm, Taenia  solium,  although  somewhat  inac- 
curately. In  his  Fauna  Suecica  (1746)  he  classified 
over  a thousand  native  insects.  During  his  Lapland 
tour  he  studied  the  reindeer  bot  fly  and  correctly 
determined  its  life-cycle  including  the  deposition 
of  its  ova  subcutaneously  on  the  animal’s  back.  In 
the  twelfth  edition  of  Systema  Naturae  he  created 
the  new  order  Mammalia  with  its  felicitous  name 


and  classified  man  as  a primate.  He  ventured  even 
to  systematize  all  disease  states  in  his  Genera 
Morborum  (1763).  Fevers  were  divided  into  three 
categories;  1)  exanthematous  or  contagious,  2) 
critical  or  rheumatoid,  caused  by  an  acidic  derange- 
ment of  the  blood,  3)  phlogistic  or  grossly  putrefac- 
tive. 

Through  his  many  publications  and  his  former 
students  Linnaeus’  reputation  and  influence  out- 
side Sweden  increased  steadily.  Hampered  by  recur- 
ring renal  colic  and  a nearly  lethal  attack  of  gout  in 
1750,  he  gave  up  personal  travel.  However,  his 
student  emissaries  reached  all  corners  of  the  globe, 
sometimes  at  their  master’s  direct  bidding.  Fred- 
erick Hasselqvist  and  Peter  Forskahl  journeyed  to 
the  Near  East.  The  renowned  Carl  Thunberg  spent 
about  three  years  at  Cape  Town,  South  Africa, 
and  then  sailed  as  ship’s  doctor  on  an  East  India 
vessel  to  that  company’s  trading  factory  in  Naga- 
saki, Japan,  where  he  botanized  extensively,  despite 
the  severe  restrictions  on  foreigners’  travel.  He 
succeeded  Linnaeus  in  his  professorial  chair  at 
Uppsala. 

Another  student,  Daniel  Solander,  embarked  with 
Captain  Cook  on  the  first  voyage  of  the  Endeavour 
to  the  South  Seas.  Their  landfall  on  the  east  coast 
of  Terra  Australis  is  called  Botany  Bay.  Peter  Kalm 
was  sent  out  to  the  American  colonies.  From  1748 
to  1751  he  collected  specimens,  studied  agricultural 
methods,  and  visited  leading  colonists,  including 
Benjamin  Franklin,  whom  he  called  “my  special 
friend,”  and  certain  early  physician-botanists.  Flis 
diary,  published  under  the  title  “En  Resa  till  Nona 
America”(5),  is  now  considered  a classic  of  colonial 
commentary.  The  Connecticut  state  flower,  moun- 
tain laurel,  is  Kalmia  latifolia.  Peter  Kalm  held  a 
professorship  in  Finland,  one  of  fifteen  or  more 
Linnaean  disciples  who  eventually  occupied  chairs 
of  medicine  or  botany.  Among  these  there  was  only 
one  American,  Adam  Kuhn,  who  was  destined  to 
become  a leading  medical  practitioner  in  Philadel- 
phia and  the  first  professor  of  materia  medica  at 
Pennsylvania. 

Working  in  an  age  long  antedating  mechanical 
aids  like  the  typewriter  and  the  Xerox  copier, 
Linnaeus  liandwrote  more  than  400  letters  to  for- 
eign correspondents  and  received  at  least  2100  in 
return.  From  boyhood  he  appeared  to  have  little 
interest  in  languages  as  such,  with  limited  English, 
but  he  wrote  easily  in  Latin  and  his  Swedish  prose 
style  is  considered  one  of  the  finest  in  any  age.  At 
times  it  approached  poetry  in  its  descriptive  power 
and  symbolism.  His  colonial  correspondents  in- 
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eluded  John  Bartram,  the  Philadelphia  Quaker, 
Cadwalader  Colden,  then  the  Loyalist  lieutenant- 
governor  of  New  York,  the  aforementioned  Adam 
Kuhn,  Doctors  Alexander  Garden  of  Charleston 
and  John  Mitchell  of  Virginia,  later  of  England. 
Letters  traveled  across  the  seas  as  far  as  South  Amer- 
ica, where  Don  Jose  Gelestin  Muds,  a Jesuit  was 
teaching  mathematics,  natural  philosophy  and  med- 
icine at  Santa  Fe  de  Bogota,  New  Granada,  now 
Colombia.  One  day  in  1778  a letter  addressed  to 
Don  Jose  arrived  in  Bogota  from  Linnaeus’  son, 
Carl,  a distinguished  scientist  in  his  own  right.  It 
read  in  part:  “The  tenth  of  January  of  the  present 
year  (1778),  a most  fatal  day  for  me,  has  deprived 
me  of  my  beloved  father.  His  bodily  frame  had,  for 
the  past  two  years  been  debilitated  by  three  paraly- 
tic strokes,  and  he  died  at  last  of  a gouty  suppres- 
sion of  urine  . . . terminating  in  gangrene  . . . 
Happy  I shall  be  if  you  will  allow  me  to  inherit 
your  friendship  for  my  father. ”(7) 

Carolus  Linnaeus  was  laid  to  rest  in  the  cathedral 
at  Uppsala,  in  the  town  where  he  had  lived  and 
labored  for  nearly  five  decades.  His  lasting  memo- 
rials are  his  many  published  works,  his  adaptation 
and  promotion  of  the  binomial  system  of  nomen- 
clature, his  many  distinguished  students  in  med- 
icine and  the  natural  sciences,  and  his  revitalization 
of  medical  education,  including  surgery,  in  Sweden. 
A monotypic  genus  of  the  Capriloliaceae  (or  honey- 


suckle family)  bears  his  name.  It  is  Linnaea  borealis, 
the  twin-flower,  a low-growing,  modest  and  sweetly 
scented  inhabitant  of  cool  northern  forests  in 
Europe  and  North  America.  It  was,  strangely  and 
perhaps  by  antithesis,  a great  favorite  of  the  pro- 
fessor. He  incorporated  it  into  the  design  of  his 
coat-of-arms  when  he  was  raised  to  the  nobility  in 
1762  by  King  Adolph  Frederick,  whose  consort, 
Lovisa  Ulrica,  a sister  of  Frederick  the  Great,  was 
Linnaeus’  most  generous  benefactor. 
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The  Myth  Of  Legal  Liability 


Walter  W.  Carroll,  M.D.  and  Charles  M.  Jacobs,  J.D. 


To  become  and  remain  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals,  a hos- 
ital  now  must  demonstrate  that  it  has  an  internal 
system  of  controls  to  assure  the  quality  of  care 
rendered  to  its  patients.  The  Joint  Commission’s 
hospital  accreditation  Standards  incorporate  long- 
standing legal  requirements  that  place  ultimate 
responsibility  for  quality  assurance  on  the  hospital 
governing  body.  They  also  require  that  the  govern- 
ing body  partially  exercise  this  quality  assurance 
responsibility  by  delegating  authority  to  and  re- 
quiring accountability  from  the  organized  medical 
staff. 

Delegating  authority  to  its  medical  staff  for  the 
performance  of  specific  quality  assurance  functions 
does  not,  of  itself,  relieve  a hospital  of  its  ultimate 
responsibility.  Two  recent  cases  are  illustrative.  In 
one,  it  was  held  that  the  bare  assertion  that  a hos- 
pital had  delegated  quality  assurance  functions  to 
its  medical  staff  did  not  relieve  the  hospital  of 
liability  if,  in  fact,  the  medical  staff  had  performed 
its  part  negligently.  In  the  other,  a hospital  that 
demonstrated  that  its  reliance  on  the  quality  assur- 
ance activities  and  recommendations  of  its  medical 
staff  was  reasonable  under  the  circumstances  was 
relieved  of  liability. (1) 

Thus,  a hospital  must  have  a well-defined  pro- 
cedure that  assures  the  medical  staff’s  accountabil- 
ity to  the  governing  body  for  proper  performance 
of  the  quality  assurance  functions  delegated  to  the 
staff.  Because  documentation  is  essential  to  any  sys- 
tem of  accountability,  the  outputs  of  these  dele- 
gated functions,  such  as  credentials  recommenda- 
tions and  reports  of  patient  care  evaluation  activ- 
ities, must  be  documented  in  sufficient  detail  to 
provide  an  objective  basis  for  the  governing  body’s 
decision-making  and  policy-making  processes.  The 
governing  body,  too,  must  document  its  decisions 
and  policies  in  sufficient  detail  to  provide  objective 
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evidence  to  the  public  and  to  the  Joint  Commission 
that  its  ultimate  responsibility  to  assure  quality  is 
being  met. 

Among  the  quality  assurance  responsibilities  that 
a governing  body  delegates  to  the  organized  med- 
ical staff  are:  (1)  investigating  and  evaluating  the 
credentials  and  competence  of  all  applicants  for 
initial  staff  appointment,  reappointment,  and/or 
clinical  privileges;  and  (2)  evaluating  the  quality 
of  all  medical  care  rendered  at  the  hospital. 

The  credentials  function  has  three  parts,  each 
requiring  medical  staff  recommendations  to  the 
governing  body: 

1.  Initial  appointments. 

2.  Periodic  reappointments  based  on  thorough 
appraisals  of  clinical  performance  and  discharge  of 
staff  membership  obligations. 

3.  Clear  and  specific  delineation  of  each  practi- 
tioner’s clinical  privileges,  upon  both  initial  ap- 
pointment and  reappointment. 

There  are  two  aspects  of  performance  evaluation: 
concurrent  utilization  review  and  retrospective  med- 
ical audit.  Utilization  review  includes  surveillance 
of  the  appropriateness  of  admissions  and  lengths  of 
stay.  Medical  audit  requires  that  the  staff  establish 
criteria  of  care,  compare  actual  performance  to  the 
criteria,  identify  deficiencies,  create  educational  pro- 
grams or  policy  mandates  to  bring  the  performance 
of  all  practitioners  up  to  the  criterion,  and  evaluate 
results  and  initiate  corrective  action  when  educa- 
tion and  policy  mandates  have  failed.  Medical 
audit  results,  especially,  must  have  a direct,  demon- 
strable effect  on  the  clinical  privileges  granted  to 
practitioners,  such  that  privileges  are  maintained 
at  each  practitioner's  current  level  of  demonstrated 
clinical  competence. 

Physician  Participation 

Active  physician  participation  in  a hospital’s  in- 
ternal quality  assurance  program  (QAP)  is  essential. 
Indeed,  an  effective  hospital  QAP  depends  on  its 
medical  staff  s acceptance  of  the  necessity  for  specifi- 
cally delineating  clinical  privileges  and  for  evalu- 
ating medical  care.  But  there  are  identifiable  in- 
hibiting  factors — professional  and  legal  in  nature — 
that  act  to  limit  such  acceptance,  and  these  must  be 
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overcome  in  order  for  a hospital’s  QAP  to  succeed. 

On  the  positive  side,  the  physician  is  motivated 
to  participate  wholeheartedly  in  hospital  quality 
assurance  activities  by  at  least  three  factors:  his 
concern  for  the  well-being  of  his  patients;  his  con- 
cern for  his  own  professional  status,  which  is  re- 
flected in  the  nature  and  extent  of  his  clinical 
privileges;  and  normal  economic  concerns,  which 
can  he  affected  by  his  admitting  privileges  and,  in 
some  cases,  by  his  clinical  privileges. 

On  the  negative  side,  the  physician’s  fear  that 
certain  sanctions  may  be  imposed  upon  him  as  a 
result  of  his  participation  in  hospital  QAP  activities 
may  inhibit  his  participation.  The  sanctions  most 
commonly  feared  are  socioeconomic:  loss  of  refer- 
rals, loss  of  friends,  ostracism,  and  possible  retalia- 
tion. However,  the  sanctions  most  often  mentioned 
are  legal:  fear  of  liability  arising  from  claims  of 
defamation  or  of  conspiracy  and  from  the  possibil- 
ity that  the  minutes  and  reports  of  hospital  QAP 
committees  may  be  used  in  malpractice  actions 
against  his  peers  and,  potentially,  himself. 

The  fear  of  legal  liability  resulting  from  alleged 
defamation  or  from  an  alleged  conspiracy  and  the 
malpractice  fear  are  based  primarily  on  myth  and 
misunderstanding.  Nevertheless,  they  are  common- 
ly given  as  reasons  for  the  lack  of  appropriate  phy- 
sician participation,  governing  body  and  adminis- 
tration action,  and  intrahospital  cooperation  in  the 
voluntary  enforcement  of  quality-of-care  standards. 
Therefore,  it  is  important  to  destroy  the  myth  and 
correct  the  misunderstanding. 

When  a medical  staff  committee  or  the  govern- 
ing board  discusses  a physician’s  qualifications  for 
medical  staff  membership  or  his  competence  to 
exercise  requested  clinical  privileges,  or  when  they 
evaluate  his  clinical  performance,  they  may,  of 
necessity,  question  his  qualifications,  competence, 
ethics,  or  character.  Accordingly,  it  is  possible  that 
committee  members  might  be  subject  to  lawsuits 
asserting  slander  (oral  defamation)  or  libel  (written 
defamation).  However,  very  few  such  lawsuits  ac- 
tually are  initiated;  even  when  initiated,  they  rare- 
ly, if  ever,  result  in  establishing  liability.  The  rea- 
sons for  this  are  the  following: 

® Statements  of  medical  staff  members  participat- 
ing in  quality  control  activities  are  protected  at 
common  law  by  a “qualified  privilege.” 

® Properly  drafted  medical  staff  bylaws  and  ap- 
plication forms  for  medical  staff  membership  are 
effective  additional  protection  against  liability. 

® Many  states  provide  medical  staff  members  and 
others  with  statutory  immunity  from  liability  aris- 


ing from  their  good  faith  hospital  QAP  activities. 

• A hospital  can  provide  its  staff  members  with 
insurance  protection  against  this  risk. 

Qualified  Privilege 

The  law  provides  a “qualified  privilege”  to  those 
involved  in  reviewing  a physician’s  competence, 
qualifications,  and  conduct  while  they  are  consid- 
ering his  appointment,  reappointment,  extent  of 
clinical  privileges  deserved,  or  disciplinary  action. 
Medical  staff  committee  members  and  those  who 
communicate  information  to  them  thus  are  pro- 
tected in  what  they  say  or  write  if  these  conditions 
are  met:  the  communication  must  be  made  in  good 
faith  and  without  malice;  reasonable  care  must  be 
exercised  to  ascertain  the  truth  of  the  matter  com- 
municated; the  information  must  be  reported  ac- 
curately and  fairly;  and  the  communication  must 
be  made  only  to  others  with  legitimate  interest  in 
the  information,  that  is,  to  other  persons  or  com- 
mittees involved  in  hospital  credentials  or  medical 
care  evaluation  functions. 

Anderson,  in  the  American  Medical  Association’s 
Peer  Review  Manual, (2)  reports  only  four  cases  in 
which  qualified  privilege  has  been  applied  in  med- 
ical staff  cases. (3)  In  three  of  these  cases,  defenses 
based  on  the  privilege  were  effective  against  the 
complaining  physicians.  The  remaining  case  pre- 
sented a factual  situation  that  led  the  court  to  hold 
that  a trial  was  warranted  so  that  a jury  could  de- 
cide the  question  of  whether  malice  was  involved. 
The  defendant  was  a hospital  trustee  whose  state- 
ments may  have  been  motivated  by  the  belief  that 
his  mother  was  overcharged  for  a procedure  per- 
formed by  the  physician. 

The  moral:  When  the  credentials  and  audit  ac- 
tivities are  used  for  improper  purpose — to  satisfy 
personal  rather  than  institutional  ends — the  sub- 
terfuge is  easily  recognized  by  the  courts  and  the 
privilege  is  ineffective  as  a defense.  But  when  the 
motives  of  participants  in  credentials  and  audit 
activities  are  pure,  the  privilege  is  an  effective  bar- 
rier to  liability.(4) 

Release  From  Liability 

Medical  staff  applicants  and  members  should  be 
required  to  specifically  release  committee  members 
and  other  hospital  personnel  from  civil  liability 
for  alleged  harm  resulting  from  performing  official 
QAP  duties.  In  the  Joint  Commission’s  Guidelines 
for  the  Formulation  of  Bylaws,  Rules  and  Regula- 
tions— 1971,  the  following  provisions  in  medical 
staff  bylaws  and  membership  and  privilege  applica- 
tion forms  are  suggested:  “By  applying  for  appoint- 
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ment  to  the  medical  staff,  each  applicant  thereby 
. . . authorizes  the  hospital  to  consult  with  mem- 
bers of  medical  staffs  of  other  hospitals  with  which 
the  applicant  has  been  associated  . . . consents  to 
the  hospital's  inspection  of  all  records  and  docu- 
ments that  may  be  material  to  an  evaluation  of  his 
professional  qualifications  and  competence  to  carry 
out  the  clinical  privileges  he  requests  as  well  as  of 
his  moral  and  ethical  qualifications  for  staff  mem- 
bership; releases  from  any  liability  all  representa- 
tives of  the  hospital  and  its  medical  staff  for  their 
acts  performed  in  good  faith  and  without  malice 
in  connection  with  evaluating  the  applicant  and 
his  credentials;  and  releases  from  any  liability  all 
individuals  and  organizations  who  provide  infor- 
mation to  the  hospital  in  good  faith  and  without 
malice  concerning  the  applicant’s  competence, 
ethics,  character  and  other  qualifications  for  staff 
appointment  and  clinical  privileges,  including 
otherwise  privileged  or  confidential  informa- 
tion.”(5) 

In  the  Guidelines,  the  JCAH  introduces  Article 
XIV  “Immunity  from  Liability,”  with  this  state- 
ment: “Those  charged  with  performing  or  contri- 
buting to  [hospital  QAP  activities]  fear  that  true 
vigilance  may  expose  them  to  monetary  liability. 
This  fear  has  adverse  consequences  upon  the  entire 
evaluation  and  education  process.  ...  It  is,  there- 
fore, important  to  assure  [protection  from  liability] 
...  by  clear,  unequivocal  medical  staff  bylaw  pro- 
visions.”(6)  Accordingly,  Article  XIV  incorporates 
additional  authorization,  consent,  and  release  pro- 
visions and  makes  them  applicable  to  all  hospital 
quality  assurance  activities. 

The  'Adhesion  Contract'  Issue 

Although  the  legality  of  such  bylaw  provisions 
has  not  yet  been  definitively  tested  in  litigation, 
these  provisions  are  likely  to  prove  effective  bar- 
riers to  defamation  actions  arising  out  of  legitimate, 
nonmalicious  hospital  QAP  activities. (7)  However, 
because  they  must  be  made  a condition  for  obtain- 
ing and  retaining  membership  and  privileges,  ad- 
vice of  local  counsel  should  be  sought  to  help  avoid 
the  “adhesion  contract”  issue.  An  adhesion  contract 
is  one  that  is  forced  upon  a party  by  another  party 
in  a superior  position.  A hospital  with  release  and 
immunity  provisions  in  its  application  forms  and 
bylaws  possibly  could  be  considered  a superior 
party. 

Adhesion  contracts  are  usually  invalid  by  law. 
However,  there  are  important  social  purposes 
served  by  medical  staff  bylaw  release  provisions 


and  there  has  been  broad  legislative  recognition  of 
the  need  for  this  type  of  immunity. (8)  Therefore, 
the  adhesion  issue  is  perhaps  avoidable  in  the  hos- 
pital/staff member  situation.  Also,  an  applicant  or 
staff  member  who  is  fully  informed  of  the  presence 
and  import  of  release  and  immunity  provisions  and 
who  does  not  object  to  them  at  the  outset  may  be 
barred  from  later  saying  they  are  invalid  because 
of  the  adhesion  theory. 

Another  kind  of  legal  protection  is  illustrated  by 
the  reasoning  in  a case  in  which  the  hospital  bylaws 
required  that  a physician  request  in  writing  a 
specification  of  the  charges  against  him  before  he 
coidd  be  granted  a hearing  to  consider  the  reduc- 
tion of  his  privileges.  The  court  held  that  the  phy- 
sician, by  such  a written  request,  consented  to 
necessary  publication  to  relevant  individuals  of  in- 
formation about  himself  that  might  be  considered 
derogatory. (9)  The  Joint  Commission  Guidelines 
include  a procedure  whereby  grounds  for  denial, 
reduction,  or  other  adverse  committee  action  are 
disclosed  only  after  a hearing  is  specifically  re- 
quested.(10) 

Conspiracy  Allegations 

When  a hospital,  by  action  of  its  medical  staff 
or  governing  body,  decides  to  exclude  a practitioner 
from  staff  membership  or  to  restrict  or  reduce  his 
clinical  privileges,  the  hospital  and  the  staff  or 
governing  body  members  involved  in  the  delibera- 
tions may  face  the  additional  claim  that  they  con- 
spired to  violate  the  practitioner’s  civil  rights,  to 
restrict  competeition,  to  interfere  with  advantage- 
ous professional  or  economic  relations,  or  to  further 
some  other  unlawful  end.  In  reality,  conspiracy  is 
easy  to  allege  but  very  difficult  to  prove.  When 
there  are  legitimate  grounds  for  exclusion  or  restric- 
tion and  these  are  demonstrated  in  the  hospital’s 
records,  it  is  unlikely  that  a hospital  or  its  staff 
members  will  face  monetary  liability  based  on  a 
conspiracy  theory.  Nevertheless,  to  avoid  even  the 
appearance  of  conspiracy,  it  is  important  to  adhere 
faithfully  to  bylaw  provisions  for  processing  ap- 
plications; for  initiating  corrective  action;  and  for 
notice,  hearing,  and  other  due  process  elements.  It 
also  is  important  to  restrict  all  deliberations  to  for- 
mal proceedings. 

Immunity  Statutes 

State  legislation  on  immunity  is  collected  and 
summarized  in  the  AMA  Peer  Review  Manual. ( 11) 
An  analysis  of  these  summaries  shows  that  29  states 
provide  some  degree  of  statutory  protection  against 
liability  for  those  engaged  in  hospital  QAP  activ- 
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ities.  Twenty-seven  of  the  statutes  contain  im- 
munity provisions,(12)  while  two  relate  only  to 
nondiscovery  of  committee  minutes  and  reports. (13) 
Seven  of  the  twenty-seven  states  provide  limited  im- 
munity, six  by  covering  only  utilization  review  ac- 
tivities^ 14)  and  one  by  restricting  coverage  to  uti- 
lization review,  tissue,  and  other  quality  activities 
required  by  the  state’s  medical  assistance  pro- 
gram.(15)  But  these  seven  states — whose  statutes 
probably  were  enacted  in  response  to  the  utiliza- 
tion review  requirement  of  Medicare — nevertheless 
demonstrate  an  awareness  of  the  need  for  protective 
legislation  and  should  be  amenable  to  expansion. 

The  remaining  20  immunity  statutes  are  more 
inclusive  but  still  vary  in  regard  to  the  persons  and 
activities  protected.  For  example,  some  cover  otdy 
“members”  of  hospital  medical  staff  QAP  com- 
mittees and  of  medical  society  peer  review  com- 
mittees. Others  include  the  hospital  itself  and  gov- 
erning body  committees.  One  statute  specifically  ex- 
tends immunity  to  physicians  or  dentists  who  pro- 
vide information  to  hospital  quality  assurance  com- 
mittees, whereas  several  provide  immunity  to  any 
third  party  providing  such  information.  Another 
also  protects  committee  “advisors  and  assistants.” 
With  respect  to  activities,  the  language  in  most 
of  the  statutes  is  broad  enough  to  include  any  QAP 
activity.  They  refer  to  “evaluation  and  improvement 
of  the  quality  of  care”  or  to  “evaluation  of  creden- 
tials and  qualifications  of  physicians  for  perfor- 
mance of  their  duties.”  A few  are  more  restrictive; 
the  Indiana  statute,  for  example,  is  directed  only 
at  “retrospective”  medical  reviews.(16) 

An  example  of  a statute  with  broad  coverage  is 
Texas.  It  includes  “any  hospital  committee  . . . 
established  under  . . . the  bylaws”  and  provides 
that  “no  member  of  such  a committee  shall  be 
liable  in  damages  to  any  person  for  any  action  or 
recommendation  made  within  the  scope  of  the  func- 
tion of  such  committee  if  such  committee  member 
acts  without  malice  and  in  the  reasonable  belief 
that  such  action  or  recommendation  is  warranted 
by  the  facts  known  to  him.”  It  also  protects  any 
other  person  or  institution  providing  information 
to  any  such  committee  from  liability  “by  reason 
of  furnishing  such  information. ”(17) 

An  immunity  statute  does  not  help  a hospital’s 
QAP  if  its  staff  does  not  know  that  it  exists  and 
precisely  what  it  covers.  Here,  again,  local  counsel 
should  be  requested  to  supply  a written  analysis  of 
the  persons  and  activities  that  are  protected  by  the 
hospital’s  state  law.  A copy  of  the  analysis  and  of 
the  law  itself  might  be  attached  to  and  referenced 


by  the  medical  staff  bylaws  as  a means  of  dissem- 
inating this  essential  information  to  all  staff  mem- 
bers and  applicants.  If  no  statute  exists  or  if  the 
statute  is  not  broad  enough  in  coverage,  appropri- 
ate lobbying  activities  should  be  pursued  through 
state  hospital  and  medical  associations.  A viable 
QAP  may  well  depend  on  the  effectiveness  of  such 
action. 

Insurance  Coverage 

Despite  the  legal  protections  already  mentioned, 
there  is  still  the  possibility  that  a lawsuit  may  be 
commenced.  Therefore,  it  may  not  be  sufficient  to 
assure  the  physician  who  is  requested  to  participate 
on  a hospital  QAP  committee  that  the  law  protects 
him  against  the  likelihood  of  liability.  The  sophis- 
ticated physician  will  object  on  the  grounds  that 
even  if  these  protections  are  effective  in  the  de- 
fense of  a lawsuit,  the  burden  on  him  to  defend 
the  lawsuit  is  potentially  as  onerous  as  is  the 
question  of  ultimate  liability. 

A possible  solution  is  for  the  hospital  to  obtain 
insurance  that  would  cover  its  medical  staff  mem- 
bers against  liability  arising  from  their  participa- 
tion in  the  hospital’s  QAP,  or  at  least  to  agree  to 
bear  the  costs  of  defense.  This  solution  is  similar 
to  the  protection  that  hospitals  sometimes  afford 
their  trustees.  Premiums  are  negotiable  and  need 
not  be  costly.  Such  protection  already  is  provided 
to  medical  staffs  in  certain  parts  of  the  United  States, 
but  all  too  often  the  physicians  covered  are  not 
aware  of  this  fact. 

Malpractice  Fears 

The  fear  that  the  proceedings  or  reports  of  qual- 
ity assurance  committees  or  statements  made  by 
members  of  the  committees  in  the  course  of  deliber- 
ation might  be  used  in  malpractice  cases  against 
physicians  or  hospitals  is  largely  speculative.  The 
trend  of  both  case  law  and  state  legislation  is  to 
the  contrary.  A confusion  between  QAP  docu- 
ments and  patient  medical  record  documents,  and 
between  the  “discoverability”  and  “admissibility” 
of  documentary  evidence,  is  probably  responsible 
for  this  fear  that  documentation  of  quality  assur- 
ance activities  will  have  adverse  consequences  in 
malpractice  litigation.  However,  these  two  types 
of  documents  are  clearly  distinguishable,  as  are  the 
rules  relating  to  the  discovery  and  admission  in 
evidence  of  each. 

Discovery  is  intended  to  aid  a litigant  in  prepar- 
ing for  trial.  It  provides  him  with  advance  access 
to  witnesses  or  documents  from  which  facts  in  sup- 
port of  his  case  or  defense  can  be  learned.  When  a 
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plaintiff’s  counsel  has  access  to  the  material,  he  will 
use  it  to  determine  what  witnesses  to  subpoena, 
what  other  records  to  look  for,  what  line  of  ques- 
tioning to  pursue,  and  so  forth.  Even  if  not  admis- 
sible as  evidence,  these  documents  sometimes  may 
be  used  in  cross-examination  at  the  trial  to  cast 
doubt  on  the  testimony  of  the  defendant  or  of 
others  testifying  in  his  behalf.  When  this  is  done, 
it  is  called  “impeachment.” 

Generally,  liberal  discovery  is  favored;  when  both 
sides  know  all  of  the  material  facts,  the  time  re- 
quired to  try  the  case  in  court  is  shortened  and  the 
results  are  likely  to  be  more  equitable.  Thus,  the 
law  provides  every  litigant  with  wide  latitude  in 
establishing  his  complaint  or  defense  through  the 
use  of  subpoenas  and  other  pertrial  procedures. 
Ordinarily,  one  would  suspect  that  these  policy 
considerations  would  subject  the  proceedings  and 
reports  of  hospital  QAP  committees  to  discovery. 
However,  that  has  not  been  the  case. 

Actually,  the  few  attempts  that  have  been  made 
to  subpoena  hospital  QAP  documents  have  failed 
more  often  than  they  have  succeeded.  As  Bernstein 
states,  “Hospital  records  and  reports  that  reflect 
upon  the  quality  of  a physician’s  professional  per- 
formance are  tempting  morsels  for  opposition  at- 
torneys. Few  have  succeeded  in  seeing  this  con- 
fidential material. ”(18)  A countervailing  and  per- 
suasive public  policy  supportive  of  hospital  QAP 
activities  is  responsible  for  this  result.  Its  persuasive- 
ness is  reflected  both  in  court  decisions  and  in  state 
legislative  enactments  declaring  hospital  QAP  docu- 
ments nondiscoverable  by  malpractice  plaintiffs. 

Discovery  Cases 

Prior  to  passage  of  their  respective  nondiscovery 
statutes,  a New  York  court  refused  such  discovery 
against  a hospital,  wheras  a California  court  per- 
mitted it. (19)  In  1970,  a New  Jersey  trial  court  al- 
lowed discovery  of  a hospital’s  perinatal  mortality 
committee  minutes,  but  that  same  year  two  federal 
judges  in  the  District  of  Columbia  denied  discovery 
of  “minutes  and  reports  of  any  Board  or  Com- 
mittee of  Doctors  Hospital  or  its  staff  concerning 
the  death"  of  the  plaintiff's  decedent. (20) 

The  District  of  Columbia  decisions  are  especially 
pertinent,  because  they  clearly  articulate  the  public 
policy  considerations  against  discovery.  As  stated  in 
the  first  opinion,  “The  minutes  and  reports  of  the 
Boards  or  Committees  of  the  hospital  are  records 
of  medical  staff  reviews  by  committees  of  doctors 
acting  pursuant  to  the  requirements  of  the  Joint 
Commission  on  Accreditation  of  Hospitals.  . . . 


“Confidentiality  is  essential  to  effective  function- 
ing of  these  staff  meetings;  and  these  meetings  are 
essential  to  the  continued  improvement  in  the  care 
and  treatment  of  patients.  . . . To  subject  these 
discussions  and  deliberations  to  the  discovery  proc- 
ess, without  a showing  of  exceptional  necessity, 
would  result  in  terminating  such  deliberations. 
Constructive  professional  criticism  cannot  occur  in 
an  atmosphere  of  apprehension  that  one  doctor’s 
suggestion  will  be  used  as  a denunciation  of  a col- 
league’s conduct  in  a malpractice  suit. 

“.  . . There  is  an  overwhelming  public  interest 
in  having  those  staff  meetings  held  on  a confidential 
basis  so  that  the  flow  of  ideas  and  advice  can  con- 
tinue unimpeded.  Absent  evidence  of  extraordinary 
circumstances,  there  is  no  good  cause  shown  re- 
quiring disclosure  of  the  minutes  of  these  meetings. 
. . . [They]  are  entitled  to  a qualified  privilege  on 
the  basis  of  this  overwhelming  public  interest. ”(21) 

In  a ruling  on  the  plaintiff's  renewed  request  for 
the  same  discovery  denied  by  the  memorandum 
opinion  quoted  above,  the  second  judge  wrote”  . . . 
Judge  Corcoran  analyzed  the  privilege  of  confiden- 
tiality concerning  the  subject  matter  of  the  meet- 
ings of  the  hospital  staff  review  committee,  and  this 
Court  now  adheres  to  his  ruling  that  the  proceed- 
ings at  such  meetings  are  entitled  to  a qualified 
privilege  on  the  basis  of  the  overwhelming  public 
interest  found  to  exist.  . . .”(22) 

Nondiscovery  Statutes 

Twelve  states  have  enacted  laws  that  protect  the 
proceedings  and  reports  of  hospital  quality  as- 
surance committees  from  discovery  in  malpractice 
actions:  eight  have  specifically  declared  them  not 
subject  to  subpoena,  discovery,  or  disclosure; (23) 
four  have  declared  them  confidential  and/or  pri- 
vileged documents. (24)  Some  statutes  also  provide 
that  committee  members  may  not  be  made  to 
testify  as  to  what  transpired  during  committee 
deliberations,  except,  of  course,  with  respect  to  a 
participant’s  own  statements  if  he  is  later  made  a 
party  in  a lawsuit  involving  the  same  subject  mat- 
ter. Some  statutes  also  state,  probably  gratuitously, 
that  the  results  of  committee  activities  may  not  be 
admitted  into  evidence. 

The  California  statute  is  typical:  “Neither  the 
proceedings  nor  the  records  of  organized  commit- 
tees of  medical  staffs  in  hospitals  having  the  re- 
sponsibility of  evaluation  and  improvement  of  the 
quality  of  care  . . . shall  be  subject  to  discovery. 
. . . No  person  in  attendance  at  a meeting  of  any 
such  committee  shall  be  required  to  testify  as  to 
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what  transpired  therat  (except  as  to)  statements 
made  by  any  person  in  attendance  at  such  a meet- 
ing who  is  a party  of  an  action  . . . the  subject 
matter  of  which  was  reviewed  at  such  meeting. 
. . ”(25) 

At  least  one  of  these  confidentiality  statutes  has 
been  upheld  in  litigation  in  a case  involving  the 
Hawaii  Medical  Association.  According  to  a report 
in  The  Citation,  “An  objection  to  the  subpoena 
was  sustained  and  the  subpoena  was  quashed.”(26) 

It  is  only  because  the  issue  has  seldom  been 
litigated  that  lawyers  in  the  nonstatute  states  will 
be  hard  pressed  to  give  a definitive  answer  to  the 
question  of  whether  hospital  QAP  documents  are 
discoverable.  But  litigation  should  increase  as  mal- 
plactice  attorneys  become  more  aware  of  the  exist- 
ence and  potential  value  of  QAP  documents. 
Nevertheless,  based  on  the  strong  policy  considera- 
tions favoring  nondiscovery  clearly  demonstrated 
both  in  case  and  statutory  law,  the  chances  of  suc- 
cessfully resisting  such  discovery  in  the  nonstatute 
states  and  in  the  federal  courts  appear  highly  favor- 
able. 

Admissibility  of  hospital  QAP  documents  pre- 
sents an  easier  question.  While  the  rules  generally 
favor  a broad  scope  for  discovery,  they  also  limit 
the  scope  of  what  may  be  admitted  as  evidence. 

W1  len  courts  consider  the  admissibility  of  docu- 
ments, they  want  to  be  sure  that  the  proffered  docu- 
ments were  not  prepared  especially  for  the  purposes 
of  trial.  The  test  that  is  applied  comes  from  com- 
mercial law,  and  it  related  originally  to  “business” 
records.  The  rule  is  that  a record  made  in  the 
ordinary  course  of  business,  either  contemporane- 
ously with  the  transaction  described  or  under  cir- 
cumstances that  might  reasonably  be  assumed  to  ac- 
curately reflect  the  actual  transaction,  is  admissible. 

On  the  basis  of  this  rule,  patients’  medical  rec- 
ords are  usually  admissible  if  it  can  be  shown  that 
they  were  made  in  the  regular  course  of  the  hos- 
pital’s “business”  and  that  it  is  the  business  of  the 
hospital  to  keep  such  records.  Both  of  these  require- 
ments are  met  by  the  testimony  of  the  medical  rec- 
ord librarian  or  other  custodian  of  the  record.  Even 
so,  those  portions  of  the  medical  record  reflecting 
conclusions,  judgments,  or  opinions,  rather  than 
facts,  may  not  be  admissible  except  under  special 
circumstances. 

The  proceedings  or  reports  of  hospital  quality  as- 
surance committees  probably  do  not  meet  these  tests 
for  admissibility.  They  are  usually  prospective  or 
retrospective;  they  are  not  part  of  the  patient  care 
events  that  are  involved  in  a malpractice  action; 


they  are  not  part  of  the  patient’s  medical  record; 
they  are  usually  made  by  persons  who  were  not 
present  at  the  events  they  purport  to  describe;  and 
they  are  made  primarily  for  educative  or  general 
patient  care  purposes  not  directly  related  to  the 
medical  treatment  of  a particular  patient.  Finally, 
these  reports  usually  contain  opinions,  professional 
judgments,  and  conclusions  and  are  not  restricted 
to  a recitation  of  facts.  According  to  Anderson, 
“There  have  been  no  reported  court  decisions  in 
which  . . . hospital  or  medical  staff  review  com- 
mittee reports  have  been  admitted  as  evidence. ”(27) 

Conclusion 

Physicians’  fears  of  adverse  legal  consequences 
for  participating  in  credentials  and  medical  audit 
activities  are  largely  imaginary.  The  law  has  recog- 
nized these  fears  and  has  provided  adequate  pro- 
tection for  members  of  the  hospital  medical  staff, 
administration,  and  governing  body.  There  is  no 
viable  legal  reason,  therefore,  for  physicians  not  to 
vigorously  pursue  and  faithfully  discharge  such 
responsibilities. 
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Public  Act  No.  157  (Connecticut) 

AN  ACT  CONCERNING  IMMUNITY  FROM  LIABILITY  FOR 
UNCOMPENSATED  SERVICE  OF  HOSPITAL  UTILIZATION 
REVIEW  COMMITTEES. 

No  action  shall  be  brought  to  recover  damages  against  any  licensed  physician  for 
any  decision  or  action  taken  by  him  as  a member  of  a hospital  utilization  review 
committee  on  which  he  serves  without  compensation  and  to  which  he  shall  have 
been  appointed  by  the  staff  of  such  hospital,  the  function  of  which  committee, 
as  directed  by  the  Federal  Medicare  Act,  as  amended,  shall  have  been  to  review 
the  utilization  of  the  facilities  of  such  hospital  in  the  interests  of  efficiency  and 
the  quality  of  service  to  the  public. — Opinions  And  Reports,  Judicial  Council 
of  the  AMA. 
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Locating  The  City  Health  Director 
At  The  Hospital 

Bliss  B.  Clark,  M.D. 


Traditionally  the  role  of  the  hospital  has  been 
curative  medicine  within  its  own  walls.  Just  as  tra- 
ditionally the  role  of  the  community  health  director 
has  been  preventive  medicine,  delivered  quite 
separate  from  the  hospital.  Recently  hospitals  have 
expanded  their  role  by  delivering  health  care  to 
the  community  through  outreach  programs.  Exam- 
ples of  this  are  the  hospital’s  emergency  room,  its 
social  service  department  and  outpatient  clinics. 
More  recently  emphasis  has  been  on  mental  health 
and  family  planning.  The  newest  true  outreach  pro- 
gram in  Connecticut  is  the  Home  Care  program, 
with  its  ability  to  continue  hospital  services  in  the 
home.  This  is  evidence  of  the  hospital’s  new  role 
in  the  community. 

In  the  City  of  New  Britain  the  traditional  role  of 
the  Health  Department  has  been  preventive  med- 
icine, including  control  of  water,  sewage,  restau- 
rants, buildings  (safety  and  vermin),  immunization 
programs  and  contagion.  In  addition,  the  city  plays 
a combined  curative-preventative  role  through  its 
chest,  dental  and  venereal  disease  clinics  and  its 
public  health  nurse  program. 

Recently  health  care  professionals  have  become 
interested  in  the  possibility  of  merging  these  two 
major  activities — curative  and  preventative  med- 
icine. 

This  paper  proposes  a program  based  on  this  con- 
cept, the  first  step  being  to  physically  locate  the  city 
health  director  at  the  New  Britain  General  Hos- 
pital. As  background — - 

First,  New  Britain  is  fortunate  in  that  there  is 
but  one  acute,  short-term  hospital  in  the  city.  It 
serves  a population  of  approximately  140,000,  hav- 
ing ready  access  to  the  hospital. 

Second,  the  hospital’s  outpatient  clinics  have 
been  increasing  in  number  and  size  rapidly  in  the 
past  two  years  to  a total  of  15,  including  a busy 
mental  health  clinic. 

Third,  the  emergency  room  is  now  serving  over 
43,000  patients  a year,  approximately  120  a day.  A 
recent  study  ( 1 97 1 )( 1 ) showed  that  it  serves  as  a 
primary  physician  for  a third  of  its  patients,  about 

I)R.  BLISS  B.  CLARK,  Executive  Director,  New  Britain 
General  Hospital,  New  Britain,  Conn. 


25%  of  whom  had  no  personal  physican.  Another 
30%  indicate  that  they  use  the  emergency  room 
because  their  doctor  is  not  available. 

Fourth,  this  same  study  indicates  that  a large  gap 
exists  in  the  provision  of  child  health  care  services. 
Many  families  have  no  private  pediatrician,  using 
the  hospital  emergency  room  for  episodic  illness 
with  no  follow-up  care. 

Fifth,  the  hospital  has  pioneered  and  operates  a 
busy  Home  Care  program. 

Fast,  because  of  the  foregoing  activities  with  the 
problems  and  challenges  they  present  in  the  de- 
livery of  health  care,  the  hospital  is  considering 
establishing  a Department  of  Community  Medicine, 
directed  by  a physician  responsible  for  the  Emer- 
gency Room,  the  out-patient  clinics  including  men- 
tal health,  the  Home  Care  and  Social  Service  De- 
partments. It  would  work  closely  with  other  health 
care  agencies  and  develop  other  outreach  programs 
such  as  continuing  care,  rehabilitative  medicine, 
multiphasic  screening,  public  education  and  neigh- 
borhood clinics,  as  needed. 

The  Director  would  be  assisted  by  two  other 
physicians,  one  in  charge  of  child  health  services, 
the  other  the  Health  Director  of  New  Britain.  We 
feel  that  this  exciting  concept  could  be  a major  step 
toward  accomplishing  the  originally  stated  goal  of 
joining  curative  and  preventive  medicine. 

It  is  proposed  that  the  Health  Director  be  a full- 
time employee  on  the  hospital  staff,  his  salary  and 
expenses  being  paid  by  contractual  arrangements 
with  the  city.  His  supporting  staff  at  the  hospital 
would  be  minimal,  and  his  sanitary  engineering 
staff  would  remain  at  City  Hall.  His  job  description 
would  include  his  present  responsibilities,  particu- 
larly those  that  are  related  to  public  health  and 
sanitary  engineering,  but  would  be  broadened  be- 
cause of  his  hospital  staff  appointment. 

The  advantages  of  this  concept  are  listed  below: 

Advantages  to  the  Physician  Himself 

1.  His  staff  appointment  at  the  hospital  would 
provide  close  association  with  his  peers,  access  to 
the  laboratory,  the  medical  library,  and  participa- 
tion in  the  teaching  program.  This  would  con- 
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tribute  to  his  own  continuing  education  and  pro- 
vide him  an  opportunity  to  work  with  medical 
students  and  house  staff. 

2.  He  would  be  associated  with  the  clinics  and 
the  outreach  programs. 

3.  He  would  be  removed  from  political  pressure. 

4.  He  would  be  challenged  by  a broader,  more 
interesting  career  opportunity. 

5.  He  would  participate  in  an  expanded  preven- 
tive medicine  program. 

6.  He  would  be  active  in  the  hospital's  planning 
program,  especially  relating  to  health  care. 

7.  The  hospital’s  prestige  would  be  helpful  in 
obtaining  grant  funds. 

8.  Very  importantly,  with  the  proper  credentials 
plus  the  hospital’s  association  with  the  University 
of  Connecticut  Health  Center,  he  would  be  eligible 
for  a faculty  appointment.  This  would  open  many 
doors. 

9.  Lastly,  he  would  be  in  a learning-teaching, 
progressive  type  of  atmosphere  rather  than  separate 
and  isolated,  as  he  would  be  at  the  City  Hall. 

Advantages  to  the  Community 

1.  It  is  envisioned  as  part  of  this  proposal  that 
the  laboratory  at  City  Hall  be  closed  with  its  func- 
tions transferred  to  the  State  and  hospital  labora- 
tories. 

2.  The  three  clinics  at  City  Hall  would  be 
closed  and  their  activities  transferred  to  the  hos- 
pital. 


3.  These  two  actions  would  represent  cost  savings 
plus  an  improvement  in  quality  of  operation. 

4.  The  services  of  the  Visiting  Nurse  Association, 
the  public  health  nurses  and  the  school  nurses 
could  be  coordinated.  This  too  would  save  money 
by  preventing  duplication  of  services  and  possibly 
reducing  staff. 

5.  This  might  well  present  an  opportunity  for 
regionalization  of  health  care  services — a desirable 
goal. 

The  resignation  of  the  city  health  director  and 
the  appointment  of  a successor  present  an  oppor- 
tunity to  implement  this  exciting  program.  This 
opportunity  has  been  recognized  by  the  Mayor, 
the  Common  Council,  the  Board  of  Health  and  the 
Board  of  Directors  of  the  New  Britain  General  Hos- 
pital, who  have  authorized  a feasibility  study  of 
this  proposal  by  the  Department  of  Community 
Medicine  at  the  University  of  Connecticut  Health 
Center. 

It  is  hoped  that  the  study  will  indicate  the  steps 
necessary  for  the  achievement  of  this  exciting  goal, 
and  that  the  parties  involved  will  accept  the  chal- 
lenge. 

Reference 

1 “Delivery  and  Distribution  of  Medical  Care  in  New 
Britain,  Connecticut,”  Virginia  W.  Vidich,  Ph.D.,  De- 
partment of  Sociology,  Central  Connecticut  State  Col- 
lege, 1971. 


COPY  OF  PHYSICIAN’S  RECORD  TO  PATIENT 

The  Principles  neither  intend  nor  require  that  a physican  give  a copy  of  his 
records  to  his  patient.  These  records  are  primarily  the  physician  s own  notes 
compiled  during  the  course  of  diagnosis  and  treatment  so  that  he  may  review 
and  study  the  course  of  the  illness  and  his  treatment.  I he  records  are  medical 
and  technical,  personal  and  often  informal.  Standing  alone  they  are  meaningless 
to  the  patient  but  of  value  to  the  physician  and  perhaps  to  a succeeding  physician. 
The  patient,  however,  or  one  responsible  for  him,  is  entitled  to  know  the  nature 
of  the  illness  and  the  general  course  or  regimen  of  therapy  employed  by  his 
physician.  The  extent  to  which  the  physician  must  advise  his  patient  may  be 
limited  by  the  nature  of  the  illness  and  the  character  of  the  patient.  The  physician 
in  advising  his  patient  must  always  act  as  he  would  wish  to  be  treated  were  he  in  a 
like  situation.— Opinions  And  Reports,  Judicial  Council  of  the  AMA. 
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A seventy  year  old  white  female  was  admitted  to 
The  Stamford  Hospital  with  a urinary  tract  infec- 
tion complicated  by  urinary  retention.  A catheter 
was  inserted  and  Nitrofurantoin  400  mg  was  ad- 
ministered daily.  At  bed-rest  the  patient  developed 
a deep  thrombophlebitis  in  the  left  leg  and  anti- 
coagulant therapy  was  begun.  On  the  eighteenth 
hospital  day,  a temperature  of  101°F  was  recorded 
associated  with  a chill,  cough,  scattered  rales  and 
a maculopapular  rash  over  the  trunk  and  extremi- 
ties. The  white  blood  count  rose  to  20,000  with 
83%  polymorpho-nuclear  leucocytes  and  a 3% 
eosinophiles;  the  latter  in  turn  rising  to  18%  the 
following  day.  A chest  film  was  obtained. 

Radiographs:  Portable 

A frontal  film  of  the  chest  taken  on  the  eight- 
eenth hospital  day  (Fig.  1),  reveals  confluent  in- 
filtration in  both  upper  lobes  with  a left  pleural 
effusion.  The  lower  lobes  remain  relatively  free 
of  disease.  A follow-up  film  four  days  later  (Fig.  2) 
discloses  moderate  improvement  in  the  upper  lobe 
infiltrates  but  a small  residual  left  pleural  effusion 
persists.  Cardiac  size  remains  normal. 

Discussion: 

Fhe  radiographic  findings  in  this  elderly  lady 
are  non-specific  per  se,  being  consistent  with  bi- 
lateral pneumonia  associated  with  pleural  fluid. 
The  clinical  findings  of  fever,  chills,  cough,  and 
white  blood  cell  elevation  certainly  would  be  com- 
patible with  a bacterial  pneumonia.  Other  clinical 
considerations,  especially  in  the  face  of  peripheral 
thrombophlebitis  would  naturally  include  pulmo- 
nary emboli  with  infarction,  although  bilateral  up- 
per lobe  involvement  is  less  common  than  involve- 
ment of  the  lower  lobes  and  the  aforementioned 
symptomatology  and  leucocytosis  is  not  usually 
associated  with  thromboembolic  disease. 

The  impressive  findings  of  a maculopapular  rash 
and  the  rapid  appearance  of  a marked  eosinophilia 
of  18%  and  “pneumonia”  should  lead  the  clinician 
to  the  conclusion  that  his  patient  is  manifesting 


some  form  of  hypersensitivity  reaction— in  this  case, 
to  the  antimicrobial  Nitrofurantoin  (Furadantin, 
Eaton  Laboratories). 

The  lungs  may  show  a hypersensitivity  to  Nitro- 
furantoin either  in  an  acute  or  chronic  form.  The 
more  commonly  recognized  acute  reaction  is  mani- 
fested as  in  this  patient,  by  fever,  chills,  cough, 
eosinophilia  and  a maculopapular  rash.  The  radio- 
graphic  findings  in  the  lungs  vary  from  a so-called 
alveolar  or  homogeneous  confluent  pattern  as  in 
this  patient,  to  principally  an  interstitial  appear- 
ance, in  which  the  supporting  structures  of  the 
parenchyma  are  involved.  Unlike  the  case  under 
discussion,  the  chest  film  findings  are  more  com- 
monly found  in  the  lower  lobes.  Pleural  effusions 
are  common  anil  the  radiographic  findings  resolve 
rapidly  following  discontinuance  of  the  drug  (the 
drug  was  discontinued  one  day  after  the  initial 
film).  No  fatalities  have  been  reported  and  lung 
biopsies  disclose  a granulomatous  vasculitis. 

14te  chronic  form  may  be  seen  in  patients  re- 
ceiving Furadantin  for  a time  interval  of  six  months 
to  six  years.  In  these  individuals  there  is  no  acute 
symptomatology  or  eosinophilia.  Chest  films  may 
reveal  a diffuse,  non-specific,  bilateral,  basilar  in- 
terstitial process  without  pleural  fluid.  Pulmonary 
function  studies  often  disclose  a restrictive  picture 
with  diffusion  deficits.  Lung  biopsies  show  a chronic 
interstitial  pneumonia  and  fibrosis.  Discontinuance 
of  the  drug  allows  moderate  to  marked  improve- 
ment in  the  ftinction  tests. 

Final  Diagnosis 

Hypersensitivity  of  the  lung  to  Nitrofurantoin 
(“Furadantin  pneumonia”). 

References 
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Figure  1 


Figure  2 


CORRECTION:  This  article  appeared  in  the  April  issue  without  the  figures. 


INFORMED  CONSENT 


The  interpretation  of  informed  consent  is  an 
issue  which  concerns  the  physician  in  a manner  that 
is  threatening  to  an  increasing  degree.  The  courts 
are  ruling  that  the  patient  has  the  right  of  self-de- 
termination for  non-emergency  medical  care.  The 
January  1973  issue  of  The  Physician’s  Legal  Brief 
contains  a provocative  discussion  by  Don  Harper 
Mills,  M.D.,  J.D.,*  on  this  subject.  The  summary 
of  this  presentation  deserves  repeating. 

These  are  the  “clo’s”  and  “don’ts”  on  informed 
consent  as  presented  by  Dr.  Mills: 

Do's 

1.  Disclose  the  identity  of  the  proposed  proce- 
dure. 

2.  Disclose  the  identity  of  the  chief  surgeon 
when  he  is  other  than  the  attending  physician. 

3.  Disclose  the  risk  of  death  or  serious  harm 
when  applicable. 

4.  Disclose  peculiar  risks  associated  witli  a spe- 
cific procedure. 

5.  Disclose  risks  to  a greater  extent  when  the 

* Mills,  Don  Harper,  Issue  of  informed  consent  looms  as 
major  problem  for  physicians.  The  Physician’s  Legal  Brief, 
Vol.  5,  No.  2,  Jan.  1973,  Schering  Corp.,  Bloomfield,  N.J. 


proposed  procedure  is:  (a)  experimental,  (b)  new 
or  novel,  (c)  ultrahazardous,  (d)  capable  of  altering 
sexual  capacity  or  fertility,  and  (e)  purely  cosmetic 
in  purpose. 

6.  Disclose  the  intent  to  perform  procedures  in- 
cidental to  the  principal  procedure. 

Don'ts 

1.  Do  not  inform  a patient  that  the  proposed 
procedure  is  simple. 

2.  Do  not  inform  a patient  that  no  complication 
will  occur. 

3.  Do  not  expect  to  obtain  an  informed  consent 
by  merely  answering  the  patient’s  questions. 

4.  Do  not  expect  nurses  or  paramedical  per- 
sonnel to  make  disclosures  required  for  an  in- 
formed consent. 

5.  Do  not  expect  the  consent  to  justify  the  lack 
of  adequate  indications  for  a procedure,  unless 
the  patient  is  so  informed. 

Specific,  voluntary  disclosures  to  patients  may  not 
Ire  necessary  when  the  risk(s)  should  already  be 
known  by  lay  persons  of  average  sophistication;  or 
the  risk(s)  are  already  known  to  the  patient;  or  the 
patient  specifically  requests  not  to  Ire  informed  of 
risks. 
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What  the  Clinician  Needs 
To  Know  About 
Electrocardiography 


Prepared  by 

A.  RAZZAK  TAI,  M.D.,  M.R.C.P. 

Director,  Cardiology 

Saint  Joseph  Hospital,  Stamford,  Connecticut 
MARTIN  J.  KRAUTHAMER,  M.D.,  F.A.C.C. 
Co-Chairman,  Section  Cardiology 
Stamford  Hospital,  Stamford,  Connecticut 
and 

MARSHALL  FRANKLIN,  M.D. 

Director,  Cardiac  Catheterization  Laboratory 
Norwalk  Hospital,  Norwalk,  Connecticut 


Thirty-seven  year  old  gentleman,  with  a known 
history  of  aortic  valve  disease  was  admitted  with 
anterior  chest  discomfort,  palpitations,  marked 
weakness  and  near  syncope.  Previous  examination 
had  revealed  findings  of  aortic  stenosis  with  in- 
sufficiency. Prior  to  this  admission  he  was  in  New 
York  Heart  Association  Class  IA. 

Physical  Examination 

Skin  was  moist.  Pidse  was  rapid,  regular  210  per 
minute.  Blood  pressure  was  palpable  at  systolic  90 
mm.  Hg.  Heart  sounds  difficult  to  analyze.  Mur- 
murs not  audible  at  that  rate. 

Electrocardiogram 

(Fig.  1)  On  Admission.  (Fig.  2)  After  Treatment. 
What  Is  Your  Diagnosis?  What  Is  Your  Treatment? 

1.  Left  bundle  branch  block  with  rapid  ven- 
tricular rate. 

2.  Left  bundle  branch  block  with  septal  infarct 
and  rapid  ventricular  rate. 

3.  Wolff-Parkinson-White  syndrome — Type  B 
with  tachycardia. 

4.  Ventricular  tachycardia. 

5.  Atrial  tachycardia  with  bundle  branch  block. 

The  electrocardiogram  demonstrates  regular  rhy- 

them.  P waves  can  not  be  well  defined.  QRS  meas- 
ures more  than  0.12  seconds.  QT  is  0.26  seconds. 

Left  bundle  branch  block  pattern  is  suggested  by: 

1.  QRS  interval  exceeding  0.12  seconds. 

2.  Notching  and  slurring  of  the  QRS  complexes. 

3.  Absence  of  Q waves  in  1,  AVL  and  V6  and 
presence  of  QS  in  2,  3,  and  AVF. 

4.  Large  T wave  in  opposite  direction  of  the 
QRS. 

The  absence  of  R wave  in  VI  to  V5  would  be  in- 
dicative of  anteroseptal  infarction. 


Wolff-Parkinson-White  syndrome  coidd  not  be 
ruled  out  at  this  fast  rate.  It  is  difficult  to  detect 
delta  wrave  and  the  PR  interval  can  not  be  seen. 

It  is  also  difficult  to  differentiate  between  ven- 
tricular tachycardia  and  atrial  tachycardia  with 
phasic  aberrant  conduction  from  tracing  No.  1. 
Rapid  rate  could  occur  in  both. 

The  following  points  favor  ventricular  tachy- 
cardia. 

1.  The  QRS  complexes  are  not  related  to  P 
wave  or  P-flection.  If  there  is  a clisassociation 
between  QRS  and  P waves  it  usually  favors 
ventricular  tachycardia. 

2.  Ventricular  capture  beat.  In  ventricular  tachy- 
cardia occasionally  a sinus  impulse  may  be 
conducted  antegrade  and  capture  the  ven- 
tricle. The  contour  of  this  captured  beat  is 
always  different  from  the  QRS  complex  of 
the  ventricular  tachycardia.  This  is  diagnostic 
of  a ventricular  tachycardia.  Usually  this 
capture  is  incomplete.  The  sinus  impulse  and 
the  ectopic  ventricular  impulse  activate  the 
ventricle  at  the  same  time  and  produce  a 
fusion  beat.  Fusion  beat  is  diagnostic  of  ven- 
tricular tachycardia  and  does  not  occur  in 
atrial  tachycardia  with  phasic  aberrant  con- 
duction or  in  Wolff-Parkinson-White  syn- 
drome. 

Atrial  tachycardia  with  phasic  aberrant  conduc- 
tion would  be  suggested  by: 

1.  An  association  or  constant  relationship  of  the 
P wave  to  the  QRS.  At  a fast  rate  this  is 
difficult  to  see. 

2.  The  captured  beats  do  not  occur  in  supra- 
ventricular tachycardia  with  phasic  aberrant 
conduction. 

3.  Fusion  beat  also  does  not  occur  in  this  entity. 
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Because  the  bundle  branch  block  occurring  as 
a manifestation  of  ventricular  tachycardia  has  a 
different  prognosis,  requires  different  therapy  than 
bundle  branch  block  occurring  as  a result  of  phasic 
aberrant  conduction  with  supra-ventricular  tachy- 
cardia. If  the  beginning  of  the  tachycardia  is  re- 
corded then  the  diagnosis  can  be  helped.  Vago- 
tonic maneuvers  like  carotid  sinus  massage  or  val- 
salva maneuver  may  help  in  differentiating  supra- 
ventricular tachycardia  from  ventricular  tachycar- 
dia. The  former  may  respond  by  slowing  or  may  be 
terminated.  Ventricular  tachycardia  usually  does 
not  respond  to  such  maneuvers. 

Intra-cardiac  electrocardiogram  demonstrated  as- 
sociation of  the  QRS  with  the  P waves  more  in 
favor  of  supra-ventricular  tachycardia  with  phasic 
aberrant  conduction. 


Because  of  the  reduced  cardiac  output  due  to 
fast  ventricular  rate  and  reduced  filling  time,  im- 
mediate restoration  of  the  ventricular  rate  as  well 
as  normal  QRS  conduction  was  necessary.  A cardio- 
version was  successfully  done  with  100  watts  per 
second  (Fig.  No.  2).  This  electrocardiogram  demon- 
strates regular  sinus  rhythm  with  an  atrial  and 
ventricular  rate  of  85  per  minute,  normal  PR  in- 
terval of  0.18  and  QRS  of  0.08  and  QT  of  0.32. 
Left  ventricular  hypertrophy  is  suggested  by  in- 
creased voltage  of  the  QRS  in  lead  1,  AVL  and  V6. 

Final  Diagnosis 

Supra-ventricular  tachycardia  with  phasic  aber- 
rant conduction. 


Figure  1 
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COPY  OF  PATIENT’S  RECORD  TO  ANOTHER  PHYSICIAN 

The  interest  of  the  patient  is  paramount  in  the  practice  of  medicine,  and 
everything  that  can  reasonably  and  lawfully  be  done  to  serve  that  interest  must 
be  done  by  all  physicians  who  have  served  or  are  serving  the  patient.  When  a 
colleague  who  is  presently  treating  a patient  requests  records  from  another 
physician  who  has  formerly  treated  the  patient,  that  former  physician  should 
promptly  make  his  records  available  to  the  attending  physician. 

No  set  rule  can  be  laid  down  to  cover  the  manner  in  which  the  records  are 
to  be  transmitted  to  the  attending  physician.  Under  some  conditions  a personal 
inspection  of  the  records  might  suffice;  under  others  an  oral  report  of  what  is 
contained  in  the  records  would  be  of  help;  or  in  other  circumstances  a summary 
of  the  records  might  be  made.  In  extreme  cases,  a physician  might  lend  his  com- 
plete record  to  the  attending  physician.  The  manner  of  making  the  report— or  the 
information  contained  therein— available  to  the  succeding  physician  is  immaterial 
and  will  depend  on  the  circumstances  of  each  case.  Certainly,  however,  the  attend- 
ing physician  should  not  demand  or  expect  more  information  from  the  former 
physician  than  is  necessary  to  give  the  patient  adequate  care  in  the  present  illness. 

It  is  assumed,  of  course,  that  proper  authorization  for  the  use  of  these  records 
has  been  granted  by  the  patient.— Opinions  And  Reports,  Judicial  Council  of 
the  AMA.' 
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FROM  THE  EXECUTIVE  DIRECTOR  S OFFICE 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 

William  R.  Richards,  M.D.  Leonard  R.  Tomat 

Executive  Director  Assistant  Executive  Director 

Josephine  P.  Lindquist  Scientific  Activities 

Associate  Executive  Director 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 

Wednesday,  March  7,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  K.  F. 
Brandon,  and  the  Vice  Chairman,  Dr.  D.  A.  Gren- 
don,  were:  Drs.  Cramer,  Root,  Jr.,  Spitz,  Backhus, 
Nolan,  Weber,  Jr.,  Granoff,  Fabro,  Hess,  Bradley, 
Johnson,  Ragland,  Jr.,  Pelz,  Dambeck,  Roch, 
Nemoitin,  VanSyckle,  Friedberg,  Harkins,  LaBella, 
Milles,  Freedman,  Krinsky,  Hastings  and  Klare. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat, 
Mr.  Sullivan  (AMA),  Mr.  Olson  (FCMA),  Dr.  West 
(NHCMA)  and  Dr.  Richards. 

Absent  were:  Drs.  Gardner,  Rem,  Harwood,  Wil- 
son and  Canzonetti. 

II.  Routine  Business 

Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  February  1, 
1973. 

Life  Membership 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Sidney  H.  Beck,  51  Golf  View  Terrace,  Bridge- 
port (F) — 1/1/73 

Rudolph  Braun,  525  Clinton  Avenue,  Bridgeport 
(F) — 1/1/73 

George  A.  Buckout,  Sr.,  50  Ridgefield  Avenue, 
Bridgeport  (F) — 1/1/73 

William  G.  F.  Dobbs,  13680  N.W.  Roenoke  Lane, 
Portland,  Oregon  (L) — 1/1/73 
Edward  Dorian,  300  Main  Street,  New  Britain 
(H) — 1/1/73 

Sidney  Licht,  4601  University  Drive,  Coral 
Gables,  Florida  (NH)— 1/1/73 


Henry  S.  Milone,  1876  Whitney  Avenue,  Hamden 
(NH)— 1/1/73 

Harold  Ribner,  881  Lafayette  Boulevard,  Bridge- 
port (F) — 1/1/73 

Norman  P.  Rindge,  147  East  Main  Street,  Clin- 
ton (M)— 1/1/73 

Joseph  E.  Rosenfeld,  660  Prospect  Avenue,  Hart- 
ford (H)— 1/1/73 

Roger  T.  Scully,  469  Lincoln  Street,  New  Britain 
(H) — 1/1/73 

David  S.  Slossberg,  1045  Blue  Hills  Avenue, 
Bloomfield  (H)— 1/1/73 

Loftus  L.  Walton,  799  Farmington  Avenue,  West 
Hartford  (H)— 1/1/73 

Whitman  M.  Reynolds,  RFD  1,  P.O.  Box  77a, 
Stonington  (F) — 1/1/73 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  is  scheduled  to 
be  held  on  Thursday,  April  5,  1973. 

III.  Old,  New  and  Special  Business 

Election  of  Student  Members 

It  was  VOTED  to  elect  to  Student  Membership 
the  following  four  Connecticut  residents  who  are 
attending  medical  schools  in  the  United  States: 
Roger  D.  Brittain,  1 South  Street,  New  Haven 
Yale  Medical  School — Class  of  1973 
Pre-Med:  Cambridge  Univ.  & Univ.  of  Pennsylvania 
Parent:  Donald  J.  Brittain 

Stuart  A.  Lipton,  5 Bishop  Road,  West  Hartford 
Univ.  of  Penn.  School  of  Medicine — Class  of  1976 
or  1977 

Pre-Med:  Cornell  University 
Parent:  Harold  Lipton,  M.D. 

Elizabeth  Murkowicz,  94  South  Elm  Street,  Windsor 
Locks 

University  of  Michigan — Class  of  1976 

Pre-Med:  Smith  College 

Parent:  Walter  J.  Murkowicz 

George  Wislo,  51  Ward  Street,  Hartford 

Univ.  of  Conn.  School  of  Medicine— Class  of  1975 

Pre-Med:  Trinity  College 

Parent:  Carl  Wislo 
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Resignations  Appointments,  Etc. 

(a)  Committee  on  Stale  Legislation:  It  was  VOTED 
to  accept  the  resignation  of  Anthony  V.  Pic- 
cirillo,  Wallingford,  as  an  NHCMA-nominated 
member  of  the  Committee,  and  it  was  further 
VOTED  to  appoint  James  W.  Tierney,  Mil- 
ford, as  the  NHCMA-nominated  replacement 
for  Dr.  Piccirillo.  In  a related  action,  and  at  his 
request,  it  was  VOTED  to  appoint  Albert  S. 
Atwood,  Torrington,  to  membership  on  the 
Committee. 

(b)  Advisory  Committee  to  the  Subcommittee  on 
Resources  for  Diagnosis,  Treatment  and  Fol- 
low-up of  the  Govenor’s  Task  Force  on  Vene- 
real Disease  in  Connecticut:  At  the  request  of 
the  subject  Committee,  it  was  VOTED  to 
designate  a representative  and  an  alternate 
representative  of  the  Society  to  serve  with  the 
Committee  as  follows: 

John  B.  Atwater,  New  Haven 
— Representative 
Hyman  A.  Levin,  New  Haven 
— Alternate  Representative 
Noting  that  Dr.  Atwater  may  be  leaving  Con- 
necticut in  mid-summer,  it  was  further  VOT- 
ED to  request  the  Committee  chairman  to 
invite  both  Dr.  Atwater  and  Dr.  Levin  to 
attend  meetings,  and  to  inform  the  chairman 
that  at  such  time  as  Dr.  Atwater’s  membership 
on  the  Committee  ceases,  it  is  the  intention 
of  the  Council  to  designate  Dr.  Levin  as  rep- 
resentative and  to  appoint  another  alternate  if 
necessary. 

Committee  on  Public  Relations— Informational  Report 

It  was  VOTED  to  receive  as  information  a report 
submitted  by  the  PR  Committee  which  outlined 
several  current  and  projected  Committee  activities. 
Concerning  a section  of  the  report  which  dealt 
with  preparation  and  publication  of  a leaflet  on 
“Medicare”,  it  was  VOTED  to  reconsider  a previous 
Council  action  (9/28/72)  which  approved  same  at 
an  estimated  cost  of  $640.  A motion  to  rescind  the 
Council’s  previous  action  was  lost. 

Concerning  another  section  of  the  report,  the 
Committee  chairman,  James  H.  Root,  Jr.,  advised 
the  Council  that  the  Committee  considers  an  an- 
nual cost  of  $8,000  to  reactivate  the  discontinued 
series  of  one-minute  health  messages  on  radio  tapes 
to  be  excessive,  and  that,  unless  instructed  to  the 
contrary  by  the  Council,  will  not  pursue  this  project 
further.  No  such  instruction  was  given  by  the 
Council. 
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Report— Committee  on  Preliminary  Study  of  Nominations 

With  minor  amendment,  the  Council  VOTED 
to  approve  the  report  of  the  Committee  as  pre- 
sented. The  approved  slate  of  nominations  for  of- 
ficers, committees,  etc.  will  be  transmitted  to  the 
House  of  Delegates  on  April  24,  1973  for  considera- 
tion and  action,  with  the  recommendation  of  the 
Council  that  the  report  be  approved  by  the  House. 

Resolution  re  AMA  Interviews  with  News  Media 

It  was  VOTED  to  adopt  and  transmit  to  the  next 
meeting  of  the  AMA  House  of  Delegates,  for  con- 
sideration and  action,  a subject  resolution  as  fol- 
low's : 

RESOLVED:  That  the  House  of  Delegates  of  the 
American  Medical  Association  instruct  the  of- 
ficers and  other  official  spokesmen  for  the  Asso- 
ciation not  to  participate  in  taped  interviews 
with  members  of  the  news  media  unless  (a) 
they  have  received  assurance  that  such  an  in- 
terview will  be  presented  to  the  public  in 
total,  or  (b),  they  are  assured  that,  if  edited, 
such  edited  taped  interview  must  have  their 
approval  before  any  portion  of  the  interview 
may  be  used  by  the  media  for  public  presenta- 
tion. 

Resolution  re  Past  Vice  Presidents  of  AMA 

It  was  VOTED  to  adopt  and  transmit  to  the  next 
meeting  of  the  AMA  House  of  Delegates,  for  con- 
sideration and  action,  a subject  resolution  as  fol- 
lows: 

RESOLVED:  That  the  House  of  Delegates  of  the 
American  Medical  Association  direct  that  a 
Vice  President  of  the  Association  who  has 
served  as  a voting  member  of  the  Board  of 
Trustees  during  his  or  her  one-year  term  of 
office  be  granted  an  additional  year  of  service 
on  the  Board  of  Trustees  as  Immediate  Past 
Vice  President  in  the  same  manner  as  such 
additional  year  of  service  is  presently  granted 
to  the  Immediate  Past  President  of  the  Associa- 
tion. 

Report  on  1st  AMA  National  Leadership  Conference 

It  was  VOTED  to  accept  for  filing,  and  with 
thanks,  a report  on  the  proceedings  of  this  Con- 
ference (Chicago,  2/16-18/73),  filed  by  Sidney  L. 
Cramer,  Hartford,  who  attended  as  a representative 
of  the  Society.  The  principal  matters  discussed  at 
the  Conference,  according  to  Dr.  Cramer,  were: 
Unified  membership  (county,  state  and  national), 
recruitment  of  new  members,  better  membership 
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services  and  improved  communication  with  mem- 
bers; PSRO  and  the  uncertainty  and  confusion  sur- 
rounding the  precise  way  in  which  PSROs  will  be 
established  and  operate;  and  “physicians’  unions” 
and  the  arguments  for  and  against  them.  Verbally 
supplementing  his  published  report,  Dr.  Cramer 
apprised  the  Council  that,  at  the  Conference,  he 
had  been  approached  by  an  official  of  HEW  and 
advised  that  funding  of  the  second  year  of  the  So- 
ciety’s Ambulatory  Care  Study  (Oct.  5,  1973-Oct.  5, 
1974)  would  very  likely  not  be  forthcoming;  fur- 
ther, that  altering  the  “thrust”  of  the  Study  by  re- 
lating it  to  PSRO  interests  might  make  the  chances 
for  second-year  funding  of  the  Study  more  favorable 
than  presently  evaluated.  Dr.  Cramer  voiced  the 
personal  opinion,  and  said  he  belived  the  opinion 
was  shared  by  the  members  of  his  Committee,  that 
it  would  be  undesirable  to  commit  the  Society’s 
tentative  plans  for  developing  a PSRO  for  Connect- 
icut to  the  Ambulatory  Care  Study  at  this  time.  Dr. 
Daniel  Hamaty,  Study  Project  Director,  reported 
briefly  on  discussions  he  has  had  with  HEW  officials 
on  the  same  matter.  Frederick  C.  Weber,  Jr.,  chair- 
man of  the  Committee  on  Statewide  Medical  Plan- 
ning, reported  that  he  and  other  members  of  the 
Committee  have  undertaken  written  communica- 
tions to  various  persons  within,  or  in  official 
“touch”  with,  HEW,  asking  that  they  do  whatever 
they  can  to  support  the  Society’s  bid  to  assure  sec- 
ond-year funding  for  the  Ambulatory  Care  Study. 

Report  of  Committee  on  Public  Relations  re 
"Membership  Recruitment" 

It  was  VOTED  to  accept  for  filing  a subject  re- 
port submitted  by  the  Committee  which  contained 
six  recommendations  for  promotion  of  “unified 
membership”  (AMA,  CSMS,  County  Association) 
by  the  Society.  As  amended  by  the  Council,  it  was 
VOTED  to  approve  the  recommendations  as  fol- 
lows: 

1.  That  notices  of  termination  of  AMA  member- 
ship because  of  delinquency  in  payment  of  AMA 
dues  be  sent  to  the  respective  component  Coun- 
ty Medical  Associations  for  follow-up,  in  the 
same  manner  that  the  Society  presently  follows 
up  on  dues  paying  delinquencies  of  CSMS  and 
County  Association  members. 

2.  That  the  Society's  president  write  a letter  to 
CSMS  members  who  are  AMA  members,  thank- 
ing them  for  their  past  support  of  the  two 
organizations  and  urging  them  to  continue  mem- 
bership in  both. 

3.  That  the  Society’s  president  write  a letter  to 
CSMS  members  who  are  not  members  of  the 


AMA,  thanking  them  for  their  past  support  and 
continuing  interest  in  the  Society  and  their 
County  Associations  and,  pointing  out  the  value 
of  AMA  membership,  urging  them  to  join  the 
AMA. 

4.  That  the  Society's  president  write  a letter  to 
physicians  licensed  to  practice  in  Connecticut 
who  do  not  hold  membership  in  organized  med- 
icine at  any  level  (county,  state  or  national), 
urging  them  to  become  members  at  all  three 
levels. 

5.  That  the  Society’s  president  write  a letter  to  the 
presidents  and  secretaries  of  the  component 
County  Medical  Associations,  urging  them  to 
conduct  county  campaigns  for  “unified  mem- 
bership” among  the  members  of  their  respective 
Associations. 

6.  That  the  PR  Committee’s  recommendation  that 
“consideration  be  given  to  a prorated  member- 
ship in  CSMS”  be  tabled. 

CSMS  Statement  on  Legalization  of  Abortion 

It  was  VOTED  to  accept  for  filing  a statement 
on  the  legalization  of  abortion  in  Connecticut 
which  had  been  approved  by  the  Committee  on 
State  Legislation  and  presented  to  the  members  of 
the  General  Assembly’s  Committee  on  Public 
Health  and  Safety.  It  was  further  VOTED  to 
authorize  a press  release  to  be  made  to  the  news 
media,  such  release  to  be  based  on  the  subject 
statement.  The  statement  was  based  on  policies 
adopted  by  the  House  of  Delegates  in  1970. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  March  7, 
1973.  Detailed  minutes  of  the  meeting  are 
on  pie  at  160  St.  Ronan  Street,  New  Haven, 
for  perusal  by  an  interested  member  of  the 
Society. 


Student  Members  Elected 

Lynn  D.  Kramer,  2 Brownstone  Ridge,  Meriden 
Hahnemann  Medical  School — Class  of  1976 

Paul  L.  Labrie,  67  Russ  St.,  Hartford 
Univ.  of  Pennsylvania— Class  of  1975  or  1976 

Gerald  M.  Slutsky,  581  Fountain  St.,  New  Haven 
Harvard  Medical  School— Class  of  1976 

John  j.  Strout,  11  Gregory  Rd.,  Wallingford 
Bowman-Gray  School  of  Medicine— Class  of  1976 
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FORUM  FOR  MEDICAL  AFFAIRS 

The  Public  Affairs  Committee  of  the  Connecticut 
State  Medical  Society  serves  the  purposes  of  pro- 
moting membership  in  the  Connecticut  Medical 
Political  Action  Committee  and  nurturing  involve- 
ment in  public  and  political  matters.  On  Novem- 
ber fifteenth  this  Committee’s  “Forum  for  Medical 
Affairs”  was  held  at  the  Shera ton-Park  Plaza  Hotel 
in  New  Haven  and  was  judged  an  outstanding- 
success  by  an  enthusiastic  audience  of  physicians 
and  their  wives.  Dr.  George  Roch,  Public  Affairs 
Committee  chairman,  presided.  Dr.  David  Grendon, 
Connecticut  State  Medical  Society  president,  said 
in  his  welcoming  speech  that  “Our  blood,  sweat 
and  tears  are  needed  to  determine  the  nature  of 
medical  practice  for  years  to  come.” 

Marvin  Edwards,  J.  D.,  a dynamic  and  decorative 
young  man  from  Oklahoma,  an  experienced  news- 
paperman trained  in  advertising  and  public  rela- 
tions and  editor  of  Private  Practice,  a national  mag- 
azine that  reports  on  political,  social  and  economic 
factors  affecting  medical  care,  discussed  his  recent- 
ly published  book  Hazardous  to  Your  Health.  He 
examined  the  allegations  of  a health  care  crisis  in 
America  and  the  potential  effects  of  a national 
health  insurance  program  in  this  country.  He  is 
not  a physician,  and  is,  therefore,  not  concerned 
with  the  increase  or  decrease  of  doctors’  incomes 
which  might  result  from  government  medical  pro- 
grams. 

Edwards  uses  his  scalpel  on  the  reputed  cost 
crisis  and  doctor  shortage.  He  said,  “Hazardous  to 
Your  Health  is  not  a pro-doctor  book.  It  is,  instead, 
a pro-patient  book.  For  if  national  health  insurance 
or  any  of  the  broad-scale  government  health  pro- 
grams which  have  been  proposed  become  law,  it 
is  the  patient  who  will  pay,  in  terms  of  higher  med- 


ical costs  through  increased  taxation  and  lower 
quality  medical  care.  There  is  no  crisis.”  He  dem- 
onstrated that  the  United  States  has  one  of  the 
world’s  highest  per  capita  physician  populations, 
that  the  average  middle-income  American  spends 
a small  fraction  of  his  annual  expenditures  on  med- 
ical insurance  and  medical  care,  and  that  all  Amer- 
icans are  enjoying  a health  care  boom  that  is  pro- 
ducing longer  life  and  sturdier  bodies.  He  asserted 
that  advocates  of  government  medicine  deliberate- 
ly distort  statistics  and  attempt  to  deceive  the  Amer- 
ican public  for  progaganda  purposes.  He  indicted 
Uncle  Sam  for  most  of  the  responsibility  for  rising 
medical  costs,  scrutinized  physicians’  fees,  and 
warned  that  rising  hospital  costs  would  zoom  still 
higher  under  government  medicine  while  the  qual- 
ity of  treatment  and  service  would  be  lowered. 

The  Forum  for  Medical  Affairs  was  opened  to  a 
“Reactor  Panel”  of  well-informed,  seriously  con- 
cerned and  highly  articulate  Connecticut  physi- 
cians: Drs.  Norman  Gardner,  Michael  Dean,  Francis 
Gallo,  Carl  Johnson,  Saul  Milles,  and  James  Root. 
The  panel  and  Dr.  Edwards  were  bombarded  with 
questions  from  an  excited  audience.  Though  opin- 
ions differed  widely  an  atmosphere  of  friendly  jocu- 
larity prevailed. 

Dr.  Edwards  concluded,  “The  evidence  is  clear 
that  national  health  programs  are  costly  and  inef- 
ficient and  result  in  greatly  reduced  standards  of 
medical  care.  Government  medicine  does  not  work. 
The  propagandists  for  national  health  insurance 
have  leveled  their  attacks  on  physicians  and  private 
medical  care.  If  national  health  insurance  is  en- 
acted the  patient  will  be  its  victim.”  And  he  chal- 
lenged, “Who  is  better  able  to  diagnose  his  case 
and  inform  him  of  its  prognosis  than  you,  his  per- 
sonal physician?” 
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Diet  and  Coronary  Heart  Disease 


This  is  a joint  policy  statement  of  the  AMA  Council  on 
Foods  and  Nutrition  and  the  Food  and  Nutrition  Board  of 
the  National  Academy  of  Sciences-National  Research  Council. 

Coronary  heart  disease  is  the  major  public  health 
problem  in  the  United  States  and  in  many  other 
countries.  In  1970,  for  example,  some  666,000  Amer- 
icans, of  whom  about  171,000  were  under  the  age 
of  65,  died  of  coronary  heart  disease  (CHD)  and 
many  more  were  disabled  by  the  same  disorder.  It 
is  particularly  disturbing  that  many  relatively  young 
Americans  in  their  most  productive  years  are  killed 
or  incapacitated  by  this  disease. 

Epidemiologic,  experimental,  and  clinical  inves- 
tigations have  identified  a number  of  “risk  factors” 
associated  with  susceptibility  to  CHD  that  can  be 
manipulated.  These  include  an  elevation  in  plasma 
lipids,  especially  plasma  cholesterol,  high  blood 
pressure  (hypertension),  heavy  cigarette  smoking, 
obesity,  and  physical  inactivity.  The  evidence  is 
not  sufficient  to  quantitate  the  benefits  that  may 
be  expected  to  come  from  modifying  these  various 
risk  factors,  but  the  seriousness  of  the  situation  de- 
mands that  all  reasonable  means  be  used  to  reduce 
the  conditions  that  contribute  to  risk  of  CHD. 

There  is  abundant  evidence  that  the  risk  of  de- 
veloping CHD  is  positively  correlated  with  the  level 
of  cholesterol  in  the  plasma.  This  risk,  independent 
of  other  risk  factors  mentioned  above,  is  relatively 
small  at  levels  less  than  220  mg/ 100  ml  but  in- 
creases progressively  with  each  increment  in  plasma 
cholesterol  above  this  level.  Approximately  one- 
third  of  American  men,  and  a less  definitely  known 
proportion  of  women,  consuming  their  usual  diets 
maintain  plasma  cholesterol  levels  at  or  below  220 
mg/100  ml.  There  is  extensive  evidence  that  the 
level  of  cholesterol  in  the  plasma  of  most  people 
can  be  lowered  by  appropriate  dietary  modification. 
Generally,  such  lowering  can  be  achieved  most  prac- 
ticably by  partial  replacement  of  the  dietary  sources 
of  saturated  fat  with  sources  of  unsaturated  fat, 
especially  those  rich  in  polyunsaturated  fatty  acids, 
and  by  a reduction  in  the  consumption  of  foods 
rich  in  cholesterol.  Preliminary  evidence  suggests 
that  faithful  and  continued  consumption  of  a cho- 
lesterol-lowering diet  over  a period  of  years  can 
reduce  the  coronary  attack  rate  in  middle-aged 
men.  As  would  be  expected  in  dealing  with  a 

Reprint  requests  to  Department  of  Foods  and  Nutrition, 
American  Medical  Association  535  N Dearborn  St,  Chicago 
60610. 


chronic  disease  of  this  kind,  early  intervention  ap- 
pears to  be  more  effective  than  intervention  after 
the  disease  is  evident. 

Elevation  of  other  plasma  lipids  (plasma  triglyc- 
erides) also  imposes  an  increased  risk  of  CHD.  The 
elevation  of  plasma  triglycerides  is  often,  but  not 
always,  associated  with  an  elevation  of  plasma  cho- 
lesterol. Plasma  triglycerides  can  also  be  modified 
by  dietary  intervention.  Although  there  are  as  yet 
no  satisfactory  epidemiologic  data  to  support  the 
conclusion  that  triglyceride-lowering  diets  can  re- 
duce the  occurrence  of  CHD  in  persons  with  hy- 
pertriglyceridemia, the  inference  from  clinical 
studies  that  such  a reduction  can  be  anticipated  is 
strong. 

In  summary,  the  average  level  of  plasma  lipids 
in  most  American  men  and  women  is  undesirably 
elevated.  The  importance  of  lowering  the  plasma 
cholesterol  in  any  individual  depends  in  large  part 
upon  his  usual  plasma  cholesterol  concentration. 

The  evidence  now  available  is  sufficient  to  dis- 
courage further  temporizing  with  this  major  na- 
tional health  problem.  Therefore  the  Food  and 
Nutrition  Board  and  the  Council  on  Foods  and 
Nutrition  recommend  that: 

(1)  Measurement  of  the  plasma  lipid  profile, 
particularly  plasma  cholesterol,  become  a routine 
part  of  all  health  maintenance  physical  examina- 
tions. Such  measurements  should  be  made  in  early 
adulthood,  when  coronary  heart  disease  is  still  rare, 
and  repeated  at  appropriate  intervals.  The  poten- 
tial impact  of  other  risk  factors  should  also  be 
periodically  assessed. 

(2)  Persons  falling  into  “risk  categories”  on  the 
basis  of  their  plasma  lipid  levels  be  made  aware 
of  this  and  receive  appropriate  dietary  advice.  Such 
advice  may  vary  somewhat  with  the  nature  of  the 
blood  lipid  profile. (1-4)  As  indicated  above,  Amer- 
icans should  be  advised  to  maintain  a desirable 
body  weight  by  an  appropriate  combination  of 
physical  activity  and  calorie  intake.  In  “risk  cate- 
gories” it  is  important  to  decrease  substantially  the 
intake  of  saturated  fat  and  to  lower  cholesterol  con- 
sumption. In  practice,  this  entails  substituting 
polyunsaturated  vegetable  oils  for  part  of  the 
saturated  fat  in  the  diet. 

(3)  Care  Ire  taken  to  assure  that  the  dietary  ad- 
vice given  does  not  compromise  the  intake  of  es- 
sential nutrients.  Desirable  intakes  of  nutrients  are 
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Teething  is  easier 
when  you  prescribe 
DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 

Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 

DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 

(Adult  Formula  contains  20% 

Benzocaine.) 

FORMULA 

Alcohol  70% 

Bencocaine  10% 

Chloroform,  4 mins, 
per  fluidounce 

DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 


indicated  in  the  recommended  dietary  allowances 
found  in  the  National  Academy  of  Sciences  publica- 
tion 1964  (1968). 

(4)  Since  the  foregoing  recommendations  will  be 
effective  only  if  they  can  be  accomplished  with  rela- 
tive ease,  modified  and  ordinary  foods  useful  for 
this  purpose  be  readily  available  on  the  market, 
reasonably  priced,  and  easily  identified  by  appro- 
priate labeling.  Any  existing  legal  and  regulatory 
barriers  to  the  marketing  of  such  foods  should  be 
removed. 

(5)  High  priority  be  given  to  the  conduct  of 
studies  that  will  determine  reliably  the  extent  to 
which  the  modification  of  plasma  lipids,  by  dietary 
or  other  means,  as  well  as  modification  of  other 
risk  factors,  can  reduce  the  risk  of  developing 
coronary  artery  disease. 
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DICTIONARY 

TERMS 

commonly  used  in 
the  socioeconomics  of 
health  care  delivery 

STATISTICAL  MEASURES 

In  fee  surveys,  the  measures  usually  compiled  are 
the  range,  the  median,  the  mean,  the  mode  and 
sometimes,  designated  percentiles  (75th,  83rd,  90th, 
etc.). 

(a)  RANGE — -This  is  the  lowest  and  highest  fees 
reported  for  a given  procedure.  If  you  sort  the 
questionnaires  by  hand  in  order  of  amount  from 
lowest  to  highest  for  each  procedure,  the  range 
is  represented  by  the  first  and  last  questionnaires 
in  order. 

(b)  MEDIAN — The  median  is  the  middle  item 
when  the  amounts  are  arranged  from  lowest  to 
highest.  This  arrangement  is  called  an  array.  If 
the  number  of  replies  for  a given  procedure  is  195, 
the  middle  item  in  the  array  would  be  the  98th 
one.  In  most  cases  it  will  be  found  that  a large 
number  of  the  fees  cluster  at  the  median  amount. 

To  determine  which  item  is  the  median,  add  1 
to  the  total  number  of  replies  for  a given  proce- 
dure and  divide  by  2.  In  symbols,  the  median 

term  is—  , where  n is  the  total  number  of 

replies  for  a given  procedure.  In  the  above  example 
195  + 1 _ 196  _ nQ 
2 2 

If  the  total  is  an  even  number,  theoretically  the 

median  is  half  way  between  the— item  and  the 

next  item  in  the  array.  For  example,  if  the  total 

192  + 1 

number  is  192,  the  median  would  be - 

= 91 1/2,  half  way  between  the  91st  and  92nd  items; 
that  is,  the  average  of  the  91st  and  92nd  item. 
Frequently,  these  two  would  be  the  same  value  be- 
cause of  the  clustering  at  the  median.  For  practical 
purposes  in  fee  surveys  the  92nd  item  would  be 
taken  as  the  median  fee  in  the  above  illustration. 

The  median  is  used  as  a representative  average 
because  it  is  less  affected  by  extreme  items  than  is 
the  mean. 


(c)  MEAN — The  mean  is  the  average  of  com- 
mon usage.  Add  all  of  the  amounts  reported  for 
a given  procedure  and  divide  by  the  total  number 
reporting  a fee  for  that  procedure.  This  average 
will  be  influenced  by  extreme  amounts.  Extremely 
high  values  will  pull  the  average  up;  extremely  low 
values  will  pull  it  down. 

(d)  MODE — The  mode  is  the  “most  frequent” 
item.  It  is  that  fee  for  a given  procedure  reported 
more  frequently  than  any  other  fee.  For  example, 
if  the  following  fees  are  reported  for  procedure  X 
by  70  physicians:  10  at  $20,  40  at  25,  15  at  30,  5 at  35. 
The  mode  is  $25  since  that  amount  was  reported 
more  times  than  any  other  fee  for  that  procedure. 

In  the  above  example,  the  median  is  $25  since 
that  is  the  middle  item  of  the  70  reported  fees.  The 
mean  is  $26.07  ($1825  is  the  sum  of  the  fees  re- 
ported; divided  by  70  equals  $26.07). 

The  range  in  the  above  illustration  is  $20-35. 

The  mode  must  be  interpreted  carefully  before 
any  significance  is  attached  to  it.  No  mode  should 
be  derived  if  the  total  number  reported  is  very 
small  unless  all  of  the  fees  for  the  procedure  are 
exactly  the  same.  What  is  small  is  relative  and  de- 
pends upon  the  total  number  of  respondents  and 
other  factors.  It  is  difficult  to  lay  down  a rule  of 
thumb  and  judgment  must  be  exercised  in  deter- 
mining if  there  is  a significant  mode. 

If  modes  are  derived  and  there  is  space  in  the 
presentation  of  the  results,  show  how  many  were 
reported  at  the  mode. 

Sometimes  no  clearly  defined  mode  exists.  There 
may  be  no  differences  or  very  small  differences  in 
the  frequencies  of  the  various  fees  reported.  In 
such  cases,  do  not  record  a mode. 

In  some  cases  the  series  is  “multi-modal,”  that  is, 
two  or  more  strong  modes  appear.  This  could  re- 
flect several  things.  There  may  be  errors  in  re- 
porting because  of  some  misunderstanding  of  the 
description  of  the  procedure  and  the  respondents 
may  be  reporting  for  different  procedures.  Strong 
concentrations  at  two  or  more  different  values  may 
reflect  various  types  of  differences — area,  subspec- 
ialty, clientele,  age  of  physicians,  method  of  prac- 
tice, etc. 

When  identification  in  the  returns  permits,  tests 
can  be  made  to  determine  whether  the  multi-modes 
reflect  these  types  of  differences  by  preparing  sep- 
arate frequency  distributions.  Such  separation  by 
subspecialty  may  reveal  a concentration  at  one 
amount  for  one  subspecialty  and  a different  con- 
centration point  for  another.  When  the  two  sub- 
specialties are  combined,  a bi-modal  series  results. 
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(e)  PERCENTILES — Because  of  interest  in  cer- 
tain percentile  values,  these  are  sometimes  com- 
puted for  each  of  the  survey  procedures.  The  per- 
centile is  not  a measure  of  quantity,  hut  of  rank 
in  a series. 

The  75th  percentile  represents  the  value  three 

quarters  of  the  way  up  the  array  when  the  items 

are  ordered  from  lowest  to  highest.  Seventy-five 

percent  of  the  fees  for  the  particular  procedure  are 

at,  or  below  the  75th  percentile.  In  symbols: 

nr  . i 75  n 

75th  percentile  = 

Eor  example,  if  there  are  196  items,  take  the  147th 
as  the  75th  percentile. 

■m  x 196=147 

The  total  does  not  always  work  out  so  convenient- 
ly at  a whole  number.  For  example,  if  n is  197,  the 
75 

formula  gives—-  X 197  = 14734-  In  such  case 
take  the  148th  item. 

If  n = 195,  the  75th  percentile  formula  gives 
14614.  In  such  case,  either  interpolate  or  take  the 
146th  item  in  the  array. 

For  other  percentiles,  use  the  same  procedure. 

80 

For  example,  the  80th  percentile  is  item  - n.  If 

there  are  120  items,  the  80th  percentile  is  the  96th 
item  in  the  array  ordered  from  lowest  to  highest. 

When  percentiles  are  used  in  establishing  ceil- 
ings on  physician  reimbursement  as  in  Medicare 
and  Medicaid,  the  percentile  simply  indicates  where 
in  a series  of  charges  for  a service  ranged  from  low 
to  high  the  ceiling  011  payment  is  placed.  It  does 
not  represent  a percentage  of  the  individual  physi- 
cian’s fee  and  bears  no  necessary  relation  to  the 
total  billing. 

The  Use  of  Percentiles  in  Physician  Reimbursement 

The  percentile  is  not  a measure  of  quantity,  but 
of  rank  in  a series.  The  xth  percentile  includes, 
not  x percent  of  any  amount,  but  x percent  of  the 
items  in  an  ordered  series. 

In  the  regular  series  of  one  hundred  numbers 
from  1 to  100,  the  70th  percentile  will  be  num- 
ber 70 — including  70  percent  of  the  numbers  in 
the  series.  In  the  regular  series  of  even  numbers 
from  2 to  200,  the  70th  percentile  will  be  140, 
again  including  70  percent  of  the  numbers  in 
the  series. 

In  a random  series  of  ten  ascending  numbers 
(e.g.  3-  7-  8-  12-  19-  20-  21-  24-  30-  32)  the 
seventh  number  (in  this  case  21)  will  be  the  70th 


percentile.  In  a repeating  series  of  ten  numbers — 
say  2,2,2,5,5,5,7,7,10,10 — the  70th  percentile  will 
be  7,  again  including  70  percent  of  the  numbers 
in  the  series. 

As  used  in  Medicare  and  Medicaid,  the  percentile 
simply  indicates  where,  in  a series  of  charges  for  a 
service,  ranged  from  low  to  high,  the  ceiling  on 
payment  is  placed.  It  does  not  represent  a percent- 
age of  the  individual  physician’s  fee,  and  bears  no 
necessary  relation  to  the  total  billing. 

EXAMPLE:  For  a certain  procedure,  the  usual 
charges  of  ten  physicians  are:  $10,  $12,  $12,  $14, 
$16,  $8,  $10,  $10,  $12,  $14.  In  order  from  low  to 
high,  these  charges  are:  $8,  $10,  $10,  $10,  $12, 
$12,  $12,  $14,  $14,  $16.  If  the  ceiling  on  pay- 
ment for  the  procedure  is  set  at  the  70th  per- 
centile of  these  usual  charges,  the  maximum  pay- 
ment would  be  $12,  the  seventh  in  the  series  of 
ten.  Physicians  in  this  group  billing  $12  or  less 
would  receive  their  full  fee,  whether  $8,  $10,  or 
$12;  physicians  billing  $14  or  $16  would  receive 
only  $12. 

The  above  example  indicates  some  of  the  char- 
acteristics of  percentile  fee  ceilings  which  have 
caused  confusion  for  those  unfamiliar  with  sta- 
tistical methods. 

In  this  series,  the  70th  percentile  is  $12 — but  so 
is  the  60th  percentile  and  50th  percentile.  In  this 
particular  series  of  charges,  the  ceiling  is  the  same 
whichever  of  these  three  percentiles  is  chosen.  Sim- 
ilarly, the  80th  and  90th  percentiles  in  this  series 
are  identical;  if  the  ceiling  were  set  at  the  80th 
percentile,  it  would  actually  permit  full  payment  of 
nine  of  the  ten  charges  listed. 

(N.B.  This  is  an  arbitrarily  chosen  imaginary 
series  of  charges.  This  particular  distribution — 
the  identity  of  the  20th-30th-40th,  the  50th- 
60th-70th,  and  the  80th-90th  percentiles — does 
not  necessarily  apply  to  any  real  series  of 
charges.  However,  the  tendency  of  professional 
charges  for  a given  procedure  to  “bunch”  at 
certain  levels  does  often  result  in  only  slight 
variations  between  two  distinct  percentile 
levels.) 

Further,  the  ten  charges  listed  total  $118.  Using 
the  70th  percentile  ($12)  as  the  ceiling,  the  $8 
charge,  the  three  $10  charges,  and  the  three  $12 
charges  would  be  paid  in  full,  while  $12  would 
be  paid  for  each  of  the  two  $14  charges  and  the 
$16  charge,  for  a total  of  $110  or  93.2%  paid  of 
the  total  $118  billed.  It  is  often  possible  for  the 
percent  of  total  billings  paid  to  exceed  significant- 
ly the  percentile  at  which  the  ceiling  is  set. 
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Neither,  clearly,  does  the  percentile  directly  in- 
dicate what  percentage  of  the  individual  bill  is  met. 
In  the  above  series,  those  charging  $8,  $10,  or  $12 
receive  100  percent  of  their  fee  with  a 70th  per- 
centile cut-off;  those  charging  $14  will  receive 
85.7%,  and  those  charging  $16  will  receive  75% 
of  the  amount  billed. 
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$20.00  for  25  words  or  less; 

40^  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  1st  of  the  month 
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ANESTHESIOLOGIST  needed  for  small  community  hospital 
with  no  obstetrics.  Salary  or  fee  negotiable.  Contact:  Victor 
G.  Sonnen,  M.D.,  President,  Medical  Staff,  Johnson  Memorial 
Hospital,  Stafford  Springs,  Connecticut.  203-684-4251. 

WANTED:  Established  seven  man  emergency  room  Physi- 
cians group.  Desires  expansion  to  staff  Emergency  Room  for 
progressive  600  bed  medical  center.  Averages  43,000  out- 
patients per  annum.  Population  145,000.  Ideal  year  round 
climate.  Excellent  compensation  and  working  conditions. 
Adequate  leisure  time.  Send  complete  resume  to:  Damon  D. 

King,  Administrator:  Medical  Center  of  Central  Georgia;  | 

P.O.  Box  6000;  777  Hemlock  Street,  Macon,  Georgia  31208. 

INTERNIST— any  subspecialty;  for  association  with  internist; 
Prefer  Board  Certified  or  Eligible  with  military  obligation 
completed;  salary  first  year;  early  partnership.  New  London- 
Mystic  area.  Write:  Connecticut  Medicine,  J.M.H. 

PEDIATRICIAN— Incorporated  group  in  Central  Connecticut 
seeks  fourth  Pediatrician.  Close  affiliation  with  UConn  pro- 
gram. Good  salary  and  fringe  benefits.  Send  resume  to  R.M. 

EMERGENCY  ROOM  PHYSICIANS  WANTED.  26,000  plus 
visits  annually  and  growing.  Good  Salary  and  Fringe  Benefits. 

Send  Resume  to  Administrator,  Milford  Hospital,  Milford, 
Conn.  06460. 

OPHTHALMOLOGIST.  Connecticut  license.  Part  time  work 
available.  Send  resume  to  P.M. 

FULLY  EQUIPPED  and  furnished  office  available.  1700  sq. 
ft.  of  space  in  new  prestigious  building.  Space  may  be  di- 
vided or  shared.  Contact:  Mrs.  H.  Howard  Green,  Shorefront 
Park,  South  Norwalk,  Conn.  06854,  (203)  866-0570  or  866-8100. 

EMERGENCY  ROOM  physicians  needed  to  augment  full-time 
coverage  of  an  expanding  300-|-  bed  university  affiliated 
urban  hospital  developing  a complete  ambulatory  program. 
25,000  E.R.  visits  annually.  Newly  renovated  E.R.  facilities. 
Attractive  salary  and  liberal  employee  benefits.  Contact 
Charles  W.  Parton,  M.D.,  Director  of  Ambulatory  and  Com- 
munity Medicine.  Mount  Sinai  Hospital,  500  Blue  Hills  Ave- 
nue, Hartford,  Conn.  06112  203/243-1441. 
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The  Total  Design 
Motor  Home  Leader 

Sportscoach  is  widely  acknowledged  as  Amer- 
ica’s best  built  motor  home. 

Sportscoach.  It’s  like  none  other.  Luxury,  per- 
formance, comfort,  construction  and  safety.  It's 
all  there. 

Write  us  for  the  beautiful  and  informative 
Sportscoach  brochures.  Better  yet,  next  time  you 
plan  to  be  in  our  area  call  us  collect.  We’ll  be 
happy  to  arrange  a test  drive  and  show  you  some 
of  the  many  truly  amazing  features  of  Sports- 
coach. If  you’re  too  busy  to  stop  by  just  let  us 
know  you  are  interested.  We  will  do  the  rest.  We 
make  house  calls. 


Mallon  Chevrolet — RV  Division  Tel.  889-3333 

774  W.  Thames  St.,  Norwich,  Conn.  06360  | 
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Send  literature  □ Don’t  call  me,  I’ll  call  you  □ 

Call  me  at  ; Best  time 

I’m  interested  in  your  “House  Call”  offer 

Name  

Address  

City  State  


HALL-BROOKE 

FOUNDATION 

A NON-PROFIT  ORGANIZATION  DEDICATED  TO 
COMMUNITY  HEALTH  CARE  AND  EDUCATION 

Elisabeth  Solomon 
Executive  Director 

Albert  M.  Moss,  M.D. 
Medical  Director 

HALL-BROOKE  HOSPITAL 

HALL-BROOKE  SCHOOL 

A JCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within  a 
therapeutic  community. 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

Leo  H.  Berman,  M.D. 
Director  of  Professional  Services 

Edgar  J.  Appelman 
Director 

47  LONG  LOTS  ROAD 
WESTPORT,  CONNECTICUT  06880 
Telephone:  (203)  227-1251 

HEALTH  DIRECTOR  for:  City  of  New  Haven.  Established 
department  with  staff  of  135.  Minimum  requirements:  M.D., 
M.P.H.,  and  5 years  of  experience.  Send  resum  to  Mr.  Peter 
H.  Feriola,  Personnel  Director,  200  Orange  Street,  New 
Haven,  Conn.  06510. 
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Questions  and  Answers 


Criteria  for  Establishing  a Cobalt  60  Therapy  Unit 

Q.  I am  investigating  the  need  for  establishing  a 
cobalt  therapy  unit  in  our  locality.  In  this  connec- 
tion I require  answers  to  the  following  questions: 
How  many  patients  should  be  treated  per  year  to 
make  such  a unit  self-supporting?  What  percentage 
of  new  cancer  patients  diagnosed  yearly  are  candi- 
dates for  cobalt  therapy?  What  population  base 
icould  be  considered  adequate  to  support  a cobalt 
treatment  center?  What  are  other  recommended 
guidelines? 

Warren  H.De  Kraay,  M.D. 

Ottumwa,  Iowa 

A.  Recommendations  will  vary  according  to  the 
types  of  facilities  available.  The  following  com- 
ments apply  to  institutions  in  which  the  major 
problems  of  cancer  management  are  dealt  with  in 
a definitive  way. 

At  least  300  new  cases  of  cancer  per  year  should 
be  treated  in  order  to  provide  sufficient  variety  of 
the  different  types  of  cancer  for  the  radiation  ther- 
apist to  maintain  professional  competence. 

At  least  25  patients  per  day  should  be  under  ac- 
tive treatment  to  make  it  economically  feasible  to 
have  a radiation  therapy  department. 

Follow-up  records  must  be  kept  in  the  depart- 
ment of  radiation  therapy  as  well  as  in  the  hos- 
pital’s cancer  registry. 

Radiation  therapy  should  be  in  the  charge  of  a 
physician  who  is  qualified  in  this  specialty  and  who 
devotes  essentially  his  entire  effort  to  its  practice. 

It  is  recommended  that  there  be  one  radiation 
therapist  for  each  25  to  30  patients  under  active 
treatment.  Hospital  beds  should  be  available  to  the 
radiation  therapist. 

There  must  be  an  adequate  staff  of  qualified 
radiation  therapy  technologists.  There  should  be 
one  technologist  for  each  25  to  30  patients  under 
daily  treatment. 

A qualified  radiation  physicist  should  be  avail- 
able to  the  radiation  therapist  on  a full-time  basis, 
and  a radiation  therapy  dosimetrist  should  also  be 
included  in  the  staff. 

There  must  be  adequate  therapy  equipment  op- 
erating in  the  megavoltage  range  or  a large  tele- 
therapy unit,  provided  the  size  of  the  hospital  and 


the  patient  load  justify  its  availability.  In  addition, 
there  should  be  conventional  orthovoltage  equip- 
ment with  capability  of  operating  in  the  superficial 
range,  or  its  equivalent. 

Radium  or  radium  substitutes,  or  both,  must  be 
available  in  suitable  form  and  amount  (either  by 
purchase  or  rental). 

Rooms  for  the  examination  of  patients  should 
be  adequate,  well  equipped,  and  readily  accessible. 

Conference  rooms  should  be  equipped  so  that 
roentgenorgams,  lantern  slides,  and  various  audio- 
visual aids  could  be  used  for  cancer  teaching  con- 
ferences. There  should  be  an  adequate  department- 
al or  hospital  library  that  includes  the  standard 
literature  on  cancer. 

When  possible,  provisions  should  be  made  for 
establishing  programs  leading  to  board  certifica- 
tion for  physicians  who  wish  to  specialize  in  radia- 
tion therapy.  Similar  programs  should  be  developed 
for  training  radiation  therapy  technologists. 

Requirements  for  facilities  serving  primarily  as 
diagnostic  and  follow-up  clinics  are  less  elaborate. 
The  following  recommendations  for  facilities  of 
this  type  are  quoted  from  Guidelines  for  Cancer 
Care,  prepared  and  published  by  the  Committee  on 
Guidelines  for  Cancer  Care,  Commission  on  Can- 
cer, American  College  of  Surgeons. 

Except  where  unusual  circumstances  prevail,  at 
least  100  new  cancer  patients  should  be  referred 
for  radiation  therapy  per  year  in  this  type  of  facil- 
ity. A radiation  therapy  inpatient  service  is  not 
required. 

Adequate  records  must  be  kept  of  all  curative  and  pallia- 
tive procedures  carried  out.  Reports  on  each  patient’s  ther- 
apy should  always  be  sent  to  the  other  physicians  on  the 
team  who  are  involved  in  the  patient’s  management  and 
follow-up. 

Follow-up  records  of  all  patients  treated  must  be  kept  cur- 
rent in  this  department  or  division  as  well  as  in  the  hospital's 
cancer  registry. 

Radiation  health  protection  must  meet  the  requirements 
of  the  governmental  agencies  regulating  radiation  safety 
insofar  as  they  apply  to  the  radiation-producing  machines 
and  the  radioactive  materials  in  use.  Radiation  safety  meas- 
ures should  also  be  approved  by  the  radiation  physicist  or 
health  physicist  on  the  staff. 

The  consultative  services  of  a qualified  radiation  therapist 
as  well  as  a qualified  radiation  physicist  should  be  available. 

The  radiation  therapist  must  depend  upon  consultation  in 
surgery,  medicine,  diagnostic  radiology,  pathology,  and  oc- 
casionally other  specialties.  When  certain  specialists  are  not 
available  for  consultation  locally,  arrangements  should  be 
made  for  liaison  with  other  medical  institutions.  If  items  of 
equipment  needed  in  therapy  are  not  available,  arrangements 
must  be  made  with  a nearby  institution,  or  the  patients 
should  be  referred  to  that  institution. 
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The  number  of  new  cancer  cases  per  100,000 
population  diagnosed  each  year  should  be  available 
for  different  areas  of  the  United  States.  Some  areas 
will  have  more  older  individuals  than  others.  For 
example,  it  was  estimated  in  1967  that  in  Los 
Angeles  County  with  a population  of  7,020,000, 
there  would  be  19,252  new  cancer  cases,  excluding 
carcinoma  in  situ  and  basal  and  squamous  cell 
carinoma  of  the  skin.  Thus,  there  would  be  273 
new  cancer  cases  per  100,000  population  per  year, 
excluding  skin  cancer  and  carcinoma  in  situ,  with 
from  50%  to  60%  of  all  cancer  patients  (new  and 
old)  at  some  time  consulting  the  radiation  therapist 
concerning  treatment. 

One  can  plan  that  about  50%  of  new  cancer  cases 
diagnosed  for  the  first  time  will  be  treated  by  meth- 
ods other  than  radiation  therapy.  Therefore,  for 
about  136  cancer  patients  per  100,000  population 
per  year  in  Los  Angeles  County,  radiation  therapy 
would  play  a major  role. 

A better  distribution  of  radiation  therapy  equip- 
ment and  a substantial  increase  in  the  number  of 
radiation  therapists  is  urgently  needed  on  a na- 
tionwide basis.  The  use  of  existing  radiation  ther- 
apy facilities  must  be  increased,  programs  for  the 
treatment  of  patients  with  cancer  must  be  co- 
ordinated as  much  as  possible,  and  better  channels 
of  communications  must  be  established. 

Careful  study  of  the  cancer  problem  in  an  area, 
the  number  of  potential  patients,  existing  facilities 
and  available  personnel,  and  the  plans  of  all  insti- 
tutions in  the  area  must  be  carefully  considered  be- 
fore a megavolt  radiation  therapy  unit  is  obtained. 
Often  there  is  an  unnecessary  duplication  of  facil- 
ities and  inability  to  obtain  wellirained  personnel 
and  the  supporting  services  so  essential  for  the  care 
of  the  patient  with  cancer. 

Justin  J.  Stein,  M.D. 

UCLA  Center  for  Health  Sciences 

Los  Angeles 

Reprinted  from  JAMA , 223:445,  1973. 


Is  Pathological  Examination  of  All  Surgically 
Removed  Specimens  Required  by  Law? 

Q.  Is  there  a law  that  requires  operative  specimens 
of  obivous  identity , such  as  extracted  teeth  and 
foreign  bodies  such  as  needles  to  be  subjected  to  a 
pathological  examination?  I do  not  feel  that  it  is 
proper  for  patients  to  have  to  pay  a surgical  pathol- 
ogy fee  in  order  to  have  such  obvious  objects  iden- 
tified. 

Robert  C.  Bartlett,  M.D. 

Miami,  Fla. 

A.  Section  1865  of  the  Medicare  law  provides  that 
institutions  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  (JCAH)  are  deemed  to 
meet  the  requirements  for  participation  in  the  pro- 
gram provided  they  also  perform  the  utilization  re- 
view committee  functions  for  extended  duration 
cases.  The  secretary  of  the  Department  of  Health, 
Education,  and  Welfare  is  authorized  to  promul- 
gate regulations  that  specify  the  conditions  for  par- 
ticipation of  hospitals.  Since  compliance  with  the 
JCAH  Standards  automatically  signifies  participa- 
tion eligibility,  the  secretary  used  the  JCAH  Stand- 
ards as  the  basis  for  the  regulations  entitled  “Con- 
dition of  Participation:  Hospitals.” 

Section  405.1028  (h)  of  the  regulations  governs 
tissue  examination  and  requires  all  tissues  removed 
surgically  to  be  examined  by  a pathologist,  at  least 
macroscopically.  The  gross  examination  of  speci- 
ments  such  as  teeth  and  foreign  objects  serves  to 
verify  the  fact  that  the  surgeon  did  remove  the 
specimen  from  the  patient  and  the  report  on  the 
condition  of  the  specimen  can  serve  as  evidence  that 
fragments  were  not  left  in  the  patient  or  that  the 
surgical  procedure  accomplished  the  desired  result. 
Such  examination  requirements  serve  to  protect 
both  the  hospital  and  the  surgeon. 

Betty  Jane  Anderson 
AMA  Law  Division 
Chicago 

Reprinted  from  JAMA,  216:153,  1971. 


AN  ACT  CONCERNING  BLOOD  TESTS  FOR  PERSONS  DRIVING 
UNDER  THE  INFLUENCE  OF  ALCOHOL 

An  amendment  to  section  14-227a  of  the  general  statutes  states  that  if  a blood 
test  is  taken  to  determine  the  amount  of  alcohol  in  the  driver’s  blood  at  the  time 
of  the  alleged  offense,  it  shall  be  a blood  sample  taken  by  a person  licensed  to 
practice  medicine  and  surgery  in  this  state  or  a qualified  laboratory  technician  or 
a registered  nurse. — Public  Act  No.  741 — Connecticut  Statutes. 
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OFFICE  BUILDING 

lOO  RETREAT  AVE . HARTFORD,  CONN. 


DEVELOPER  : lOO  RETREAT  ASSOCIATES  BAST  HARTFORD  CONN. 

RUSSELL  A DAWSON  ARCHITECTURE  & ENGINEERING  60  WASHINGTON  STREET  HARTFORD  CONN 


HARTFORD,  CONN. — M & R Development  Company  recently  began 
construction  of  Phase  I,  a 9 story  medical  office  tower,  at  100  Retreat 
Avenue. 

The  total  project  pictured  above  will  consist  of  two  twin  towers  and 
an  804  car  parking  garage,  connected  to  the  towers  by  an  underground 
passage. 

The  site  is  located  across  the  street  from  the  Hartford  Hospital,  and 
one  block  north  of  the  Institute  for  the  Living. 

Each  of  the  9 floors  will  contain  approximately  8,000  sq.  ft.  of  usable 
office  space.  The  building  will  feature  a luxuriously  decorated  lobby  area, 
with  convenient  retail  and  banking  facilities,  complete  janitorial  services, 
full  security  services  and  complete  utilities. 

Leases  are  available  for  either  partial  floor,  entire  floor  or  multiple 
floor  layouts.  The  100  Retreat  is  therefore,  ideally  suited  for  either  the 
one-man  single  office  layout  or  for  the  multi-staffed  professional  corpora- 
tion. 


The  entire  building  will  be  faced  with  a silver  reflective  glass. 

Completion  of  the  first  tower  and  parking  garage  is  scheduled  for 
the  end  of  1973. 

M & R Development  Company  of  508  Tolland  Street,  East  Hartford, 
Conn,  is  the  owner  and  leasing  agent.  All  interested  parties  should  contact 
— Leo  Rotondaro  (203)  568-3080,  or  Evenings  (203)  563-0629.  Broker’s 
cooperation  invited. 


U.S.  Supreme  Court  On  Abortion 

Roe  v.  Wade,  41  U.SX.W,  4213(1973) 


A pregnant  woman  (Roe)  challenged  the  con- 
stitutionality of  the  Texas  criminal  abortion  laws, 
which  proscribed  procuring  or  attempting  an  abor- 
tion except  on  medical  advice  for  the  purpose  of 
saving  the  mother’s  life. 

Blackmun,  J.  delivered  the  opinion  of  the  Court, 
iii  which  Burger,  C.  J.,  and  Douglas,  Brennan, 
Stewart,  Marshall,  and  Power,  J.  J.,  joined.  White, 
J.  and  Rehnquist,  J.  dissented. 

# * # 

The  Texas  statutes  are  typical  of  those  that  have 
been  in  effect  in  many  States  for  approximately  a 
century.  The  Georgia  statutes,  in  contrast,  have  a 
modern  cast  and  are  a legislative  product  that,  to  an 
extent  at  least,  obviously  reflects  the  influences  of 
recent  attitudinal  change,  of  advancing  medical 
knowledge  and  techniques,  and  of  new  thinking 
about  an  old  issue. 

We  forthwith  acknowledge  our  awareness  of  the 
sensitive  and  emotional  nature  of  the  abortion  con- 
troversy, of  the  vigorous  opposing  views,  even 
among  physicians,  and  of  the  deep  and  seemingly 
absolute  convictions  that  the  subject  inspires.  One’s 
philosophy,  one’s  experiences,  one’s  exposure  to  the 
raw  edges  of  human  existence,  one’s  religious  train- 
ing, one’s  attitudes  toward  life  and  family  and  their 
values,  and  the  moral  standards  one  establishes 
and  seeks  to  observe,  are  all  likely  to  influence  and 
to  color  one’s  thinking  and  conclusions  about  abor- 
tion. 

In  addition,  population  growth,  pollution,  pov- 
erty, and  racial  overtones  tend  to  complicate  and 
not  to  simplify  the  problem. 

Our  task,  of  course,  is  to  resolve  the  issue  by  con- 
stitutional measurement  free  of  emotion  and  of  pre- 
dilection. We  seek  earnestly  to  do  this,  and,  because 
we  do,  we  have  inquired  into,  and  in  this  opinion 
place  some  emphasis  upon,  medical  and  meclical- 
legal  history  and  what  that  history  reveals  about 
man’s  attitudes  toward  the  abortive  procedure  over 
the  centuries.  We  bear  in  mind,  too,  Mr.  Justice 
Holmes’  admonition  in  his  now  vindicated  dissent 
in  Lochner  v.  New  York,  198  U.S.  45,  76  (1905): 

(Editor’s  Note:  Because  of  space,  legal  technical  points  are 
omitted  as  are  legal  references.  The  ophiion  is  that  of  the 
majority  only,  and  is  as  near  verbatim  as  possible.) 


“It  [the  Constitution]  is  made  for  people  of 
fundamentally  differing  views,  and  the  acci- 
dent of  our  finding  certain  opinions  natural 
and  familiar  or  novel  and  even  shocking  ought 
not  to  conclude  our  judgment  upon  the  ques- 
tion whether  statutes  embodying  them  conflict 
with  the  Constitution  of  the  United  States.” 

I 

The  Texas  statutes  . . . make  it  a crime  to  “pro- 
cure an  abortion,”  as  therein  defined,  or  to  attempt 
one,  except  with  respect  to  “an  abortion  procured 
or  attempted  by  medical  advice  for  the  purpose  of 
saving  the  life  of  the  mother.”  Similar  statutes  are 
in  existence  in  a majority  of  the  States.  Texas  first 
enacted  a criminal  abortion  statute  in  1854.  . . . 
This  was  soon  modified  into  language  that  has  re- 
mained substantially  unchanged  to  the  present 
time.  . . . The  final  article  provided  the  same  ex- 
ception, for  an  abortion  by  “medical  advice  for 
the  purpose  of  saving  the  life  of  the  mother.” 

II 

Jane  Roe,  a single  woman,  instituted  this  federal 
action.  She  sought  a declaratory  judgment  that  the 
Texas  criminal  abortion  statutes  were  unconstitu- 
tional on  their  face,  and  an  injunction  restraining 
the  defendant  from  enforcing  the  statutes. 

Roe  alleged  that  she  was  unmarried  and  preg- 
nant; that  she  wished  to  terminate  her  pregnancy 
by  an  abortion  “performed  by  a competent,  licensed 
physician,  under  safe,  clinical  conditions”;  that  she 
was  unable  to  get  a “legal”  abortion  in  Texas  be- 
cause her  life  did  not  appear  to  be  threatened  by 
the  continuation  of  her  pregnancy;  and  that  she 
could  not  afford  to  travel  to  another  jurisdiction 
in  order  to  secure  a legal  abortion  under  safe  con- 
ditions. She  claimed  that  the  Texas  statutes  were 
unconstitutionally  vague  and  that  they  abridged 
her  right  of  personal  privacy,  protected  by  the  First, 
Fourth,  Fifth,  Ninth,  and  Fourteenth  Amend- 
ments. By  an  amendment  to  her  complaint  Roe 
purported  to  sue  “on  behalf  of  herself  and  all  other 
women”  similarly  situated. 

V 

The  principal  thrust  of  Roe’s  attack  on  the  Texas 
statutes  is  that  they  improperly  invade  a right,  said 
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to  be  possessed  by  the  pregnant  woman,  to  choose 
to  terminate  her  pregnancy.  She  would  discover 
this  right  in  the  concept  of  personal  “liberty”  em- 
bodied in  the  Fourteenth  Amendment’s  Due  Proc- 
ess Clause;  or  in  personal,  marital,  familial,  and 
sexual  privacy  said  to  be  protected  by  the  Bill  of 
Rights  or  its  penumbras;  or  among  those  rights 
reserved  to  the  people  by  the  Ninth  Amendment. 
Before  addressing  this  claim,  we  feel  it  desirable 
briefly  to  survey,  in  several  aspects,  the  history  of 
abortion,  for  such  insight  as  that  history  may  af- 
ford us,  and  then  to  examine  the  state  purposes  and 
interests  behind  the  criminal  abortion  law’s. 

VI 

It  perhaps  is  not  generally  appreciated  that  the 
restrictive  criminal  abortion  laws  in  effect  in  a ma- 
jority of  states  today  are  of  relatively  recent  vintage. 
Those  laws,  generally  proscribing  abortion  or  its 
attempt  at  any  time  during  pregnancy  except  when 
necessary  to  preserve  the  pregnant  woman’s  life,  are 
not  of  ancient  or  even  of  common  law  origin.  In- 
stead, they  derive  from  statutory  changes  effected, 
for  the  most  part,  in  the  latter  half  of  the  19th 
century. 

1.  Ancient  attitudes.  These  are  not  capable  of 
precise  determination.  We  are  told  that  at  the  time 
of  the  Persian  Empire  abortifacients  were  known 
and  that  criminal  abortions  were  severely  punished. 
We  are  also  told,  however,  that  abortion  was  prac- 
ticed in  Greek  times  as  wrell  as  in  the  Roman  Era, 
and  that  “it  was  resorted  to  without  scruple.”  The 
Ephesian,  Soranos,  often  described  as  the  greatest 
of  the  ancient  gynecologists,  appears  to  have  been 
generally  opposed  to  Rome’s  prevailing  free-abor- 
tion  practices.  He  found  it  necessary  to  think  first 
of  the  life  of  the  mother,  and  he  resorted  to  abor- 
tion when,  upon  this  standard,  he  felt  the  proce- 
dure advisable.  Greek  and  Roman  law  afforded 
little  protection  to  the  unborn.  If  abortion  was 
prosecuted  in  some  places,  it  seems  to  have  been 
based  on  a concept  of  a violation  of  the  father’s 
right  to  his  offfspring.  Ancient  religion  did  not  bar 
abortion. 

2.  The  Hippocratic  Oath.  What  then  of  the  fa- 
mous Oath  that  has  stood  so  long  as  the  ethi- 
cal guide  of  the  medical  profession  and  that  bears 
the  name  of  the  great  Greek  (460(?)-377(?)  B.  C.), 
who  has  been  described  as  the  Father  of  Medicine, 
the  “wisest  and  the  greatest  practitioner  of  his 
art,”  and  the  “most  important  and  most  complete 
medical  personality  of  antiquity,”  who  dominated 
the  medical  schools  of  his  time,  and  who  typified 
the  sum  of  the  medical  knowledge  of  the  past?  The 


Oath  varies  somewhat  according  to  the  particular 
translation,  but  in  any  translation  the  content  is 
clear:  “I  will  give  no  deadly  medicine  to  anyone 
if  asked,  nor  suggest  any  such  counsel,  and  in  like 
manner  I will  not  give  to  a woman  a pessary  to 
produce  abortion,”  or  “I  will  neither  give  a deadly 
drug  to  anybody  if  asked  for  it,  nor  will  I make  a 
suggestion  to  this  effect.  Similarly,  I will  not  give 
to  a woman  an  abortive  remedy.” 

Although  the  Oath  is  not  mentioned  in  any  of 
the  principal  briefs  in  this  case  or  in  Doe  v.  Bolton, 
post,  it  represents  the  apex  of  the  development  of 
strict  ethical  concepts  in  medicine,  and  its  influ- 
ence endures  to  this  day.  Why  did  not  the  authority 
of  Hippocrates  dissuade  abortion  practice  in  his 
time  and  that  of  Rome?  The  late  Dr.  Edelstein 
provides  us  with  a theory:  The  Oath  was  not 
uncontested  even  in  Hippocrates’  day;  only  the 
Pythagorean  school  of  philosophers  frowned  upon 
the  related  act  of  suicide.  Most  Greek  thinkers,  on 
the  other  hand,  commended  abortion,  at  least  prior 
to  viability.  See  Plato,  Republic,  V,  461;  Aristotle 
Politics,  VII,  1335  b 25.  For  the  Pythagoreans,  how- 
ever, it  was  a matter  of  dogma.  For  them  the  em- 
bryo was  animate  from  the  moment  of  conception, 
and  abortion  meant  destruction  of  a living  being. 
The  abortion  clause  of  the  Oath,  therefore,  “echoes 
Pythagorean  doctrines,”  and  “[i]n  no  other  stratum 
of  Greek  opinion  were  such  views  held  or  pro- 
posed in  the  same  spirit  of  uncompromising  aus- 
terity.” 

Edelstein  then  concludes  that  the  Oath  orig- 
inated in  a group  representing  only  a small  segment 
of  Greek  opinion  and  that  it  certainly  was  not  ac- 
cepted by  all  ancient  physicians.  He  points  out  that 
medical  writings  down  to  Galen  (130-200  A. I).) 
“give  evidence  of  the  violation  of  almost  every  one 
of  its  injunctions.”  But  with  the  end  of  antiquity 
a decided  change  took  place.  Resistance  against 
suicide  and  against  abortion  became  common.  The 
Oath  came  to  be  popular.  The  emerging  teachings 
of  Christianity  were  in  agreement  with  the  Pyth- 
agorean ethic.  The  Oath  “became  the  nucleus  of 
all  medical  ethics”  and  “was  applauded  as  the  em- 
bodiment of  truth.”  Thus,  suggests  Dr.  Edelstein. 
it  is  “a  Pythagorean  manifesto  and  not  the  expres- 
sion of  an  absolute  standard  of  medical  conduct.” 

This,  is  seems  to  us,  is  a satisfactory  and  accepta- 
ble explanation  of  the  Hippocratic  Oath’s  apparent 
rigidity.  It  enables  us  to  understand,  in  historical 
context,  a long  accepted  and  revered  statement  of 
medical  ethics. 

3.  The  Common  Law.  It  is  undisputed  that  at 
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tlie  common  law,  abortion  performed  before 
“quickening” — the  first  recognizable  movement  of 
the  fetus  in  ntero,  appearing  usually  from  the  16th 
to  the  18th  week  of  pregnancy — was  not  an  in- 
dictable offense.  The  absence  of  a common  law 
crime  for  pre-quickening  abortion  appears  to  have 
developed  from  a confluence  of  earlier  philosophi- 
cal, theological,  and  civil  and  canon  law  concepts 
of  when  life  begins.  These  disciplines  variously  ap- 
proached the  question  in  terms  of  the  point  at 
which  the  embryo  or  fetus  became  “formed”  or 
recognizably  human,  or  in  terms  of  when  a “per- 
son” came  into  being,  that  is,  infused  with  a “soul" 
or  “animated.”  A loose  consensus  evolved  in  early 
English  law  that  these  events  occurred  at  some  point 
between  conception  and  live  birth.  This  was  “medi- 
ate animation.”  Although  Christian  theology  and 
the  canon  law  came  to  fix  the  point  of  animation 
at  40  days  for  a male  and  80  days  for  a female,  a 
view  that  persisted  until  the  19th  century,  there 
was  otherwise  little  agreement  about  the  precise 
time  of  formation  or  animation.  There  was  agree- 
ment, however,  that  prior  to  this  point  the  fetus 
was  to  be  regarded  as  part  of  the  mother  and  its 
destruction,  therefore,  was  not  homicide.  Due  to 
continued  uncertainty  about  the  precise  time  when 
animation  occurred,  to  the  lack  of  any  empirical 
basis  for  the  40-80  day  view,  and  perhaps  to  Aqui- 
nas’ definition  of  movement  as  one  of  the  two  first 
principles  of  life,  Bracton  focused  upon  quicken- 
ing as  the  critical  point.  The  significance  of  quick- 
ening was  echoed  by  later  common  law  scholars 
and  found  its  way  into  the  received  common  law 
in  this  country. 

Whether  abortion  of  a quick  fetus  was  a felony 
at  common  law,  or  even  a lesser  crime,  is  still  dis- 
puted. Bracton,  writing  early  in  the  13th  century, 
thought  it  homicide.  But  the  later  and  predomi- 
nant view,  following  the  great  common  law  schol- 
ars, has  been  that  it  was  at  most  a lesser  offense.  In 
a frequently  cited  passage,  Coke  took  the  position 
that  abortion  of  a woman  “quick  with  childe”  is  “a 
great  misprision  and  no  murder.”  Blackstone  fol- 
lowed, saying  that  while  abortion  after  quickening 
had  once  been  considered  manslaughter  (though  not 
murder),  “modern  law”  took  a less  severe  view.  A 
recent  review  of  the  common  law  precedents  ar- 
gues, however,  that  those  precedents  contradict 
Coke  and  that  even  post-quickening  abortion  was 
never  established  as  a common  law  crime.  This  is 
of  some  importance  because  while  most  American 
courts  ruled,  in  holding  or  dictum,  that  abortion 
of  an  unquickened  fetus  was  not  criminal  under 


their  received  common  law,  others  followed  Coke 
in  stating  that  abortion  of  a quick  fetus  was  a 
“misprision,”  a term  they  translated  to  mean  “mis- 
demeanor.” That  their  reliance  on  Coke  on  this  as- 
pect of  the  law  was  uncritical  and,  apparently  in 
all  the  reported  cases,  dictum  (due  probably  to  the 
paucity  of  common  law  prosecutions  for  post- 
quickening  abortion),  makes  it  now  appear  doubt- 
ful that  abortion  was  ever  firmly  established  as  a 
common  law  crime  even  with  respect  to  the  de- 
struction of  a quick  fetus. 

4.  The  English  statutory  law.  England’s  first  crim- 
inal abortion  statute,  Lord  Ellenborough’s  Act,  43 
Geo.  3,  c.  58,  came  in  1803.  It  made  abortion  of  a 
quick  fetus,  § 1,  a capital  crime,  but  in  § 2 it  pro- 
vided lesser  penalties  for  the  felony  of  abortion  be- 
for  quickening,  and  thus  preserved  the  quickening 
distinction.  This  contrast  was  continued  in  the 
general  revision  of  1828,  9 Geo.  4,  c.  31,  § 13,  at  104. 
It  disappeared,  however,  together  with  the  death 
penalty,  in  1837,  7 Will.  4 8c  1 Vic.,  c.  85,  § 6,  at 
360,  and  did  not  reappear  in  the  Offenses  Against 
the  Person  Act  of  1861,  24  & 25  Vic.,  c.  100,  § 59, 
at  438,  that  formed  the  core  of  English  anti-abor- 
tion law  until  the  liberalizing  reforms  of  1967.  In 
1929  the  Infant  Life  (Preservation)  Act,  19  8c  20 
Geo.  5,  c.  34,  came  into  being.  Its  emphasis  was 
upon  the  destruction  of  “the  life  of  a child  capable 
of  being  born  alive.”  It  made  a willful  act  perform- 
ed with  the  necessary  intent  a felony.  It  contained 
a proviso  that  one  was  not  to  be  found  guilty  of  the 
offense  “unless  it  is  proved  that  the  act  which 
caused  the  death  of  the  child  was  not  done  in  good 
faith  for  the  purpose  only  of  preserving  the  life  of 
the  mother.” 

A seemingly  notable  development  in  the  English 
law  was  the  case  of  Rex  v.  Bourne,  [1939].  This  case 
apparently  answered  in  the  affirmative  the  question 
whether  an  abortion  necessary  to  preserve  the  life 
of  the  pregnant  woman  was  excepted  from  the  crim- 
inal penalties  of  the  1861  Act.  In  his  instructions 
to  the  jury  Judge  Macnaghten  referred  to  the  1929 
Act,  and  observed  that  that  Act  related  to  “the 
case  where  a child  is  killed  by  a willful  act  at  the 
time  when  it  is  being  delivered  in  the  ordinary 
course  of  nature.”  Lfe  concluded  that  the  1861 
Act’s  use  of  the  word  “unlawfully,”  imported  the 
same  meaning  expressed  by  the  specific  proviso  in 
the  1929  Act  even  though  there  was  no  mention  of 
preserving  the  mother’s  life  in  the  1861  Act.  He 
then  construed  the  phrase  “preserving  the  life  of 
the  mother”  broadly,  that  is,  “in  a reasonable 
sense,”  to  include  a serious  and  permanent  threat 
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to  the  mother’s  health,  and  instructed  the  jury  to 
acquit  Dr.  Bourne  if  it  found  he  had  acted  in  a 
good  faith  belief  that  the  abortion  was  necessary 
for  this  purpose.  The  jury  did  acquit. 

Recently  Parliament  enacted  a new  abortion  law. 
This  is  the  Abortion  Act  of  1967,  The  Act  permits 
a licensed  physician  to  perform  an  abortion  where 
two  other  licensed  physicians  agree  (a)  “that  the 
continuance  of  the  pregnancy  would  involve  risk 
to  the  life  of  the  pregnant  woman,  or  of  injury  to 
the  physical  or  mental  health  of  the  pregnant 
woman  or  any  existing  children  of  her  family, 
greater  than  if  the  pregnancy  were  terminated”  or 
(b)  “that  there  is  a substantial  risk  that  if  the  child 
were  born  it  would  suffer  from  such  physical  or 
mental  abnormalities  as  to  be  seriously  handi- 
capped.” The  Act  also  provides  that,  in  making 
this  determination,  “account  may  be  taken  of  the 
pregnant  woman’s  actual  or  reasonably  forseeable 
environment.”  It  also  permits  a physician,  without 
the  concurrence  of  others,  to  terminate  a pregnancy 
where  he  is  of  the  good  faith  opinion  that  the  abor- 
tion “is  immediately  necessary  to  save  the  life  or 
to  prevent  grave  permanent  injury  to  the  physical 
or  mental  health  of  the  pregnant  woman.” 

5.  The  American  law.  In  this  country  the  law  in 
effect  in  all  but  a few  States  until  mid-19th  cen- 
tury was  the  pre-existing  English  common  law. 
Connecticut,  the  first  State  to  enact  abortion  legis- 
lation, adopted  in  1821  that  part  of  Lord  Ellen- 
borough's  Act  that  related  to  a woman  “quick 
with  child.”  The  death  penalty  was  not  imposed. 
Abortion  before  quickening  was  made  a crime  in 
that  State  only  in  1860.  In  1828  New  York  enacted 
legislation  that,  in  two  respects,  was  to  serve  as  a 
model  for  early  anti-abortion  statutes.  First,  while 
barring  destruction  of  an  unquickened  fetus  as  well 
as  a quick  fetus,  it  made  the  former  only  a mis- 
demeanor, but  the  latter  second-degree  manslaugh- 
ter. Second,  it  incorporated  a concept  of  therapeu- 
tic abortion  by  providing  that  an  abortion  was 
excused  if  it  “shall  have  been  necessary  to  preserve 
the  life  of  such  mother,  or  shall  have  been  advised 
by  two  physicians  to  be  necessary  for  such  purpose.” 
By  1840,  when  Texas  had  received  the  common 
law,  only  eight  American  States  had  statutes  deal- 
ing with  abortion.  It  was  not  until  after  the  War 
Between  the  States  that  legislation  began  generally 
to  replace  the  common  law.  Most  of  these  initial 
statutes  dealt  severely  with  abortion  after  quicken- 
ing but  were  lenient  with  it  before  quickening. 
Most  punished  attempts  equally  with  completed 
abortions.  While  many  statutes  included  the  ex- 


ception for  an  abortion  thought  by  one  or  more 
physicians  to  be  necessary  to  save  the  mother's 
life,  that  provision  soon  disappeared  and  the  typi- 
cal law  required  that  the  procedure  actually  be 
necessary  for  that  purpose. 

Gradually,  in  the  middle  and  late  19th  century 
the  quickening  distinction  disappeared  from  the 
statutory  law  of  most  States  and  the  degree  of  the 
offense  and  the  penalties  were  increased.  By  the 
end  of  the  1950’s,  a large  majority  of  the  States 
banned  abortion,  however  and  whenever  perform- 
ed, unless  done  to  save  or  preserve  the  life  of  the 
mother.  The  exceptions,  Alabama  and  the  District 
of  Columbia,  permitted  abortion  to  preserve  the 
mother’s  health.  Three  other  States  permitted 
abortions  that  were  not  “unlawfully”  performed 
or  that  were  not  “without  lawful  justification,” 
leaving  interpretation  of  those  standards  to  the 
courts.  In  the  past  several  years,  however,  a trend 
toward  liberalization  of  abortion  statutes  has  re- 
sulted in  adoption,  by  about  one-third  of  the  States, 
of  less  stringent  laws. 

It  is  thus  apparent  that  at  common  law,  at  the 
time  of  the  adoption  of  our  Constitution,  and 
throughout  the  major  portion  of  tire  19th  century, 
abortion  was  viewed  with  less  disfavor  than  under 
most  American  statutes  currently  in  effect.  Phras- 
ing it  another  wray,  a woman  enjoyed  a substantially 
broader  right  to  terminate  a pregnancy  than  she 
does  in  most  States  today.  At  least  with  respect  to 
the  early  stage  of  pregnancy,  and  very  possibly 
without  such  limitation,  the  opportunity  to  make 
this  choice  was  present  in  this  country  well  into 
the  19th  century.  Even  later,  the  law  continued 
for  some  time  to  treat  less  punitively  an  abortion 
procured  in  early  pregnancy. 

6.  The  position  of  the  American  Medical  As- 
sociation. The  anti-abortion  mood  prevalent  in  this 
country  in  the  late  19th  century  was  shared  by  the 
medical  profession.  Indeed,  the  attitude  of  the  pro- 
fession may  have  played  a significant  role  in  the  en- 
actment of  stringent  criminal  abortion  legislation 
during  that  period. 

An  AMA  Committee  on  Criminal  Abortion  was 
appointed  in  May  1857.  It  presented  its  report, 
12  Trans,  of  the  Am.  Med.  Assn.  73-77  (1859),  to 
the  Twelfth  Annual  Meeting.  That  report  observed 
that  the  Committee  had  been  appointed  to  in- 
vestigate criminal  abortion  “with  a view  to  its  gen- 
eral suppression.”  It  deplored  abortion  and  its 
frequency  and  it  listed  three  causes  “of  this  general 
demoralization”: 

“The  first  of  these  causes  is  a wide-spread 
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popular  ignorance  of  the  true  character  of  the 
crime — a belief,  even  among  mothers  them- 
selves, that  the  foetus  is  not  alive  till  after  the 
period  of  quickening. 

“The  second  of  the  agents  alluded  to  is  the 
fact  that  the  profession  themselves  are  fre- 
quently supposed  careless  of  foetal  life.  . . . 

“The  third  reason  of  the  frightful  extent  of 
this  crime  is  found  in  the  grave  defects  of  our 
laws,  both  common  and  statute,  as  regards  the 
independent  and  actual  existence  of  the  child 
before  birth,  as  a living  being.  These  errors, 
which  are  sufficient  in  most  instances  to  pre- 
vent conviction,  are  based,  and  only  based, 
upon  mistaken  and  exploded  medical  dogmas. 
With  strange  inconsistency,  the  law  fully 
acknowledges  the  foetus  in  utero  and  its  in- 
herent rights,  for  civil  purposes;  while  per- 
sonally and  as  criminally  affected,  it  fails  to 
recognize  it,  and  to  its  life  as  yet  denies  all 
protection.”  Id..,  at  75-76. 

The  Committee  then  offered,  and  the  Association 
adopted,  resolutions  protesting  “against  such  un- 
warranted destruction  of  human  life,”  calling  upon 
state  legislatures  to  revise  their  abortion  laws,  and 
requesting  the  cooperation  of  state  medical  so- 
cieties “in  pressing  the  subject.” 

In  1871  a long  and  vivid  report  was  submitted 
by  the  Committee  on  Criminal  Abortion.  It  ended 
with  the  observation,  “We  had  to  deal  with  human 
life.  In  a matter  of  less  importance  we  could  en- 
tertain no  compromise.  An  honest  judge  on  the 
bench  would  call  things  by  their  proper  names. 
We  could  do  no  less.”  22  Trans,  of  the  Am.  Med. 
Assn.  258  (1871).  It  proffered  resolutions,  adopted 
by  the  Association,  recommending  among,  other 
things,  that  it  “be  unlawful  and  unprofessional 
for  any  physician  to  induce  abortion  or  premature 
labor,  without  the  concurrent  opinion  of  at  least 
one  respectable  consulting  physician,  and  then 
always  with  a view  to  the  safety  of  the  child — if 
that  be  possible,”  and  calling  “the  attention  of  the 
clergy  of  all  denominations  to  the  perverted  views 
of  morality  entertained  by  a large  class  of  females — 
aye,  and  men  also,  on  this  important  question.” 
Except  for  periodic  condemnation  of  the  criminal 
abortionist,  no  further  formal  AMA  action  took 
place  until  1967.  In  that  year  the  Committee  on 
Human  Reproduction  urged  the  adoption  of  a 
stated  policy  of  opposition  to  induced  abortion  ex- 
cept when  there  is  “documented  medical  evidence” 
of  a threat  to  the  health  or  life  of  the  mother,  or 
that  the  child  “may  be  born  with  incapacitating 


physical  deformity  or  mental  deficiency,”  or  that  a 
pregnancy  “resulting  from  legally  established  sta- 
tutory or  forcible  rape  or  incest  may  constitute  a 
threat  to  the  mental  or  physical  health  of  the  pa- 
tient,” and  two  other  physicians  “chosen  because 
of  their  recognized  professional  competence  have 
examined  the  patient  and  have  concurred  in  writ- 
ing,” and  the  procedure  “is  performed  in  a hos- 
pital accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.”  The  providing  of 
medical  information  by  physicians  to  state  legisla- 
tures in  their  consideration  of  legislation  regarding 
therapeutic  abortion  was  “to  be  considered  consist- 
ent with  the  principles  of  ethics  of  the  American 
Medical  Association.”  This  recommendation  was 
adopted  by  the  House  of  Delegates.  Proceedings 
of  the  AMA  House  of  Delegates,  40-51  (June  1967). 

In  1970,  after  the  introduction  of  a variety  of 
proposed  resolutions,  and  of  a report  from  its 
Board  of  Trustees,  a reference  committee  noted 
“polarization  of  the  medical  profession  on  this 
controversial  issue”;  division  among  those  who  had 
testified;  a difference  of  opinion  among  AMA  coun- 
cils and  committees;  “the  remarkable  shift  in  testi- 
mony” in  six  months,  felt  to  be  influenced  “by  the 
rapid  changes  in  state  laws  and  by  the  judicial 
decisions  which  tend  to  make  abortion  more  freely 
available”;  and  a feeling  “that  this  trend  will  con- 
tinue." On  June  25,  1970,  the  House  of  Delegates 
adopted  preambles  and  most  of  the  resolutions  pro- 
posed by  the  reference  committee.  The  preambles 
emphasized  “the  best  interests  of  the  patient,” 
“sound  clinical  judgment,”  and  “informed  patient 
consent,”  in  contrast  to  “mere  acquiesence  to  the 
patient’s  demand.”  The  resolutions  asserted  that 
abortion  is  a medical  procedure  that  should  be 
performed  by  a licensed  physician  in  an  accredited 
hospital  only  after  consultation  with  two  other 
physicians  and  in  conformity  with  state  law,  and 
that  no  party  to  the  procedure  should  be  required 
to  violate  personally  held  moral  principles.  Pro- 
ceedings of  the  AMA  House  of  Delegates  221 
(June  1970).  The  AMA  Judicial  Council  rendered 
a complementary  opinion. 

7.  The  position  of  the  American  Public  Health 
Association.  In  October  1970,  the  Executive  Board 
of  the  APHA  adopted  Standards  for  Abortion 
Services.  These  were  five  in  number: 

“a.  Rapid  and  simple  abortion  referral  must 
be  readily  available  through  state  and  local 
public  health  departments,  medical  societies, 
or  other  non-profit  organizations. 

“b.  An  important  function  of  counseling 
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should  be  to  simplify  and  expedite  the  pro- 
vision of  abortion  services;  it  should  not  delay 
the  obtaining  of  these  services. 

“c.  Psychiatric  consultation  should  not  be 
mandatory.  As  in  the  case  of  other  special- 
ized medical  services,  psychiatric  consultation 
should  be  sought  for  definite  indications  and 
and  not  on  a routine  basis. 

“d.  A wide  range  of  individuals  from  ap- 
propriately trained,  sympathetic  volunteers  to 
highly  skilled  physicians  may  qualify  as  abor- 
tion counselors. 

“e.  Contraception  and/or  sterilization  should 
be  discussed  with  each  abortion  patient.” 
Recommended  Standards  for  Abortion  Services, 
61  Am.  J.  Pub.  Health  396  (1971). 

Among  factors  pertinent  to  life  and  health  risks 
associated  with  abortion  were  three  that  “are  recog- 
nized as  important”: 

“a.  the  skill  of  the  physician, 

“b.  the  environment  in  which  the  abortion 
is  performed,  and  above  all 

“c.  the  duration  of  pregnancy,  as  determined 
by  uterine  size  and  confirmed  by  menstrual 
history.”  Id.,  at  397. 

It  was  said  that  “a  well-equipped  hospital”  offers 
more  protection  “to  cope  with  unforeseen  difficul- 
ties than  an  office  or  clinic  without  such  resources. 
. . . The  factor  of  gestational  age  is  of  overriding 
importance.”  Thus  it  was  recommended  that  abor- 
tions in  the  second  trimester  and  early  abortions  in 
the  presence  of  existing  medical  complications  be 
performed  in  hospitals  as  in-patient  procedures. 
For  pregnancies  in  the  first  trimester,  abortion  in 
the  hospital  with  or  without  overnight  stay  “is 
probably  the  safest  practice.”  An  abortion  in  an 
extramural  facility,  however,  is  an  acceptable  al- 
ternative “provided  arrangements  exist  in  advance 
to  admit  patients  promptly  if  unforeseen  complica- 
tions develop.”  Standards  for  an  abortion  facility 
were  listed.  It  was  said  that  at  present  abortions 
should  be  performed  by  physicians  or  osteopaths 
who  are  licensed  to  practice  and  who  have  “ade- 
quate training.” 

8.  The  position  of  the  American  Bar  Association. 
At  its  meeting  in  February  1972  the  ABA  House  of 
Delegates  approved,  with  17  opposing  votes,  the 
Uniform  Abortion  Act  that  had  been  drafted  and 
approved  the  preceding  August  by  the  Conference 
of  Commissioners  on  Uniform  State  Laws. 

VII 

Three  reasons  have  been  advanced  to  explain 
historically  the  enactment  of  criminal  abortion 


laws  in  the  19th  century  and  to  justify  their  con- 
tinued existence. 

It  has  been  argued  occasionally  that  these  laws 
were  the  product  of  a Victorian  social  concern  to 
discourage  illicit  sexual  conduct.  Texas,  however, 
does  not  advance  this  justification  in  the  present 
case,  and  it  appears  that  no  court  or  commentator 
has  taken  the  argument  seriously.  The  appellants 
and  amici  contend,  moreover,  that  this  is  not  a 
proper  state  purpose  at  all  and  suggest  that,  if  it 
were,  the  Texas  statutes  are  overboard  in  protect- 
ing it  since  the  law  fails  to  distinguish  between 
married  and  unwed  mothers. 

A second  reason  is  concerned  with  abortion  as 
a medical  procedure.  When  most  criminal  abortion 
laws  were  first  enacted,  the  procedure  was  a haz- 
ardous one  for  the  woman.  This  was  particularly 
true  prior  to  the  development  of  antisepis.  Antisep- 
tic techniques,  of  course,  were  based  on  discoveries 
by  Lister,  Pasteur,  and  others  first  announced  in 
1867,  but  were  not  generally  accepted  and  employ- 
ed until  about  the  turn  of  the  century.  Abortion 
mortality  was  high.  Even  after  1900,  and  perhaps 
until  as  late  as  the  development  of  antibiotics  in 
the  1940’s,  standard  modern  techniques  such  as 
dilation  and  curettage  were  not  nearly  so  safe  as 
they  are  today.  Thus  it  has  been  argued  that  a 
State’s  real  concern  in  enacting  a criminal  abortion 
law  was  to  protect  the  pregnant  woman,  that  is, 
to  restrain  her  from  submitting  to  a procedure 
that  placed  her  life  in  serious  jeopardy. 

Modern  medical  techniques  have  altered  this 
situation.  Appellants  and  various  amici  refer  to 
medical  data  indicating  that  abortion  in  early  preg- 
nancy, that  is,  prior  to  the  end  of  first  trimester, 
although  not  without  its  risk,  is  now  relatively  safe. 
Mortality  rates  for  women  undergoing  early  abor- 
tions, where  the  procedure  is  legal,  appear  to  be 
as  low  as  or  lower  than  the  rates  for  normal  child- 
birth. Consequently,  any  interest  of  the  State  in 
protecting  the  woman  from  an  inherently  hazardous 
procedure,  except  when  it  would  be  equally  dan- 
gerous for  her  to  forego  it,  has  largely  disappeared. 
Of  course,  important  state  interests  in  the  area  of 
health  and  medical  standards  do  remain.  The 
State  has  a legitimate  interest  in  seeing  to  it  that 
abortion,  like  any  other  medical  procedure,  is  per- 
formed under  circumstances  that  insure  maximum 
safety  for  the  patient.  This  interest  obviously  ex- 
tends at  least  to  the  performing  physician  and  his 
staff,  to  the  facilities  involved,  to  the  availability 
of  after-care,  and  to  adequate  provision  for  any 
complication  or  emergency  that  might  arise.  The 
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prevalence  of  high  mortality  rates  at  illegal  “abor- 
tion mills”  strengthens,  rather  than  weakens,  the 
State’s  interest  in  regulating  the  conditions  under 
which  abortions  are  performed.  Moreover,  the  risk 
to  the  woman  increases  as  her  pregnancy  continues. 
Thus  the  State  retains  a definite  interest  in  protect 
ing  the  woman's  own  health  and  safety  when  an 
abortion  is  proposed  at  a late  stage  of  pregnancy. 

The  third  reason  is  the  State’s  interest — some 
phrase  it  in  terms  of  duty — in  protecting  prenatal 
life.  Some  of  the  arguments  for  this  justification 
rests  on  the  theory  that  a new  human  life  is  pres- 
ent from  the  moment  of  conception.  The  State's 
interest  and  general  obligation  to  protect  life  then 
extends,  it  is  argued,  to  prenatal  life.  Only  when 
the  life  of  the  pregnant  mother  herself  is  at  stake, 
balanced  against  the  life  she  carries  within  her, 
should  the  interest  of  the  embryo  or  fetus  not  pre- 
vail. Logically,  of  course,  a legitimate  state  inter- 
est in  this  area  need  not  stand  or  fall  on  accept- 
ance of  the  belief  that  life  begins  at  conception  or 
at  some  other  point  prior  to  live  birth.  In  assessing 
the  State’s  interest,  recognition  may  be  given  to  the 
less  rigid  claim  that  as  long  as  at  least  potential 
life  is  involved,  the  State  may  assert  interests  be- 
yond the  protection  of  the  pregnant  woman  alone. 

Parties  challenging  state  abortion  laws  have 
sharply  disputed  in  some  courts  the  contention 
that  a purpose  of  these  laws,  when  enacted,  was  to 
protect  prenatal  life.  Pointing  to  the  absence  of 
legislative  history  to  support  the  contention,  they 
claim  that  most  state  laws  were  designed  solely  to 
protect  the  woman.  Because  medical  advances  have 
lessened  this  concern,  at  least  with  respect  to  abor- 
tion in  early  pregnancy,  they  argue  that  with  re- 
spect to  such  abortions  the  laws  can  no  longer  be 
justified  by  any  state  interest.  There  is  some  schol- 
arly support  for  this  view  of  original  purpose.  The 
few  state  courts  called  upon  to  interpret  their  laws 
in  the  late  19th  and  early  20th  centuries  did  focus 
on  the  State’s  interest  in  protecting  the  woman’s 
health  rather  than  in  preserving  the  embryo  and 
fetus.  Proponents  of  this  view  point  out  that  in 
many  States,  including  Texas,  by  statute  or  judicial 
interpretation,  the  pregnant  woman  herself  could 
not  be  prosecuted  for  self-abortion  or  for  cooperat- 
ing in  an  abortion  performed  upon  her  by  another. 
They  claim  that  adoption  of  the  “quickening”  dis- 
tinction through  received  common  law  and  state 
statutes  tacitly  recognizes  the  greater  health  hazards 
inherent  in  late  abortion  and  impliedly  repudiates 
the  theory  that  life  begins  at  conception. 


It  is  with  these  interests,  and  the  weight  to  be 
attached  to  them,  that  this  case  is  concerned. 

VIII 

The  Constitution  does  not  explicitly  mention  any 
right  of  privacy.  In  a line  of  decisions,  however,  the 
Court  has  recognized  that  a right  of  personal  pri- 
vacy, or  a guarantee  of  certain  areas  or  zones  of 
privacy,  does  exist  under  the  Consitution.  In  vary- 
ing contexts  the  Court  or  individual  Justices  have 
indeed  found  at  least  the  roots  of  that  right  in  the 
First  Amendment,  in  the  Fourth  and  Fifth  Amend- 
ments; in  the  penumbras  of  the  Bill  of  Rights;  in 
the  Ninth  Amendment;  ...  or  in  the  concept  of 
liberty  guaranteed  by  the  first  section  of  the  Four- 
teenth Amendment.  . . . These  decisions  make  it 
clear  that  only  personal  rights  that  can  be  deemed 
“fundamental”  or  implicit  in  the  concept  of  or- 
dered liberty,”  are  included  in  this  guarantee  of 
personal  privacy.  They  also  make  it  clear  that  the 
right  has  some  extension  to  activities  relating  to 
marriage,  procreation,  contraception,  family  rela- 
tionships, and  child  rearing  and  education. 

This  right  of  privacy,  whether  it  be  founded  in 
the  Fourteenth  Amendment’s  concept  of  personal 
liberty  and  restrictions  upon  state  action,  as  we 
feel  it  is,  or,  as  the  District  Court  determined,  in 
the  Ninth  Amendment’s  reservation  of  rights  to  the 
people,  is  broad  enough  to  encompass  a woman’s 
decision  whether  or  not  to  terminate  her  pregnancy. 
The  detriment  that  the  State  would  impose  upon 
the  pregnant  woman  by  denying  this  choice  alto- 
gether is  apparent.  Specific  and  direct  harm  medi- 
cally cliagnosable  even  in  early  pregnancy  may  be 
involved.  Maternity,  or  additional  offspring,  may 
force  upon  the  woman  a distressful  life  and  future. 
Psychological  harm  may  be  imminent.  Mental  and 
physical  health  may  be  taxed  by  child  care.  There 
is  also  the  distress,  for  all  concerned,  associated 
with  the  unwanted  child,  and  there  is  the  problem 
of  bringing  a child  into  a family  already  unable, 
psychologically  and  otherwise,  to  care  for  it.  In 
other  cases,  as  in  this  one,  the  additional  difficul- 
ties and  continuing  stigma  of  unwed  motherhood 
may  be  involved.  All  these  are  factors  the  woman 
and  her  responsible  physician  necessarily  will  con- 
sider in  consultation. 

On  the  basis  of  elements  such  as  these,  appellants 
and  some  amici  argue  that  the  woman’s  right  is 
absolute  and  that  she  is  entitled  to  terminate  her 
pregnancy  at  whatever  time,  in  whatever  way,  and 
for  whatever  reason  she  alone  chooses.  With  this 
we  do  not  agree.  Appellants’  arguments  that  Texas 
either  has  no  valid  interest  at  all  in  regulating  the 
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abortion  decision,  or  no  interest  strong  enough  to 
support  any  limitation  upon  the  woman’s  sole  de- 
termination, is  unpersuasive.  The  Court’s  deci- 
sions recognizing  a right  of  privacy  also  acknowl- 
edge that  some  state  regulation  in  areas  protected 
by  that  right  is  appropriate.  As  noted  above,  a state 
may  properly  assert  important  interests  in  safe- 
guarding health,  in  maintaining  medical  standards, 
and  in  protecting  potential  life.  At  some  point  in 
pregnancy,  these  respective  interests  become  suffi- 
ciently compelling  to  sustain  regulation  of  the  fac- 
tors that  govern  the  abortion  decision.  The  pri- 
vacy right  involved,  therefore,  cannot  be  said  to 
be  absolute.  In  fact,  it  is  not  clear  to  us  that  the 
claim  asserted  by  some  amici  that  one  has  an  un- 
limited right  to  do  with  one’s  body  as  one  pleases 
bears  a close  relationship  to  the  right  of  privacy 
previously  articulated  in  the  Court’s  decisions.  The 
Court  has  refused  to  recognize  an  unlimited  right 
of  this  kind  in  the  past. 

We  therefore  conclude  that  the  right  of  personal 
privacy  includes  the  abortion  decision,  but  that 
this  right  is  not  unqualified  and  must  be  consid- 
ered against  important  state  interests  in  regulation. 

We  note  that  those  federal  and  state  courts  that 
have  recently  considered  abortion  law  challenges 
have  reached  the  same  conclusion.  A majority,  in 
addition  to  the  District  Court  in  the  present  case, 
have  held  state  laws  unconstitutional,  at  least  in 
part,  because  of  vagueness  or  because  of  over- 
breadth and  abridgement  of  rights. 

Although  the  results  are  divided,  most  of  these 
courts  have  agreed  that  the  right  to  privacy,  how- 
ever based,  is  broad  enough  to  cover  the  abortion 
decision;  that  the  right,  nonetheless,  is  not  absolute 
and  is  subject  to  some  limitations;  and  that  at  some 
point  the  state  interests  as  to  protection  of  health, 
medical  standards,  and  prenatal  life,  become  domi- 
nant. We  agree  with  this  approach. 

Where  certain  “fundamental  rights”  are  involved, 
the  Court  has  held  that  regulation  limiting  these 
rights  may  be  justified  only  by  a “compelling  state 
interest.” 

In  the  recent  abortion  cases,  cited  above,  courts 
have  recognized  these  principles.  Those  striking 
down  state  laws  have  generally  scrutinized  the 
State’s  interest  in  protecting  health  and  potential 
life  and  have  concluded  that  neither  interest  justi- 
fied broad  limitations  on  the  reasons  for  which  a 
physician  and  his  pregnant  patient  might  decide 
that  she  should  have  an  abortion  in  the  early  stages 
of  pregnancy.  Courts  sustaining  state  laws  have  held 
that  the  State’s  determinations  to  protect  health  or 


prenatal  life  are  dominant  and  constitutionally 
justifiable. 

IX 

The  District  Court  held  that  the  appellee  failed 
to  meet  his  burden  of  demonstrating  that  the  Texas 
statute’s  infringement  upon  Roe’s  rights  was  ne- 
cessary to  support  a compelling  state  interest,  and 
that,  although  the  defendant  presented  “several 
compelling  justifications  for  state  presence  in  the 
area  of  abortions,”  the  statutes  outstripped  these 
justifications  and  swept  “far  beyond  any  areas  of 
compelling  state  interest.”  Roe  and  State  both  con- 
test that  holding.  Roe,  as  has  been  indicated,  claims 
an  absolute  right  that  bars  any  state  imposition  of 
criminal  penalties  in  the  area.  Texas  argues  that 
the  State’s  determination  to  recognize  and  protect 
prenatal  life  from  and  after  conception  constitutes 
a compelling  state  interest.  As  noted  above,  we  do 
not  agree  fully  with  either  formulation. 

A.  The  State  argues  that  the  fetus  is  a “person” 
within  the  language  and  meaning  of  the  Fourteenth 
Amendment.  In  support  of  this  they  outline  at 
length  and  in  detail  the  well-known  facts  of  fetal 
development.  If  this  suggestion  of  personhood  is 
established,  the  appellant’s  case,  of  course,  col- 
lapses, for  the  fetus’  right  to  life  is  then  guaranteed 
specifically  by  the  Amendment.  The  appellant 
conceded  as  much  on  reargument.  On  the  other 
hand,  the  appellee  conceded  on  reargument  that 
no  case  could  be  cited  that  holds  that  a fetus  is  a 
person  within  the  meaning  of  the  Fourteenth 
Amendment. 

The  Constitution  does  not  define  “person”  in  so 
many  words.  Section  1 of  the  Fourteenth  Amend- 
ment contains  three  references  to  “person.”  The 
first,  and  defining  “citizens,”  speaks  of  “persons  born 
or  naturalized  in  the  United  States.”  The  word 
also  appears  both  in  the  Due  Process  Clause  and  in 
the  Equal  Protection  Clause.  “Person”  is  used  in 
other  places  in  the  Constitution:  in  the  listing  of 
qualifications  for  representatives  and  senators;  in 
the  provision  outlining  qualifications  for  the  office 
of  President.  But  in  neaily  all  these  instances,  the 
use  of  the  word  is  such  that  it  has  application  only 
postnatally.  None  indicates,  with  any  assurance, 
that  it  has  any  possible  prenatal  application. 

All  this,  together  with  our  observation,  supra, 
that  throughout  the  major  portion  of  the  19th  cen- 
tury prevailing  legal  abortion  practices  were  far 
freer  than  they  are  today,  persuades  us  that  the 
word  “person,”  as  used  in  the  Fourteenth  Amend- 
ment, does  not  include  the  unborn.  This  is  in  ac- 
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cord  with  the  results  reached  in  those  few  cases 
where  the  issue  has  been  squarely  presented.  In- 
deed, our  decision  in  United  States  v.  Vuitch,  402 
U.S.  62  (1971),  inferentially  is  to  the  same  effect,  for 
we  there  would  not  have  indulged  in  statutory 
interpretation  favorable  to  abortion  in  specified 
circumstances  if  the  necessary  consequence  was  the 
termination  of  life  entitled  to  Fourteenth  Amend- 
ment protection. 

This  conclusion,  however,  does  not  of  itself  fully 
answer  the  contentions  raised  by  Texas,  and  we 
pass  on  to  other  considerations. 

B.  The  pregnant  woman  cannot  be  isolated  in 
her  privacy.  She  carries  an  embryo  and,  later,  a 
fetus,  if  one  accepts  the  medical  definitions  of  the 
developing  young  in  the  human  uterus.  The  situa- 
tion therefore  is  inherently  different  from  marital 
intimacy,  or  bedroom  possession  of  obscene  mate- 
rial, or  marriage,  or  procreation,  or  education.  As 
we  have  intimated  above,  it  is  reasonable  and  ap- 
propriate for  a State  to  decide  that  at  some  point 
in  time  another  interest,  that  of  health  of  the 
mother  or  that  of  potential  human  life,  becomes 
significantly  involved.  The  woman’s  privacy  is  no 
longer  sole  and  any  right  of  privacy  she  possesses 
must  be  measured  accordingly. 

Texas  urges  that,  apart  from  the  Fourteenth 
Amendment,  life  begins  at  conception  and  is  pres- 
ent throughout  pregnancy,  and  that,  therefore,  the 
State  has  a compelling  interest  in  protecting  that 
life  from  and  after  conception.  We  need  not  resolve 
the  difficult  question  of  when  life  begins.  When 
those  trained  in  the  respective  disciplines  of  medi- 
cine, philosophy,  and  theology  are  unable  to  ar- 
rive at  any  concensus,  the  judiciary,  at  this  point 
in  the  development  of  man’s  knowledge,  is  not  in 
a position  to  speculate  as  to  the  answer. 

It  should  be  sufficient  to  note  briefly  the  wide 
divergence  of  thinking  on  this  most  sensitive  and 
difficult  question.  There  has  always  been  strong 
support  for  the  view  that  life  does  not  begin  until 
live  birth.  This  was  the  belief  of  the  Stoics.  It 
appears  to  be  the  predominant,  though  not  the 
unanimous,  attitude  of  the  Jewish  faith.  It  may 
be  taken  to  represent  also  the  position  of  a large 
segment  of  the  Protestant  community,  insofar  as 
that  can  be  ascertained;  organized  groups  that 
have  taken  a formal  position  on  the  abortion  issue 
have  generally  regarded  abortion  as  a matter  for 
the  conscience  of  the  individual  and  her  family. 
As  we  have  noted,  the  common  law  found  greater 
significance  in  quickening.  Physicians  and  their 
scientific  colleagues  have  regarded  that  event  with 


less  interest  and  have  tended  to  focus  either  upon 
conception  or  upon  live  birth  or  upon  the  interim 
point  at  which  the  fetus  becomes  “viable,”  that  is, 
potentially  able  to  live  outside  the  mother’s  womb, 
albeit  with  artificial  aid.  Viability  is  usually  placed 
at  about  seven  months  (28  weeks)  but  may  occur 
earlier,  even  at  24  weeks.  The  Aristotelian  theory 
of  “mediate  animation,”  that  held  sway  throughout 
the  Middle  Ages  and  the  Renaissance  in  Europe, 
continued  to  be  official  Roman  Catholic  dogma 
until  the  19th  century,  despite  opposition  to  this 
“ensoulment”  theory  from  those  in  the  Church 
who  would  recognize  the  existence  of  life  from 
the  moment  of  coirception.  The  latter  is  now, 
of  course,  the  official  belief  of  the  Catholic  Church. 
As  one  of  the  briefs  amicus  discloses,  this  is  a view 
strongly  held  by  many  non-Catholics  as  well,  and 
by  many  physicians.  Substantial  problems  for 
precise  definition  of  this  view  are  posed,  however, 
by  new  embroyological  data  that  purport  to  indi- 
cate that  conception  is  a “process”  over  time,  rath- 
er than  an  event,  and  by  new  medical  techniques 
such  as  menstrual  extraction,  the  “morning-after” 
pill,  implantation  of  embryos,  artificial  insemina- 
tion, and  even  artificial  wombs. 

In  areas  other  than  criminal  abortion  the  law  has 
been  reluctant  to  endorse  any  theory  that  life,  as 
we  recognize  it,  begins  before  live  birth  or  to  accord 
legal  rights  to  the  unborn  except  in  narrowly  de- 
fined situations  and  except  when  the  rights  are  con- 
tingent upon  live  birth.  For  example,  the  tradition- 
al rule  of  tort  law  had  denied  recovery  for  prenatal 
injuries  even  though  the  child  was  born  alive.  That 
rule  lias  been  changed  in  almost  every  jurisdiction. 
In  most  States  recovery  is  said  to  be  permitted 
only  if  the  fetus  was  viable,  or  at  least  quick,  when 
the  injuries  were  sustained,  though  few  courts 
have  squarely  so  held.  In  a recent  development, 
generally  opposed  by  the  commentators,  some  States 
permit  the  parents  of  a stillborn  child  to  maintain 
an  action  for  wrongful  death  because  of  prenatal 
injuries.  Such  an  action,  however,  would  appear 
to  be  one  to  vindicate  the  parents’  interest  and  is 
thus  consistent  with  the  view  that  the  fetus,  at 
most,  represents  only  the  potentiality  of  life.  Simi- 
larly, unborn  children  have  been  recognized  as 
acquiring  rights  or  interests  by  way  of  inheritance 
or  other  devolution  of  property,  and  have  been 
represented  by  guardians  ad  litem.  Perfection  of 
the  interests  involved,  again,  has  generally  been 
contingent  upon  live  birth.  In  short,  the  unborn 
have  never  been  recognized  in  the  law  as  persons 
in  the  whole  sense. 
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In  view  of  all  this,  we  do  not  agree  that,  by 
adopting  one  theory  of  life,  Texas  may  override 
the  rights  of  the  pregnant  woman  that  are  at  stake. 
We  repeat,  however,  that  the  State  does  have  an 
important  and  legitimate  interest  in  preserving  and 
protecting  the  health  of  the  pregnant  woman, 
whether  she  be  a resident  of  the  State  or  a non- 
resident who  seeks  medical  consultation  and  treat- 
ment there,  and  that  it  has  still  another  important 
and  legitimate  interest  in  protecting  the  potential- 
ity of  human  life.  These  interests  are  separate  and 
distinct.  Each  grows  in  substantiality  as  the  woman 
approaches  term  and,  at  a point  during  pregnancy, 
each  becomes  “compelling.” 

With  respect  to  the  State’s  important  and  legiti- 
mate interest  in  the  health  of  the  mother,  the  “com- 
pelling” point,  in  the  light  of  present  medical 
knowledge,  is  at  approximately  the  end  of  the  first 
trimester.  This  is  so  because  of  the  now  established 
medical  fact  . . . that  until  the  end  of  the  first, 
trimester  mortalitv  in  abortion  is  less  than  mortality 
in  normal  childbirth.  It  follows  that,  from  and  after 
this  point,  a State  may  regulate  the  abortion  proce- 
dure to  the  extent  that  the  regulation  reasonably 
relates  to  the  preservation  and  protection  of  ma- 
ternal health.  Examples  of  permissible  state  regu- 
lation in  this  area  are  requirements  as  to  the  quali- 
fications of  the  person  who  is  to  perform  the 
abortion;  as  to  the  licensure  of  that  person;  as  to 
the  facility  in  which  the  procedure  is  to  be  per- 
formed, that  is,  whether  it  must  be  a hospital  or 
maybe  a clinic  or  some  other  place  of  less-than- 
hospital  status;  as  to  the  licensing  of  the  facility; 
and  the  like. 

This  means,  on  the  other  hand,  that,  for  a period 
of  pregnancy  prior  to  this  “compelling”  point,  the 
attending  physician,  in  consultation  with  his  pa- 
tient, is  free  to  determine,  without  regulation  by 
the  state,  that  in  his  medical  judgment  the  patient’s 
pregnancy  should  be  terminated.  If  that  decision  is 
reached,  the  judgment  may  be  effectuated  by  an 
abortion  free  of  interference  by  the  State. 

With  respect  to  the  State’s  important  and  legiti- 
mate interest  in  potential  life,  the  “compelling” 
point  is  at  viability.  This  is  so  because  the  fetus 
then  presumably  has  the  capability  of  meaningful 
life  outside  the  mother’s  womb.  State  regulation 
protective  of  fetal  life  after  viability  thus  has  both 
logical  and  biological  justifications.  If  the  State  is 
interested  in  protecting  fetal  life  after  viability,  it 
may  go  so  far  as  to  proscribe  abortion  during  that 


period  except  when  it  is  necessary  to  preserve 
the  life  or  health  of  the  mother. 

Measured  against  these  standards,  Art.  1196  of 
the  Texas  Penal  Code,  in  restricting  legal  abor- 
tions to  those  “procured  or  attempted  by  medical 
advice  for  the  purpose  of  saving  the  life  of  the 
mother,”  sweeps  too  broadly.  The  statute  makes 
no  distinction  between  abortions  performed  early 
in  pregnancy  and  those  performed  later,  and  it 
limits  to  a single  reason,  “saving”  the  mother's  life, 
the  legal  justification  for  the  procedure.  The  stat- 
ute, therefore,  cannot  survive  the  constitutional 
attack  made  upon  it  here. 

This  conclusion  makes  it  unnecessary  for  us  to 
consider  the  additional  challenge  to  the  Texas 
statute  asserted  on  grounds  of  vagueness. 

XI 

To  summarize  and  to  repeat: 

1.  A state  criminal  abortion  statute  of  the  cur- 
rent Texas  type,  that  excepts  from  criminality  only 
a life  saving  procedure  on  behalf  of  the  mother, 
without  regard  to  pregnancy  stage  and  without 
recognition  of  the  other  interests  involved,  is  vio- 
lative of  the  Due  Process  Clause  of  the  Fourteenth 
Amendment. 

(a)  For  the  stage  prior  to  approximately  the  end 
of  the  first  trimester,  the  abortion  decision  and  its 
effectuation  must  be  left  to  the  medical  judgment 
of  the  pregnant  woman’s  attending  physician. 

(b)  For  the  stage  subsequent  to  approximately 
the  end  of  the  first  trimester,  the  State,  in  promot- 
ing its  interest  in  the  health  of  the  mother,  may, 
if  it  chooses,  regulate  the  abortion  procedure  in 
ways  that  are  reasonably  related  to  maternal  health. 

(c)  For  the  stage  subsequent  to  viability  the 
State,  in  promoting  its  interest  in  the  potentiality 
of  human  life,  may,  if  it  chooses,  regulate,  and  even 
proscribe,  abortion  except  where  it  is  necessary,  in 
appropriate  medical  judgment,  for  the  preservation 
of  the  life  or  health  of  the  mother. 

2.  The  State  may  define  the  term  “physician,” 
as  it  has  been  employed  in  the  preceding  numbered 
paragraphs  of  this  Part  XI  of  this  opinion,  to  mean 
only  a physician  currently  licensed  by  the  State, 
and  may  proscribe  any  abortion  by  a person  who 
is  not  a physician  as  so  defined. 

This  holding,  we  feel,  is  consistent  with  the  rela- 
tive weights  of  the  respective  interests  involved, 
with  the  lessons  and  example  of  medical  and  legal 
history,  with  the  lenity  of  the  common  law,  and 
with  the  demands  of  the  profound  problems  of  tire 
present  day.  The  decision  leaves  the  State  free  to 
place  increasing  restrictions  on  abortion  as  the 
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period  of  pregnancy  lengthens,  so  long  as  those 
restrictions  are  tailored  to  the  recognized  state 
interests.  The  decision  vindicates  the  right  of  the 
physician  to  administer  medical  treatment  accord- 
ing to  his  professional  judgment  up  to  the  points 
where  important  state  interests  provide  compelling 
justifications  for  intervention.  Up  to  those  points 
the  abortion  decision  in  all  its  aspects  is  inherently, 
and  primarily,  a medical  decision,  and  basic  re- 
sponsibility for  it  must  rest  with  the  physician.  If 
an  individual  practitioner  abuses  the  privilege  of 
exercising  proper  medical  judgment,  the  usual 
remedies,  judicial  and  intra-professional,  are  avail- 
able. 

RELEASE  OF  MEDICAL  INFORMATION 
TO  THE  PRESS 

Public  figures  are  in  a different  position,  in  re- 
gard to  publicity,  than  the  ordinary  citizen.  One  of 
the  penalties  of  being  in  the  public  eye  is  the  auto- 
matic surrender  of  a portion,  at  least,  of  one's  right 
of  privacy. 

A patient  or  responsible  friend  or  relative  may 
authorize  a doctor  to  disclose  certain  health  infor- 
mation to  the  press.  Linder  these  conditions,  the 
release  of  information  by  the  physician  does  not 
violate  any  ethical  principle.  However,  a doctor 
may  release  only  authorized  information  or  that 
which  is  public  knowledge. 

The  use  of  the  expression  “medical  authorities” 
is  frequently  used  to  preserve  anonymity  so  that  no 
individual  doctor  can  be  accused  of  having  an  ul- 
terior motive  in  making  a statement  for  the  press. 
It  is  better  to  have  a “medical  authority”  or  a doc- 
tor act  as  spokesman  so  that  the  information  given 
will  be  medically  accurate. — Opinions  and  Reports, 
Judicial  Council  of  the  AMA. 

PH  YSICI AN-PATIEN T-PRESS  RELATIONS 

When  a physician  is  asked  by  the  press  to  discuss 
his  patient’s  medical  condition,  disease  or  illness  he 
must  remember  that  his  obligation  is  to  his  patient. 

The  physician  reports  to  the  patient.  However,  a 
patient  by  virtue  of  his  position  may  have  an  obli- 
gation to  others.  If  so,  he  must  know  and  discharge 
that  obligation  (to  the  electorate  or  to  the  stock- 
holders or  to  others  to  whom  he  is  responsible).  The 
physician  should  insure  the  medical  accuracy  of  any 
authorized  report. 

The  physician  may  not  discuss  patient’s  health 
condition  with  the  press  or  the  public  without  pa- 
tient’s consent  or  in  the  event  of  his  incapacity,  the 
family’s  consent.- — Opinions  and  Reports,  Judicial 
Council  of  the  AMA. 


Letters  To  The  Editor 


Letters  to  the  Editor  are  welcomed  and  will  be  pub- 
lished, if  found  suitable,  as  space  permits.  Like  other 
material  submitted  for  publication,  they  must  be  type- 
written double  spaced  (including  references),  must  not 
exceed  1 Vi  pages  in  length  and  will  be  subject  to  editing 
and  possible  abridgment. 

To  the  Editor:  Just  have  lo  congratulate  you  on  your  ex- 
cellent start  as  Editor.  Your  “Change  in  Direction”  editorial 
is  well  conceived,  well  expressed,  forthright  and  outlines  ad- 
mirable objectives. 

Scientific  and  “Special  Articles”  are  stimulating  too. 

Keep  it  up. 

E.  Tremain  Bradley,  M.D. 

Norwalk,  Conn. 

To  the  Editor:  I’m  glad  our  Journal  is  getting  sparked  up. 
But  maybe  it’s  going  a little  too  fast,  i.e.,  in  the  March  is- 
sue, “Changing  Concepts  In  Medical  Morals,”  by  Chauncey 
D.  Leake.  Who  is  Julian  Huxley,  S.J.? 

Best  wishes  for  continued  joy. 

Robert  Win.  Harkins,  M.D. 

Woodbury,  Conn. 

Editor’s  Note:  It  does  my  heart  good  that  Dr.  Harkins  has 
read  Dr.  Leake’s  article.  As  for  Julian  Huxley,  certainly  this 
distinguished  scientist  and  biologist,  and  author  of  Religion 
Without  Revelation,  is  not  a member  of  the  Society  of 
Jesus  (S.J.).  If  Dr.  Harkins  will  look  at  this  line  a little 
more  carefully,  he  will  note  that  it  reads  “.  . . such  biologists 
as  Julian  Huxley,  S.  J.  Holmes  and  C.  H.  Waddington 


CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40^  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  1st  of  the  month 
TWO  MONTHS  PRECEDING  DATE  OF  ISSUE 


ANESTHESIOLOGIST  needed  for  small  community  hospital 
with  no  obstetrics.  Salary  or  fee  negotiable.  Contact:  Victor 
G.  Sonnen,  M.D.,  President,  Medical  Staff,  Johnson  Memorial 
Hospital,  Stafford  Springs,  Connecticut.  203-684-4251. 

EMERGENCY  ROOM  PHYSICIANS  WANTED.  26,000  plus 
visits  annually  and  growing.  Good  Salary  and  Fringe  Benefits. 
Send  Resume  to  Administrator,  Milford  Hospital,  Milford, 
Conn.  06460. 

FAMILY  PHYSICIAN  needed  in  Westport,  Connecticut.  Ideal 
shoreline  community.  Solo  practice.  Contact:  H.  B.  Shoup, 
M.D.,  226-0040;  227-5287;  227-4088. 

EMERGENCY  ROOM  PHYSICIAN  for  100-bed  full  service 
community  hospital.  Must  be  eligible  for  Connecticut  li- 
censure. No  weekend  coverage.  Attractive  salary,  excellent 
benefits.  Resume  to  Administrator,  World  War  II  Memorial 
Hospital,  Meriden,  Conn.  06450. 


Vol.  37,  No.  6 


289 


290 


SMALL  R011.  1 

Two  forms  of  Cordrari 


CORD**' 

TAPE 

4 meg* 
per  *«•  *’"■ 

- 


Flurandrenolide 


Additional  information  available 
to  the  profession  on  request, 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

300060 


Connecticut  Medicine,  June  1973 


Prevalence  Of  Parasites  In  Puerto  Rican  And 
Black  Children  Of  Hartford,  Connecticut 

Joseph  J.  Pierz,  A.B.  with  Thomas  Lau,  M.D.  and  Martha  L.  Lepow,  M.D. 


Introduction 

In  this  era  of  rapid  transcontinental  travel  and 
minimal  health  screening  for  immigrants  to  the 
Continental  United  States,  many  families  harboring 
parasites  are  migrating  from  endemic  to  non- 
enclemic  areas.  Parasitic  infection,  often  overlooked 
in  the  past  in  the  northeastern  United  States,  is 
rapidly  becoming  recognized  as  a significant  health 
problem.(l) 

In  1965  Archer  et  al(2)  showed  that  20%  of  the 
1,317  Pakistani  and  Indian  children  who  had  immi- 
grated to  England  within  five  years  were  infected 
with  intestinal  helminths;  of  the  total  tested  8% 
had  hookworm.  They  also  found  that  cross-trans- 
mission of  Hymenolepsis  nana,  Ascaris  lumbri- 
coides,  Trichuris  trichiura,  and  hookworm  was 
occurring  in  that  non-endemic  area.  Salem  and 
Truelove(3)  demonstrated  that  hookworm  ova 
could  develop  during  the  summer  into  infective 
filariform  larvae  in  the  soil  of  Oxford,  England. 
These  findings  clearly  indicate  that  persons  immi- 
grating from  areas  endemic  for  parasitic  disease 
may  be  infested  with  intestinal  parasites  and  may 
be  a potential  source  of  infection  for  others. 

Few  studies  of  prevalence  of  parasitic  infestation 
in  the  U.S.  have  been  published  in  recent  years. 
(4,5)  In  1959  Myers  et  al(6)  examined  Philadelphia 
pre-school  Puerto  Rican  children  and  found  41%, 
of  them  harboring  intestinal  parasites.  In  the  same 
year  Weiner  et  al(7)  studied  school  children  in 
Philadelphia  and  concluded  that  83%  of  the  Puerto 
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Rican,  51%  of  the  Negro,  and  30%  of  the  white 
children  examined  had  intestinal  parasitism.  In 
1969  Contractor  and  Lepow  studied  11  Puerto 
Rican  families  who  had  migrated  to  Hartford, 
Connecticut  during  the  previous  two  years  in  which 
one  family  member  was  known  to  have  hookworm 
ova  in  the  feces.  Of  96  persons  tested,  1 1 had  hook- 
worm, 25  hookworm  and  Trichuris,  and  24  Tri- 
churis alone  (Lepow,  M.  and  Contractor,  M.  I., 
1969,  “Some  Observations  on  Hookworm  in  Hart- 
ford,” unpublished  data.  University  of  Connecticut 
School  of  Medicine,  Hartford,  Connecticut).  Based 
on  these  data,  it  appeared  that  a problem  similar 
to  the  one  described  by  Archer,  Weiner  and  Myers 
was  present  in  certain  northeastern  United  States 
cities  where  there  are  recent  immigrant  Puerto 
Ricans.  Thus,  further  studies  seemed  warranted. 

The  present  investigation  was  undertaken  to 
answer  the  following  questions:  (1)  What  is  the 
prevalence  of  hookworm  and  other  potentially 
pathogenic  parasites  among  Hartford’s  low  income 
Puerto  Rican  and  black  families?  (2)  What  is  the 
effect  of  age,  place  of  birth,  and  length  of  residence 
outside  of  an  endemic  area  on  prevalence?  and  (3) 
Are  cross-infections  occurring  in  Hartford? 

A simple,  quick  inexpensive  screening  procedure 
other  than  examination  of  a fecal  sample  is  needed 
to  identify  infested  children.  Since  Fulmer  and 
Huemphner(8)  showed  a positive  correlation  be- 
tween eosinophilia  and  the  presence  of  intestinal 
parasites,  this  study  provided  an  opportunity  to 
evaluate  eosinophilia  and  hematocrit  level  as  gross 
screening  tests  for  parasite  infestation. 

Methods 

A.  Population 

I he  University  of  Connecticut-McCook  Hospital 
is  located  in  North  Hartford,  Connecticut,  with  a 
population  of  43,000  people;  12%  are  Puerto 
Rican  and  82%  are  Negro. # The  study  was  con- 

*Elling,  R.,  Martin,  R.,  Wintrob,  R.,  and  Greenwold,  K. 
December,  1970.  (reproduced)  Health  and  Health  Care  in 
Hartford’s  North  End:  Report  of  the  Health  Action  Survey. 
University  of  Connecticut  Health  Center. 
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ducted  in  the  University  pediatric  clinic  and  ward 
from  December,  1970  through  February,  1971.  Dur- 
ing this  period,  there  were  1,135  patient  visits;  795 
were  by  Puerto  Ricans,  and  almost  all  of  the  re- 
mainder were  black.  Two  hundred  children,  2-18 
years  old,  were  randomly  selected  to  be  screened 
for  parasites,  eosinopliilia,  and  anemia.  Complete 
data  on  160  children  in  131  families  are  presented. 
The  remainder  were  dropped  because  a fecal  sam- 
ple could  not  be  obtained. 

B.  Demographic  Data 

The  following  data  were  obtained  on  each  child 
included  in  this  study:  name,  sex,  race,  age,  address, 
birthplace,  length  of  stay  in  northern  United  States 
cities,  and  data  of  last  visit  to  Puerto  Rico.  It  was 
not  possible  to  obtain  accurate  data  on  the  length 
of  such  visits  or  to  search  for  the  symptoms  and 
signs  of  parasitic  disease. 

C.  Blood  Studies 

A finger  stick  for  microhemotocrit  determina- 
tion-f-  and  blood  smear  was  performed  on  each  sub- 
ject. Blood  smears  were  stained  by  the  Ames  Hema 
Tek  (Division,  Miles  Laboratories,  Inc.,  Elkhart, 
Indiana).  The  percentage  of  eosinophils§  was  cal- 
culated on  the  basis  of  100  leukocytes. 

D.  Fecal  Sample 

A single  fecal  sample  was  obtained  from  each 
child.  A plastic  container  without  preservative  was 
given  to  each  child  with  instructions  that  a stool 
specimen  be  returned  to  the  clinic  within  a week. 
Half  of  the  specimens  were  returned  according  to 
instructions;  the  remainder  had  to  be  obtained 
through  home  visits.  The  fecal  sample  was  exam- 
ined by  formalin-ether  sedimentation  as  described 
by  Ritchie.(9)  These  samples  were  too  old  for  direct 
examination  for  trophozoites,  but  if  protozoan  cysts 
were  seen,  a trichrome  stain  was  done  as  described 
by  Wheatley.(lO)  No  quantitative  egg  counts  were 
done. 


Results 

Prevalence  of  Parasites  Among  Children  Studied 
One  hundred  sixty  patients  were  studied  of 
whom  117  were  Puerto  Rican  and  43  were  Black. 
The  distribution  and  the  results  of  fecal  examina- 
tions are  shown  in  Table  1.  Examination  of  Table 
1 indicates  that  the  prevalence  of  parasitism  among 
these  children  is  quite  low  (32%)  among  two-to- 

f Davidson,  I.  and  Henry,  J.  B.  Todd-Sanford:  Clinical 
Diagnosis  by  Laboratory  Methods,  pp.  146-148. 

§Ibid„  pp.  161-162,  172-173. 


TABLE  1 

RELATIONSHIP  OF  AGE  TO  PRESENCE  OF  PARASITES  AMONG 
160  2-18  YEAR  OLD  PUERTO  RICAN  AND  BLACK  CHILDREN. 


Age  (yrs.) 

Number  with 

Number  studied  parasites 

% 

positive 

2-4 

47  15 

32 

5-9 

71  37 

52 

10-18 

42  27 

64 

Total 

160  79 

49 

TABLE  2 

NUMBER  OF  SUBJECTS  INFESTED  AND  TYPES  OF  PARASITES 

FOUND 

AMONG 

160  PUERTO  RICAN  AND  BLACK  CHILDREN 

T ype  of 

infection 

No. 

Type  of  parasite(s) 

# 

Single 

parasite 

41 

Trichuris  trichura 

37 

Giardia  lamblia 

5 

Ascaris  lumbricoides 

3 

Schistosoma  mansoni 

2 

More  than 

one 

parasite 

32 

Giardia  and  T richuris 

11 

Hookworm  and  Trichuris 

7 

E.  coli  and  Trichuris 

3 

Ascaris  and  Trichuris 

9 

Giardia,  hookworm,  and  Trichuris  2 

E.  nana  and  Tricruris 

l 

E.  histolytica  and  Trichuris 

l 

Giardia,  E.  coli,  and  Trichuris 

i 

Giardia,  E.  nana,  and  E.  coli 

l 

Ascaris,  Trichuris,  Giardia,  and  E.  nana 
Giardia,  E.  nana,  E.  coli,  and  Trichuris 


Total  Positive  79 
Negative  81 

Total  160 


four-year-olds  and  increases  with  increasing  age  to 
an  overall  prevalence  of  49%. 

Half  of  all  the  children  examined  had  intestinal 
protozoans  or  helminths  (Table  2).  The  79  children 
harboring  parasites  may  be  divided  into  two  groups: 
those  in  whom  a single  parasite  was  found  (47)  and 
those  who  had  more  than  one  parasite  (32).  Eight 
species  were  represented  in  various  combinations. 
Trichuris  occurred  in  84%  of  infections.  Giardia 
was  the  next  most  common  parasite  found,  occur- 
ring in  28%  of  infections.  Seventeen  of  these  cases 
were  mixed  infections;  Trichuris  appeared  in  16. 
Nine  cases  of  hookworm  were  found,  comprising 
11%  of  all  positive  specimens.  These  occurred  in 
five  families;  multiple  cases  were  discovered  in  all 
but  one  family.  In  all  nine  instances,  Trichuris  was 
present  as  well.  There  were  also  six  cases  of  Ascaris , 
two  cases  of  S.  mansoni,  and  one  case  of  E.  histoly- 
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tica.  Examination  of  a stained  smear  from  every 
sample  probably  would  have  detected  more  proto- 
zoan infestations. 

Correlation  Between  Birthplace,  Length  of  Resi- 
dency in  Hartford,  Visiting  Patterns  to  Puerto 
Rico,  and  Prevalence  of  Parasites  Among  117 
Puerto  Rican  Children 

Sixty-two  percent  of  all  the  Puerto  Rican  chil- 
dren studied  had  parasites.  This  study  population 
was  divided  into  three  groups.  Group  A consisted 
of  children  born  in  Puerto  Rico  who  had  resided 
in  the  Continental  United  States  less  than  five 
years;  Group  B included  children  born  in  the  Con- 
tinental United  States  who  had  visited  Puerto  Rico 
within  five  years;  and  Group  C included  children 
born  in  the  Continental  United  States  who  had 
never  visited  Puerto  Rico.  Among  those  born  in 
Puerto  Rico  (Group  A),  74%  had  parasites,  whereas 
the  prevalance  of  parasites  among  those  born  in  the 
Continental  United  States  and  had  visited  Puerto 
Rico  (Group  B)  was  22%.  Only  three  of  11  children 
born  in  the  United  States  and  who  had  never 
visited  Puerto  Rico  (Group  C)  had  parasites. 

The  duration  of  residence  in  Hartford  had  little 
effect  on  decreasing  the  prevalence  of  infection 
among  those  in  Group  A.  Even  after  three  to  five 
years  of  residence  in  Hartford,  74%  were  positive. 
However,  hookworm  was  found  only  in  those  who 
had  been  in  the  Continental  United  States  less  than 
three  years.  Giardia  and/or  Trichuris  were  found 
in  four  of  18  children  who  were  born  in  the  United 
States  and  had  visited  Puerto  Rico  (Group  B).  Of 
the  1 1 children  of  Puerto  Rican  ancestry  who  had 
never  been  to  the  Island  (Group  C),  there  were 
harboring  Trichuris.  Thus,  of  the  72  with  para- 
sites, 90%  were  born  in  Puerto  Rico  and  had  re- 
sided in  the  United  States  for  less  than  five  years. 
Correlation  Between  Birthplace  and  Prevalence  of 
Parasites  Among  Black  Children 

Of  the  43  blacks  examined,  seven  children  from 
four  families  were  positive  for  parasites.  All  but 
one  with  parasites  was  born  in  the  southern 
United  States;  three  had  Ascaris  and  three  had 
Trichuris.  The  infested  child  born  in  Hartford 
had  Giardia. 

Correlation  Between  the  Percentage  of  Eosinophils 
in  Peripheral  Blood  and  the  Presence  of  Intestinal 
Parasites. 

There  was  no  positive  correlation  between  eosi- 
nophilia  and  parasitism.  Among  those  positive  for 
parasites,  the  number  of  eosinophils  ranged  from 
0-26,  with  a mean  of  six.  The  eosinophil  count 


ranged  from  0-18  for  those  without  parasites,  with 
a mean  of  four.  If  an  eosinophil  count  of  three  was 
accepted  as  the  upper  limit  for  normal,  then  38% 
of  those  with  eosinophil  counts  below  or  equal  to 
three  would  be  positive  for  parasites.  Among  those 
with  an  eosinophil  count  of  four  or  greater,  62% 
would  be  positive  for  parasites. 

Correlation  Between  Hematocrit  and  Parasitism 

No  correlation  between  hematocrit  and  parasi- 
tism was  found.  Only  two  of  the  79  infected  pa- 
tients had  hematocritcs  below  32%. 

Discussion 

These  data  indicate  that:  (1)  50%  of  the  children 
studied  had  parasites;  although  only  a fraction  of 
these  would  have  disease  from  these  parasites;  (2) 
children  migrating  from  the  southern  United  States 
and  from  Puerto  Rico  are  high-risk  groups  for  para- 
sitic infestation;  (3)  Trichuris  was  the  most  ubiqui- 
tous parasite;  (4)  transmission  of  Giardia  and  Tri- 
churis does  occur  in  Hartford;  and  (5)  hematocrit 
and  percentage  of  eosinophils  are  not  suitable 
screening  methods  for  the  presence  of  intestinal 
parasites. 

The  data  indicate  that  with  few  exceptions,  chil- 
dren positive  for  parasites  were  either  born  in 
Puerto  Rico  and  were  immigrants  to  the  northern 
United  States  within  5 years;  or  in  the  case  of 
blacks,  were  born  in  the  southern  United  States. 
Even  children  under  four  years  of  age  coming  to 
the  northern  United  States  from  endemic  areas 
should  be  evaluated  for  possible  parasitic  infesta- 
tion, because  15  of  47  children  from  this  age  group 
had  parasites. 

Among  the  Puerto  Ricans,  there  was  an  appaxent 
increase  in  the  prevalence  of  parasites  with  increas- 
ing age.  This  most  likely  reflects  the  fact  that  more 
younger  children  have  been  born  in  the  Conti- 
nental United  States,  and  their  exposure  is  dimin- 
ished. The  data  presented  here  for  Puerto  Rican 
children  is  similar  to  the  reports  of  Myers(6)  and 
Weiner(7)  published  14  years  ago.  Apparently, 
efforts  at  control  of  transmission  of  intestinal  para- 
sites iix  Puerto  Rico  have  not  had  a significant  effect 
on  prevalence  of  intestinal  parasitism  in  children. 
The  percentage  of  children  paiasitized  might  have 
beeix  even  higher  if  a minimum  of  three  fecal  sam- 
ples were  examined  from  each  subject  and  if  purga- 
tion was  used/ 11-13) 

There  is  no  evidence  that  hookworm  can  be 
transferred  in  Hartford.  However,  no  special  effort 
was  made  to  find  children  who  had  never  been 
to  an  endemic  area  and  who  were  contacts  of  in- 
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dividuals  excreting  the  hookworm  ova.  There  was 
no  evidence  for  Ascaris  cross-infection  in  Hartford, 
as  all  of  the  six  children  with  Ascaris  were  born  in 
the  southern  United  States  or  in  Puerto  Rico. 

Based  on  the  findings  of  this  investigation,  the 
authors  make  the  following  recommendations:  (1) 
Children  in  the  High  prevalence  groups  which  in- 
clude all  children  born  in  Puerto  Rico  and  in  the 
southern  United  States  should  be  examined  lor 
parasites.  Stool  examinations  should  be  included  as 
part  of  the  well-chilcl  supervision  for  all  children- 
at-risk  under  five  years  of  age.  School  age  children 
could  be  evaluated  in  the  school  system.  (2)  Fami- 
lies should  be  instructed  on  the  mode  of  transmis- 
sion of  these  parasites  and  be  motivated  to  prevent 
their  spread. 
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Complications  of  Arterial  Catheterization 

Morris  D.  Kerstein,  M.D.  and  Gale  R.  Ramsby,  M.D. 


Arteriography  represents  an  informative  method 
of  contrast  Radiography  supplementing  the  present 
armamentarium.  The  use  of  arteriographic  studies 
is  becoming  commonplace  in  today’s  medical  insti- 
tutions with  the  result  that  vascular  radiology  has 
been  among  the  fastest  expanding  subspecialties  in 
diagnostic  radiology. 
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It  is  now  accepted  that  arteriography  must  be 
given  the  aspect  of  an  operative  procedure  since  it 
may  result  in  significant  complications  and  death. 
(1-16)  Therefore,  the  recpiest  for  a procedure  and 
the  proposed  information  it  will  provide  must  be 
weighed  against  its  risks. 

Though  the  translumbar  route  and  direct  arterial 
puncture  method  of  arteriography  are  used,  the 
more  common  approach  is  the  catheter  technic  of 
Seldinger.(17)  The  catheter  method  is  more  popu- 
lar because  of  the  following  advantages:  1)  The 
contrast  medium  may  be  injected  into  a vessel  at 
any  level  desired,  2)  Risk  of  extra-vascular  injection 
of  the  contrast  medium  is  minimized,  3)  The  pa- 
tient may  be  placed  in  any  position  required,  4) 


294 


Connecticut  Medicine,  June  1973 


The  catheter  may  be  left  in  situ  while  the  films 
are  being  developed,  thus  facilitating  re-examina- 
tion if  necessary.  This  method,  of  arterial  puncture 
combined  with  catheterization,  is  used  for  cardiac 
output  measurements  and  organ  perfusions  as  well 
as  the  refined  studies  of  coronary  arteries,  and  the 
thoracic  and  abdominal  branches  of  the  aorta. 
(18,6,19,20)  The  present  study  attempts  to  compare 
the  morbidity  and  mortality  statistics  with  those 
of  a predicted  national  average.  In  1957  Abrams 
reported  a mortality  rate  of  1.7  per  cent  in  thoracic 
aortography.(2)  Morbidity  rates  of  0.47  per  cent 
and  mortality  rates  of  0.28  per  cent  were  reported 
by  McAfee  in  a survey  of  translumbar  aortogra- 
phy.(13)  A serious  complication  rate  of  percutane- 
ous retrograde  arteriography  of  0.7  per  cent  and  a 
mortality  of  0.6  per  cent  were  reported  by  Lang 
in  1963.(10)  The  latter  reported  a minor  complica- 
tion rate  of  approximately  3 per  cent. 

The  study  was  begun  as  a form  of  self-assess- 
ment. The  goal  of  such  a review  is  not  recrimina- 
tion but  rather  an  attempt  at  the  correction  of  any 
shortcomings  should  they  exist.  Diagnostic  and 
therapeutic  angiographic  radiology  is  usually  un- 
dertaken by  a second  year  radiology  resident  under 
the  supervision  of  an  experienced  university  faculty 
staff  angiographer.  There  is  a formal  period  of 
watching  and  assisting  before  the  radiology  resident 
assumes  responsibility  for  the  procedure.  The  pro- 
cedure is  then  done  in  conjunction  with  the  staff 
angiographer  and  both  review  the  films.  Both 
radiologists  and  the  house  officer  directly  concerned 
with  the  patient  follow  the  postangiographic 
course  with  appropriate  notes  on  the  clinical 
chart. 

Material 

The  investigation  comprised  all  complications 
following  catheterization  associated  with  cerebral, 
thoracic,  abdominal  and  peripheral  arteriographies. 
The  patients  were  all  male  varying  in  age  from 
20  to  81  years.  The  period  under  investigation  was 
January  1,  1970  through  October  31,  1971,  in- 
clusive. The  total  number  of  arteriographies  was 
455. 

Only  those  patients  whose  charts  were  available 
were  included  in  this  review.  One  of  the  authors 
read  the  entire  chart,  including  the  doctors  daily 
progress  notes  and  nurses  notes  to  ascertain  the 
presence  of  any  unrelated  problem.  When  possi- 
ble, the  patients  were  interviewed  as  to  recollec- 
tions of  problems. 

During  the  prospective  aspect  (July  1,  1971 
through  Oct.  31,  1971)  of  the  study  the  author 


personally  noted  the  patients  having  arteriography 
for  related  problems.  Their  hospital  charts  were 
again  reviewed.  Interestingly  enough,  the  recorded 
incidence  of  problems  was  quite  accurate  both  to 
degree  and  duration. 

Minor  hematomas  at  the  puncture  site,  cardiac 
arrhythmias  spontaneously  converting  to  regular 
rhythm  and  knots  on  the  catheter  which  did  not 
necessitate  significant  medical  or  surgical  interven- 
tion are  not  included  in  this  analysis.  Catheters 
left  in  place  for  prolonged  periods  of  time  for 
therapeutic  purposes  (e.g.  vasopressin  infusion  for 
G.I.  Bleeding)  were  evaluated  only  during  the  sub- 
sequent 24  hours. 

Clinical  evaluation  of  the  side  effects  of  various 
radiopaque  contrast  media  will  not  be  discussed 
here.  It  is  sufficient  to  state  that  the  number  of 
fatal  reactions  is  remarkably  small. (2 1,22) 

Before  use,  the  catheters  were  rinsed  with  hepa- 
rin solution  (500  International  Units  IV  heparin/ 
1000  ml.  saline)  which  was  also  utilized  as  the 
flushing  solution  during  the  catheterizations.  The 
duration  of  the  catheterization  was  variable;  with, 
peripheral  vessels  requiring  the  shortest  period  of 
time,  the  central  arteries  a longer  period. 

Results 

Four  hundred  thirty  patients  were  included  in 
the  study.  There  were  21  complications  as  noted 
in  Table  1.  Operative  intervention  was  required 
on  seven  occasions.  There  were  no  deaths. 

Twenty-one  complications  represents  a frequency 
of  4.7  per  cent.  There  were  no  complications  from 
visceral  angiography.  Of  the  twenty-one  compli- 
cations six  followed  trans-axillary  arteriography 
for  arteriosclerosis  obliterans  of  the  lower  extrem- 
ity, representing  an  incidence  of  6.1  per  cent.  Direct 
femoral  percutaneous  studies  resulted  in  a compli- 
cation rate  of  10/237  or  4.2  per  cent  for  all  studies 
involving  the  femoral  artery;  but  represented  10/21 
of  the  complications  (48  per  cent).  Therefore,  per- 
cutaneous femoral  studies  were  fraught  with  the 
greatest  incidence  of  complications.  The  remainder 
of  the  complications  occurred  in  aortography,  di- 
rect carotid  angiography  and  retrobrachial  studies. 

The  duration  of  the  catheterization  was  not 
available;  and,  therefore,  no  correlation  between 
length  of  study  and  morbidity  and  mortality  was 
possible.  It  can  be  suggested,  however,  from  obser- 
vation that  central  arteriographies  took  longer  but 
had  fewer  problems.  See  Table  2.  The  majority 
of  the  superior  mesenteric  artery  (SMA)  and  caeliac 
angiographic  studies  were  undertaken  by  the  staff 
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TABLE  1 


Patient 


Type 
of  study 


Complication 


Outcome 


Primary  Disease 


1.  A.S. 


Carotid  via 


Aphasia 


Transient  defect — improving 


femoral 

2.  J.O’C.  Aortogram 
via  femoral 


3.  E.L. 

4 Vessel  study 
via  femoral 

4.  E.S. 

Femoral  via 

transaxillary 

5.  C.A. 

Femoral  via 
transaxillary 

6.  D.W. 

Femoral  via 

transaxillary 

7.  C.S. 

4 Vessel  study 
via  femoral 

8.  W.D. 

Femoral 

9.  J.B. 

Femoral  via 
transaxillary 

10.  E.V. 

Femoral  via 
transaxillary 

11.  F.M. 

Retro-brachial 

12.  J.H. 

Carotid 

13.  R.R. 

Renal  A.  via 
femoral 

14.  A.G. 

4 Vessel  study 
via  femoral 

15.  H.F. 

Carotid 

16.  A.G. 

Retro-brachial 

17.  J.B. 

Renal  a.  via 
femoral 

18.  O.B. 

Renal  a.  via 
femoral 

19.  R.L. 

Carotid 

20.  J.S. 

Femoral 

21.  E.S. 

Femoral  via 
transaxillary 

Loss  of  pulse 
Hemiparesis 

Absent  pulse  in  arm  with 
paresthesia  and  paralysis 
Hematoma  over  1000  cc. 
with  decreased  use  of  arm 
Plaque  dissection  with 
loss  of  leg  pulses 
Infected  right  groin 

Massive  Hematoma 
(Est.  750  cc.) 

Intimal  dissection 

Loss  of  peripheral  pulse 
and  hematoma 
Hematoma  and  loss 
of  pulse 

Hematoma;  varying 
neurologic  signs 
Hematoma,  loss  of  pulse 

Dissection  of  plaque — 
progressive  hemiplegia 
myocardial  infarction 

Transient  hemiplegia 

Subintimal  injection 

Hematoma;  loss  of  pulse; 

thrombophlebitis 

Loss  of  pulse;  hematoma 

Homonymous  hemianopsia 

Loss  of  pulse  and 
hematoma 
Loss  of  pulse 


No  return  of  pulse;  patient 
refused  surgery;  improved; 
treated  with  anticoagulation 
Improved;  treated  with 
steroids 

Improved  after  thrombectomy 
Return  of  pulse 
Improved  after 
conservative  therapy 
Improved;  conservative 
therapy;  return  of  pulse 
Improved  after  incision  and 
drainage,  plus  antibiotics 
Improved  after  evacuation 
of  clot 


Improved  after  thrombectomy; 
pulse  returned 
Pulse  returned  after 
thrombectomy 
Improved  on 
conservative  therapy 
Pulse  returned  after 
conservative  therapy,  Dextran 
80%  resolution  of  hemiplegia 
with  conservative  therapy 
Carotid  pulse  decreased  but 
present;  refused  surgery 
Conservative  therapy; 
improved;  No  loss  of  pulse 
Resolved  spontaneously — 
conservative  therapy;  Pulse 
decreased  but  present 
Resolved  on  conservative 
therapy;  Return  of  pulse 
Resolved  on  conservative 
therapy;  Return  of  pulse 
Spontaneous  resolution; 
conservative  therapy 
Thrombectomy;  improved 
Pulse  returned 
Thrombectomy;  improved 
Pulse  returned 


Cerebrovascular  accident 
originally,  ? subdural  hematoma 
Arteriosclerosis 
Obliterans 

Brain  abscess 

Arteriosclerosis 

Obliterans 

Arteriosclerosis 

Obliterans 

Arteriosclerosis 

Obliterans 

Seizure  disorder 


Arteriosclerosis 

Obliterans 

Arteriosclerosis 

Obliterans 

Cerebrovascular 

Accident 

Hypertension 

Subarachnoid  hemorrhage 


Subdural  hematoma 
Intracranial  mass  lesion 


Renal  mass  (cyst) 

Renal  mass  (cyst) 

? Sub-dural 

Arteriosclerosis 

Obliterans 

Arteriosclerosis 

Obliterans 


Arteriosclerosis 
Obliterans 

Improved;  conservative  therapy;  Arteriosclerosis 
pulse  decreased  but  present  Obliterans 
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TABLE  2 


Type  of  Study 

Frequency 
1970  1971  * 

Complications 

Aortogram  (via  femoral) 

16 

15 

1 

Bronchial 

5 

0 

0 

Carotid 

44 

43 

4 

Caeliac  and  SMA 

41 

39 

0 

Femoral 

28 

26 

9 

Renal 

26 

24 

3 

Brachial 

13 

10 

0 

Retrobrachial 

4 

4 

2 

Transaxillary 

44 

51 

6 

4 Vessel  study  (via  femoral) 

10 

12 

3 

231 

224 

21 

*January-October  1971 


radiologist.  Though  absolute  numbers  are  not 
available,  there  were  many  more  problems  when 
the  study  was  undertaken  by  a member  of  the  resi- 
dent staff. 

Discussion 

Complications  connected  with  catheterizations 
are  well  known.  There  is  a report  of  those  com- 
plications occurring  during  a 22  month  period  at 
a university-affiliated  Veterans  Administration  Hos- 
pital. Among  the  larger  series  are  Lang  (1963) 
11,402  catheterizations  and  the  American  Heart 
Association  Cooperative  study  on  cardiac  catheter- 
izations (1968)  12,367;  the  complication  rate  for 
the  former  was  0.5  per  cent  and  the  latter  0.3  per 
cent.(6,10,l  1)  In  a study  from  Uppsala  University 
Hospital  in  Sweden  the  frequency  was  0.38  per 
cent  in  7166  angiocardiographies  and  thoracic 
aortographies;  and,  0.45  per  cent  in  2461  abdom- 
inal and  peripheral  arteriographies. (9)  There  is  no 
statistical  difference  in  any  study  between  periphe- 
ral and  central  arteriographies.  The  longer  central 
arteriography  studies  were  not  accompanied  by  a 
higher  frequency  of  surgical  complications.  This 
was  disputed  by  Seligman  in  his  study  utilizing 
oscillometry  and  “pull-out  angiograms.”  He  stated 
that  all  parameters  studied  were  significant  in  mor- 
bidity studies  including  type  of  catheter,  duration 
of  procedure  and  oscillometric  index  of  limb. (14) 

Many  studies  delayed  forty-eight  hours  reveal 
that  the  complications  attributed  to  angiography 
are  in  fact  secondary  to  the  primary  disease. (23)  It 
has  been  pointed  out  that  difficulty  sometimes 
arises  in  analyzing  the  relationship  of  the  patient’s 
pre-angiographic  condition  to  his  post-angiographic 
condition.  Some  post-angiographic  complications 
are  in  fact  due  to  the  primary  disease  and  not  sec- 
ondary to  arterial  puncture  and  injection  of  con- 


trast material.  Examples  would  be  the  onset  of 
angina,  myocardial  infarction,  fever  and  thrombo- 
phlebitis occurring  without  contrast  studies  in  pa- 
tients scheduled  for  such  angiography.  This  cer- 
tainly could  have  been  the  situation  in  two  of  the 
studies  involving  the  carotid  vessels.  Both  patients 
were  labile  and  their  primary  diseases  (brain  ab- 
scess, stroke)  could  have  been  responsible. 

It  is  important  to  prevent  even  minor  compli- 
cations so  as  to  avoid  significant  morbidity  and 
mortality.  There  must  be  clear  indications  for  the 
arteriographic  examination  especially  in  patients 
with  advanced  atherosclerotic  disease.  The  catheter- 
ization procedure  and  puncture  site  must  be 
chosen  with  consideration  to  the  patient’s  condi- 
tion and  diagnostic  problem.  The  site  must  be  pre- 
pared as  a surgical  field.  The  rinsing  and  frequent 
irrigation  of  catheters  with  a heparinized  solution 
will  reduce  the  incidence  of  thrombosis.  Careful 
local  anesthesia  and  periarterial  anesthesia  prior 
to  arterial  puncture  are  necessary  to  reduce  the 
risk  of  spasm.  Proper  calibre  catheters  should  be 
selected  so  that  narrow  lumen  vessels  are  not  oc- 
cluded. 

Before  using  a pressure  injector,  manual  injec- 
tion of  contrast  material  under  fluoroscopic  con- 
trol to  localize  the  catheter  position  will  prevent 
sub-intimal  injections.  At  the  conclusion  manual 
pressure  should  be  applied  until  it  is  established 
there  is  no  bleeding.  The  patient  should  be  ob- 
served under  careful  supervision  for  pulse,  pallor, 
pain,  paresthesia  or  paralysis,  all  signs  of  arterial 
insufficiency. 

Complications  can  and  should  be  detected  at  an 
early  stage.  A vascular  surgeon  should  be  consulted 
when  the  signs  of  vascular  ischemia  appear. (24,1 1) 

Patients  scheduled  for  arteriograms  should  have 
the  same  baseline  studies  as  pre-operative  patients. 
Included  for  evaluation  should  be  a history,  physi- 
cal examination,  EKG,  chest  x-ray,  BUN  or  crea- 
tinine and  a hemogram  that  includes  some  bleed- 
ing and  clotting  parameters. 

Because  complications  are  decreasing  with  all 
forms  of  angiography,  owing  to  refinements  in  tech- 
nique and  contrast  media,  there  should  be  no  hesi- 
tancy in  employing  such  a procedure  when  the  in- 
formation to  be  gained  may  guide  patient  manage- 
ment. 

Summary  and  Discussion 

The  morbidity  and  mortality  of  a supposed  in- 
nocuous procedure  should  often  Ire  reviewed  to 
maintain  a standard  level  of  medical  practice. 

The  allegeric  complications  secondary  to  the 
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iodine  containing  drugs  for  angiography  represent 
a constant.  However,  the  problems  of  dissection  of 
an  atheromatous  plaque,  hematoma  formation, 
thrombosis,  perivascular  injection,  A-V  fistula  and 
hemorrhage  are  related  to  the  skill  and  experience 
of  the  angiographer.  The  degree  of  supervision  and 
graded  progressive  responsibility  one  rates  in  a 
surgical  training  program  should  be  the  same  pat- 
tern for  the  training  of  radiologists  and  others  un- 
dertaking angiography. 

The  angiographic  complication  rate  for  a uni- 
versity affiliated  Veterans  Administration  Hospital 
was  reviewed.  Included  are  suggestions  for  improv- 
ing upon  that  complication  rate. 
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What  The  Clinician  Needs 
To  Know  About 
NUCLEAR  MEDICINE 


PHILIP  ZAGER,  M.D.  and 
GERALD  S.  FREEDMAN,  M.D. 


Fundamentals  of  Radionuclide  Thyroid  Evaluation 


Nuclear  Medicine  procedures  are  of  unique  value 
in  the  investigation  of  thyroid  disorders  because 
of  the  unique  concentration  of  iodine  and  its  chemi- 
cal analogues  in  the  gland.  The  first  radioisotope 
of  iodine  was  produced  by  Fermi  in  1934(1)  and 
today  many  isotopes  of  iodine  are  readily  available 
of  which  125I  and  131I  are  the  most  widely  used.  In 
addition  99mTc-pertechnetate  is  popular  for  thyroid 
imaging  because  it  is  trapped  in  the  same  manner 
as  iodides  and  has  ideal  imaging  characteristics 
with  a low  radiation  dose.  See  Table  1. 

An  understanding  of  basic  thyroid  physiology 
and  iodine  metabolism  is  helpful  for  the  proper  in- 
terpretation of  the  studies  performed  in  the  nuclear 
medicine  laboratory.  The  synthesis  of  thyroid  hor- 
mone occurs  in  four  steps: 

1.  Trapping:  Iodine  trapping  mechanism  is  of 
avidity  that  it  can  produce  a concentration 
gradient  of  200  to  1. 

2.  Oxidation:  2 I-  presumably  with  hydrogen 
peroxide  acting  as  the  oxygen  donor. 

3.  Organification:  iodination  of  the  amino  acid 
tyrosine  producing  mono  and  diiodo-tyrosine. 

4.  Coupling  of  molecules  of  mono  and  diiodo- 
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tyrosine  to  produce  triiodothyronine  (T3)  and 
thyroxine  (T4). 

Incorporated  iodide  is  oxidized  and  organified 
extremely  rapidly.  The  thyroid  hormone  that  is 
produced  is  bound  within  thyroglobulin  and  stored. 
When  needed  this  is  broken  down  by  enzymatic 
proteolysis  with  resultant  release  of  hormone  into 
the  blood  stream. 

The  iodine  pool  is  distributed  in  a space  equiv- 
alent to  35%  of  body  weight.  In  addition  to  the 
thyroid,  iodine  is  accumulated  by  salivary  glands, 
stomach,  skin  and  muscle.  Normal  thyroid  contains 
approximately  8 mgm  of  iodide.  The  remaining 
extra  thyroidal  pool  contains  about  2 mgm.  The 
thyroid  gland  and  kidney  are  the  main  means  of 
clearing  iodine  from  blood.  The  renal  clearance 
is  approximately  twice  thyroidal  clearance  in  the 
normal. (2) 

The  earliest  test  utilizing  radioiocline  was  the 
radioiodine  uptake  (RAIU).  This  test  is  based  on 
the  fact  that  thyroid  utilizes  radioiodine  in  the 
same  manner  as  stable  127I  from  the  diet.  By  this 
means  tracer  uptake  gives  us  quantitative  infor- 
mation on  utilization  of  stable  iodine  for  synthesis. 
In  our  department  we  give  10  p,Ci  of  131I  and  count 
over  the  thyroid  at  2 hours  and  24  hours. 

Results  are  reported  as: 

Dose  taken  up  by  thyroid 
Dose  administered 


TABLE  1 

COMMONLY  USED  ISOTOPES  IN  THYROID  STUDIES 


Isotope 

n/2 

Use 

Advantage 

Disadvantage 

133J 

13  hours 

Scan 

Low  radiation  dose 

Short  Ti/2,  cyclotron  produced 

125 1 

60  days 

? treatment,  in  vitro  tests 

No  /3  emission 

y energy  too  low  for  imaging 

131J 

8.1  days 

Scan,  uptake,  treatment 

Inexpensive 

Relatively  high  radiation  dose 

99m'' 

6 hours 

Scan 

Generator  produced, 
low  radiation  dose 

Not  good  for  functional 
evaluation 

,5Se 

120  days 

Scan 

Metabolic  distribution 

High  radiation  does,  expensive 

113m 

1.5  hours 

Scan 

Distribution  propor- 
tional to  blood  flow, 
low  dose 

Limited  dose,  need  generator 
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and  expressed  as  a percentage.  Normal  values  dif- 
fer slightly  in  various  areas  of  the  U.S.A.  Our  nor- 
mal range: 

2 hours  3-10% 

24  hours  13-28% 

In  the  last  few  years  there  has  been  a reduction 
in  the  lower  limit  of  normal  due  to  wide  spread  use 
of  iodinated  salt  and  iodinated  preservatives  in 
bread.  Children  have  the  same  range  as  adults; 
however,  post-menopausal  females  and  adult  males 
show  a slight  decline  in  normal  values  with  ad- 
vancing age.  Due  to  the  difficulty  in  establishing 
a meaningful  lower  limit  of  normal,  the  test  is  of 
dubious  value  in  establishing  the  diagnosis  of  hy- 
pothyroidism. 

The  normal  patient  reaches  peak  uptake  by  24 
or  48  hours.  Under  certain  conditions  the  peak 
may  occur  much  earlier,  thus  the  necessity  for  ob- 
taining a 2 hour  value.  In  hyperthyroidism  iodine 
turnover  may  be  very  rapid  resulting  in  an  early 
peak.  Chronic  thyroiditis  and  congenital  goiter 
due  to  organification  defects  are  frequently  asso- 
ciated with  early  peaks  and  lower  24°  values. 
These  patients  may  be  studied  further  by  means 
of  perchlorate  flush  test.  This  is  based  on  the  prem- 
ise that  131I  which  is  trapped  but  not  organified 
wi  11  1 je  quickly  “flushed”  out  of  the  gland  by  the 
excess  perchlorate. 

Patients  with  non  toxic  nodular  goiters  usually 
have  normal  RAI  uptakes.  Toxic  nodular  goiter 
is  associated  with  elevated  uptakes  and  the  majority 
of  patients  with  solitary  hot  nodules  have  uptakes 
in  the  normal  range. 

RAIU  is  sensitive  to  interference  from  a wide 
variety  of  factors.  Certain  prerequisites  are  needed 
for  a reliable  test.  The  body  iodine  pool  must  be 
normal  because  as  the  amount  of  stable  127I  in- 
creases the  131I/127I  fraction  decreases,  thus  an  ex- 
panded pool  produces  a falsely  low  uptake  of  131I. 
A depleted  pool  (found  in  iodine  poor  diets),  re- 
sults in  an  elevated  uptake.  For  a reliable  result 
reasonably  normal  renal  function  is  important  since 
the  test  is  in  fact  a measure  of  relative  efficiency 
of  thyroid  trapping  compared  to  efficiency  of  renal 
excretion. 

Exogenous  iodides  are  a common  source  of  diffi- 
culty (see  Table  2),  medication  with  large  amounts 
of  iodide  give  falsely  low  values.  Exogenous  thy- 
roid preparations  result  in  a decrease  in  TSH 
(thyroid  stimulating  hormone),  thus  suppressing 
the  trapping  function  of  the  gland.  Most  patients 
will  return  to  their  usual  values  within  several 
weeks  of  discontinuing  such  medication.  It  is  best 


TABLE  2 

COMMON  SOURCES  OF  EXCESSIVE  IODINE  AND  DURATION  OF  EFFECT 


Inorganic 

Lugol’s  solution 

2 — 4 weeks 

Potassium  or  sodium  iodide 

2 — 4 weeks 

Mineral  supplements  and  foods 

containing  more  than  0.5  mg 

iodine  daily 

1 — 4 weeks 

Organic 

Radiopaque  dyes 

Cholecystography 

4 weeks — indefinite 

Urography 

2 — 4 weeks 

Angiography 

2 — 4 weeks 

Bronchography 

4 weeks — indefinite 

Myelography 

4 weeks — indefinite 

Antiparasitic  iodinated  compounds 

2 — 4 weeks 

Skin  ointments  (Vioform) 

2 — 4 weeks 

Common  medications  containing  iodides 
Cough  syrups 
Cold  capsules 


to  wait  4-6  weeks  before  scheduling  RAIU  if  pa- 
tient has  been  on  dessicated  thyroid  or  synthetic 
preparation  of  thyroxine.  However,  if  patient  is 
on  a T3  preparation  such  as  Cytomel®  a shorter 
interval  is  permissible.  Antithyroid  drugs  of  the 
thionamide  class  exert  their  main  action  by  in- 
hibiting of  tyrosine.  Since  they  act  beyond  the 
trapping  phase  they  have  little  effect  upon  the  2 
hour  uptake  but  they  will  lower  later  uptake  values. 
After  discontinuing  these  medications,  a rebound 
phenomena  may  occur  that  lasts  several  weeks. 

Because  of  the  many  pitfalls  inherent  in  RAIU 
diagnostic  impressions  should  be  verified  by  per- 
formance of  one  or  more  of  the  newer  in  vitro 
procedures.  T-3  resin  uptake  measures  the  binding 
capacity  of  the  patient’s  plasma  for  triiodothyro- 
nine. T4  by  column  measures  thyroxine  iodide 
while  the  newer  T4  Murphy-Patee  actually  meas- 
ures thyroxine.  T4  MP  while  not  altered  by  iodide 
contamination  is  affected  by  other  factors.  Radio- 
immunoassay of  TSH  is  now  possible.  Presently  the 
major  use  of  this  technique  is  in  the  establishment 
of  diagnosis  of  primary  hypothyroidism. 

Thyroid  Scanning 

99mTc-pertechnetate  is  presently  the  agent  of 
choice  for  thyroid  scanning.  It  is  trapped  by  the 
gland  but  not  organified.  Its  favorable  physical 
characteristics  allow  us  to  administer  millicurie 
amounts,  usually  3-6  mCi  are  given.  The  normal 
scan  shows  the  thyroid  to  be  bilobed,  the  right 
lobe  is  slightly  larger  than  the  left  (right  is  5.1  ± 
0.8  cm,  left  lobe  is  4.6  ± 0.8  cm(3) ).  The  widths 
are  normally  equal  the  lobes  may  be  lobulated, 
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the  appearance  of  the  isthmus  is  quite  variable. 
Figure  1 shows  a 131I  and  99mTc  thyroid  scan. 

Evaluation  of  palpable  thyroid  nodules  is  the 
most  common  indication  for  thyroid  scanning. 
While  the  scan  is  very  good  at  detecting  nodules, 
small  nodules  on  the  posterior  or  lateral  surface 
may  be  missed  on  an  anterior  scan.  Sometimes 
oblique  views  may  help  identify  these.  In  the 
diagnostic  workup  of  a thyroid  nodule  we  should 
attempt  to  answer  the  following  questions: 

1)  Is  it  solitary? 

2)  Is  it  functional  and  if  so,  is  it  autonomous? 

3)  What  is  the  status  of  the  rest  of  the  gland? 
Nodules  are  classified  as  functional  (hot)  and  non 
functional  (cold).  In  a hot  nodule  the  concentration 
of  radioisotope  is  similar  to  or  exceeds  that  in 
normal  surrounding  tissue.  Cold  nodules  contain  a 


Figure  1 

Non  toxic  Nodular  Goiter.  The  upper  scan  performed  with 
131I  shows  several  focal  areas  of  decreased  uptake  and  an  en- 
larged right  lobe.  The  patient  was  euthyroid  and  these  find- 
ings are  characteristic  of  a non-toxic  nodular  goiter.  The 
lower  scan  done  with  90mTc  shows  an  identical  pattern.  Note 
the  increased  blood  background  and  activity  in  the  right 
sub-mandibular  gland  (just  above  913). 


lower  than  normal  concentration  of  isotope. 

Hot  Nodules 

Although  the  scan  can  identify  a functioning 
nodule  it  cannot  establish  the  pathological  entity. 
Functional  nodules  may  represent  benign  adenoma, 
localized  goiter  or  adenomatous  hyperplasia.  They 
are  almost  always  benign.  They  may  be  autono- 
mous. An  autonomous  nodule  is  one  in  which  the 
rate  of  synthesis  and  release  of  thyroid  hormone 
is  independent  of  circulating  levels  of  TSH  and 
thus  result  in  suppression  of  adjacent  tissue.  Au- 
tonomy can  be  confirmed  with  a T3  suppression 
study.  A baseline  RAIU  and  scan  are  done,  fol- 
lowed by  8 days  of  Cytomel®  7.5  /xg/day  with 
repeat  RAIU  and  scan  on  day  8.  The  Cytomel® 
acts  to  decrease  circulating  TSH.  Normal  response 
is  for  RAIU  to  decrease  to  50%  of  baseline  uptake 
or  absolute  value  of  less  than  20%  and  for  scan 
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Figure  2 

Autonomous  Nodule.  The  upper  scan  on  a euthyroid  pa- 
tient shows  a hot  nodule  on  the  right  side.  No  activity  is 
seen  on  the  left.  Following  TSFt  stimulation  the  left  lobe  is 
visualized  proving  this  tissue  has  been  suppressed  by  the 
right  sided  hyperfunction.  This  hyperfunctioning  nodule 
did  not  suppress  on  a course  of  T3. 
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to  show  significant  decrease  in  tracer  accumula- 
tion. 

To  suppression  study  is  also  utilized  in  evalua- 
tion of  patients  with  suspected  Graves  disease 
(diffuse  toxic  goiter).  Patients  with  Graves  may 
be  euthyroid  or  hyperthyroid  but  their  hallmark 
is  that  they  are  not  suppressible. 

TSH  stimulation  test  is  useful  in  further  study  of 
patients  with  autonomous  hot  nodules.  It  can  con- 
firm the  presence  of  normal  tissue  that  has  been 
suppressed.  Patient  is  given  bovine  TSH  5 units 
daily  for  three  days.  If  tissue  has  been  suppressed 
followup  scan  will  show  functional  parenchyma 
not  seen  on  the  initial  scan.  TSH  stimulation  test 
is  also  of  value  in  differentiating  primary  from 
secondary  hypothyroidism.  See  Fig.  2. 

Cold  Nodul  es 

Cold  area  on  scan  may  represent  adenoma,  malig- 
nancy, non  toxic  nodular  goiter  or  a localized  area 
of  thyroditis.  Prime  concern  in  dealing  with  a cold 
nodule  is  the  possibility  of  malignancy.  Most  cold 
nodules  are  benign  and  if  more  than  one  is  present 
the  risk  of  malignancy  is  less.  Solitary  cold  nodules 
although  still  mostly  benign,  represent  the  highest 
risk  of  malignancy. 

Dynamic  flow  studies  utilizing  99mTc-pertechne- 
tate  has  been  used  in  the  evaluation  of  cold  nod- 
ules.(4)  Well  vascularized  areas  are  more  likely  to 
be  carcinomatous,  whereas  poorly  vascularized 
areas  usually  represent  involutional  nodules,  local- 
ized areas  of  thyroiditis  or  cystic  lesions. 

75Se-selenomethionine  has  been  advocated  as  an 
aid  in  the  diagnosis  of  cold  nodules. (5)  It  is  in- 
corporated into  protein  by  metabolically  active 
tissue  i.e.  normal  and  malignant  tissue  alike.  There- 
fore an  area  that  is  cold  on  99mTc-pertechnate 
scanning  but  hot  with  75Se-selenomethionine  is 
unlikely  to  represent  a thyroid  cyst.  It  is  not  of 


value  in  differentiating  adenoma  from  carcinoma. 

Use  of  thyroid  echography  is  promising  in  eval- 
uation of  cold  nodules.  It  can  usually  establish 
whether  this  area  is  cystic  or  represents  a solid 
tumor. 

Thyroid  scanning  is  valuable  in  diagnosis  of 
substernal  goiter.  Substernal  extension  of  goiter  is 
a common  cause  of  superior  mediastinal  widening. 
Since  such  goiters  are  typically  multinodular  the 
amount  of  functioning  tissue  is  often  less  than  an- 
ticipated from  roentgenographic  findings.  Because 
of  their  physiological  characteristics  radioiodine  is 
usually  preferred  for  scanning  of  suspected  sub- 
sternal goiter. 

Conclusion 

Thyroid  scanning  is  the  oldest  imaging  proce- 
dure in  nuclear  medicine.  Although  newer  radio- 
pharmaceuticals with  preferred  physical  and  bio- 
logical properties  are  being  used,  the  thyroid  scan 
continues  to  be  an  important  study  in  the  evalua- 
tion of  thyroid  morphology.  Greater  competitive 
challanges  have  occurred  in  the  usefulness  of  the 
radioactive  iodine  uptake  (RAI)  as  a measure  of 
thyroid  function.  The  introduction  of  more  specific 
blood  assays  of  T3,  T4  and  TSH  have  provided 
an  unusually  broad  spectrum  of  diagnostic  tests 
for  the  evaluation  of  thyroid  function. 
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COOPERATIVE  DIAGNOSTIC  LABORATORIES 

Concerns  known  as  “cooperative  diagnostic  laboratories”  have  been  organized  in 
which  practicing  physicians  participate  as  “members.”  Information  indicates  that  or- 
ganization is  effected  in  such  a manner  that  control  will  lie  in  the  hands  of  the  promoters 
and  directors  of  these  schemes  and  that  practicing  physicians  are  then  expected  to  refer 
work  to  the  laboratories  operated  by  the  concern.  As  a consideration  for  such  referrals, 
the  physician  members  receive  from  the  laboratories  compensation  varying  with  the 
amount  of  work  referred.  Schemes  of  this  kind  are  unethical  and  directly  opposed  to  the 
interest  of  scientific  medicine.— Opinions  and  Reports,  Judicial  Council  of  the  AMA. 
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One  of  the  unexpected  fallouts  of  the  new  Social  Se- 
curity Amendments  has  been  the  tremendous  interest 
aroused  in  the  socio-economics  of  medical  care.  The  lead- 
ership conference  which  was  held  in  Chicago,  February 
16-18,  had  hoped  to  draw  some  three  hundred  and  fifty 
guests,  but  instead  was  overwhelmed  by  a turnout  of 
more  than  seven  hundred  and  fifty,  most,  no  doubt,  com- 
ing to  hear  about  Professional  Service  Review  Organiza- 
tions. Many  were  disappointed  since  more  questions  were 
asked  and  left  unanswered  than  ever  before.  What  would 
the  program  cost?  Will  the  review  mechanism  produce 
savings?  When  standards  and  normals  of  care  are  established,  will  they  become 
the  modes  of  practice  and  drive  costs  even  higher?  Apparently,  H.E.W.  has 
realized  that  it  must  “fly  by  the  seat  of  its  pants”  for  two  to  three  years  before 
hard  and  fast  rules  and  regulations  can  be  formulated,  as  happened  in  the  Medi- 
care and  Medicaid  Programs. 

Both  members  of  Congress  in  their  presentations  asked  for  physician  input 
on  a cooperative  basis  into  any  national  health  plan  being  considered.  Repre- 
sentative Gerald  Ford  predicted  that  some  form  of  national  health  insurance 
going  beyond  catastrophic  coverage  would  emerge  from  this  session  of  Congress 
and  suggested  that  we  concentrate  our  lobbying  on  the  Senate  House  conference 
committee  where  the  compromise  bill  would  be  decided  upon.  Senator  Lloyd 
Bengsten  raised  some  eyebrows  when  he  praised  the  AMA  for  its  foresight  in 
aiding  Senator  Bennett  in  writing  the  P.S.R.O.  amendment.  This  misconception 
was  corrected  the  following  day  by  members  of  the  Board  of  Trustees  who  pointed 
out  that  the  AMA  had  continued  to  oppose  the  amendment  until  the  day  it 
was  passed. 

Of  the  various  seminars  offered — and  all  were  very  well  attended — the  one 
that  packed  the  room,  concerned  the  unionism  movement  in  medicine.  I hope 
to  elaborate  on  this  in  a later  page,  but  suffice  it  to  say,  the  pro-union  panelists 
had  come  well  prepared  and  produced  a most  interesting  few  hours. 

The  AMA’s  Department  of  Radio,  TV  and  Motion  Picture  had  produced  a 
film  entitled  “These  Days  in  February,”  dubbed  the  “Tree  Film”  which  caused 
much  favorable  comment  in  its  method  of  presenting  the  problems  facing  or- 
ganized medicine.  We  placed  ourselves  on  the  mailing  list  and  when  it  is  avail- 
aide,  we  hope  to  show  the  film  at  our  semi-annual  meeting. 

One  came  away  from  this  successful  meeting  with  the  realization  that  there 
was  ferment  taking  place  within  American  Medicine  and  that  if  the  results  were 
not  to  our  liking,  it  certainly  would  not  be  for  lack  of  interest. 

Sidney  L.  Cramer,  M.D. 
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Alien  Travelers 

Despite  the  great  advances  during  the  last 
decades  in  the  control,  prevention,  treatment, 
and  even  eradication  of  some  diseases  that  for 
centuries  have  threatened  our  society  through- 
out all  parts  of  the  world,  intestinal  parasites 
continue  their  infiltration  of  human  beings  al- 
most as  freely  as  ever.  Approximately  one-third 
of  the  people  of  the  world  have  parasitic  infec- 
tions and  many  are  host  to  more  than  one  or- 
ganism. Although  the  American  physician,  par- 
ticularly in  the  New  England  area,  rarely  has  to 
consider  significant  infestation  with  parasites 
because  most  of  them  are  endemic  to  specific 
and  sometimes  outlandish  geographical  areas, 
the  extensive  journeys  of  the  modern  jet  traveler, 
the  return  of  military  and  Peace  Corps  person- 
nel, and  the  arrival  of  United  States  citizens 
from  the  Caribbean  areas,  particularly  Puerto 
Rico,  have  resulted  in  increased  incidence  of 
parasitic  disease  encountered  by  physicians  in 
the  United  States. 

In  the  present  issue  of  the  Journal  Pierz  et  al1 
show  that  62%  of  117  Puerto  Rican  children 
studied  in  Hartford,  Connecticut,  had  parasites 
and  that  90%  were  born  in  Puerto  Rico  and  had 
resided  in  the  United  States  for  less  than  five 
years.  The  survey  also  shows  that  16%  of  43 
black  children  born  in  the  southern  United 
States  had  parasites.  The  authors  found  no  posi- 
tive correlation  between  the  incidence  of  anemia, 
eosinophilia,  and  parasitism.  In  1965-66,  a sur- 
vey2 of  the  prevalence  of  intestinal  parasitism  in 
Puerto  Rico  in  school  children  5-16  years  of  age 
showed  an  increase  incidence  of  parasitic  infec- 
tion in  six  localities  previously  surveyed  on  two 
occasions  at  five  year  intervals.  The  frequency 
of  intestinal  parasitism  was  intimately  related  to 
the  degree  of  education  of  the  family  and  to  over 
crowding,  large  families  with  five  or  more  chil- 
dren being  at  greater  risk. 

The  anemia  of  parasitic  infection  is  observed 
more  frequently  among  people  living  in  rural 
tropical  areas  than  in  the  cities.  The  anemia  is 
a complication  of  certain  parasitic  infections  and 
results  from  bleeding,  hemolysis,  or  diminished 


red  blood  cell  production  or  a combination  of  all 
these  factors.  The  severity  of  anemia  is  related 
to  the  type  of  parasitic  infection,  the  duration 
of  infection,  and  the  number  of  parasites.3 

Eosinophilia  is  usually  observed  in  helminthic 
infections,  but  not  in  protozoal  infections.  Gen- 
erally helminths  that  invade  tissues  cause  more 
marked  eosinophilia  than  those  that  remain  in 
the  intestinal  lumen.  The  eosinophilia  is  most 
marked  during  the  acute  and  invasive  stage  of 
illness  but  lack  of  eosinophilia  cannot  be  used  to 
exclude  a diagnosis. 

The  physician  should  be  aware  that  only  a 
small  percentage  of  infected  persons  will  mani- 
fest gastrointestinal  symptoms.  Therefore  those 
persons  who  represent  a high  prevalence  group 
should  be  carefully  investigated  for  evidence  of 
infection.  Stool  examination  for  parasites  should 
be  part  of  the  routine  medical  evaluation  of  all 
high  risk  groups  and  even  the  relatives  of  those 
persons  with  infection  should  be  evaluated  and, 
if  necessary,  treated. 

Most  recently  Most1  and  Revar'  have  reviewed 
the  individual  aspects,  diagnostic  procedures, 
and  most  effective  treatment  of  parasitic  infec- 
tions of  the  gastrointestinal  tract  that  are  most 
likely  to  be  encountered  by  physicians  in  the 
United  States. 

An  additional  importance  of  finding  the  intes- 
tinal parasite  lies  in  the  fact  that  the  infected 
person  does  not  live  hygienically  and  therefore 
proper  education  should  be  the  main  goal  in  the 
control  and  prevention  of  parasitism.  This  paper 
is  of  additional  importance  since  it  was  carried 
out  by  a fourth  year  student  at  the  new  Medical 
School  at  the  University  of  Connecticut  and  ex- 
emplifies another  way  in  which  the  people  of 
Connecticut  benefit  from  the  educational  process- 
es so  abundant  in  our  state. 

Antonio  E.  Acosta,  M.D. 
and 

Howard  M.  Spiro,  M.D. 
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The  Myth  of  Surgical  Sterility 

Bacterial  contamination  of  commercially  pre- 
pared and  widely  distributed  intravenous  fluids 
which  has  occurred  several  times  in  recent  years 
has  focused  attention  of  physicians  on  the  whole 
question  of  sterility  of  medical  products.  Since 
Lister  first  emphasized  his  aseptic  techniques, 
there  has  been  universal  acceptance  of  the  need 
for  elimination  of  bacteria  from  the  patient’s  en- 
vironment. It  is  true  that  each  patient  has  his 
share  of  resident  organisms  in  many  anatomical 
locations,  but  these  are  usually  harmless  to  the 
patient  himself,  and  the  physician  usually  has 
been  little  interested  in  them.  It  is  the  other  or- 
ganisms in  the  environment  that  could  be  intro- 
duced to  the  patient  about  which  the  physician 
has  been  most  concerned. 

We  take  for  granted  that  products  manufac- 
tured or  processed  for  use  in  the  wide  area  of 
medical  practice  are  all  harmless  insofar  as 
contaminating  organisms  may  be  involved.  Only 
when  such  events  as  production  of  unsterile 
parenteral  fluids  are  discovered  do  we  realize  the 
vulnerability  of  all  medical  practice  to  foreign 
bacteria.  J.  C.  Kelsey  writing  in  Lancet*  recent- 
ly commented  on  sterility  which,  by  dictionary 
definition,  is  an  absolute  concept,  i.e.,  “freedom 
from  microorganisms.”  He  emphasizes  that  at- 
tempts at  sterility  assurance  focus  attention  on 
product  control  and  process  control  to  create  a 
safe  milieu  for  the  patient.  Such  controls  which 
involve  sterility  testing  appear  fairly  easy  to 
achieve,  but  in  reality  present  many  problems. 
For  example,  an  almost  infinite  number  of  com- 
binations and  permutations  can  be  evolved  util- 
izing culture  media,  time  and  temperature  of 
incubation,  etc.  if  one  is  to  test  for  every  possi- 
ble contaminating  organism  and  the  impossi- 
bility of  such  a task  is  obvious.  Further,  irre- 

* Kelsey,  J.  C.:  The  Myth  of  Surgical  Sterility,  Lancet, 

Dec.  16,  1972. 


spective  of  how  many  samples  of  a particular 
product  to  be  tested  for  sterility  are  evaluated 
and  found  free  of  organisms,  one  is  never  certain 
that  those  products  of  the  same  lot  that  will  be 
untested,  and  hence  destined  for  patient  use, 
present  the  same  negative  culture  results.  One 
must  be  mindful  also  that  we  are  interested  in 
creating  a product  for  use  and  many  of  the  vari- 
ables used  in  adequate  sterilization  methodol- 
ogy can  be  destructive  of  the  very  product  that 
we  are  trying  to  render  sterile  and  safe.  Conse- 
quently, one  must  compromise  and  use  what 
seems  reasonable  to  test  what  may  be  suspected 
and  recognize  that  there  is  inherent  risk  in  such 
methodology — a sort  of  gamble  under  the  best 
of  circumstances. 

Theoretically,  sterility  is  absolute — a philo- 
sophical concept  that  never  can  be  unequivocally 
demonstrated  in  a real  world.  Kelsey  emphasizes 
that  we  must  accept  the  fact  that  practical  ster- 
ility is  “the  state  of  having  been  sufficiently  freed 
from  microorganisms  to  be  deemed  safe  for  some 
special  purpose  by  some  competent  body.”  It 
would  seem  reasonable  to  abandon  the  term 
“sterile”  and  its  commonly  accepted  connota- 
tions and  devise  some  other  term  that  would 
depict  more  truly  the  state  of  micro-biologically 
safe  medical  products  that  we  use  each  day  in 
practice. 

Ira  S.  Goldenberg,  M.D. 

Elective  Hysterectomies 

Medical  World  News  on  November  24,  1972 
carried  a provocative  article  on  the  hysterectomy 
for  sterilization.  It  included  opinions  of  leading 
national  gynecologists  of  opposing  views.  Dr. 
Ralph  C.  Wright,  gynecologist  from  New  Britain, 
was  liberally  quoted. 

Because  of  its  importance  I submitted  a copy 
of  the  article  to  several  men  in  the  state,  at  ran- 
dom, without  any  knowledge  of  their  opinion, 
asking  each  to  give  his  opinion  to  this  question: 
“What  is  your  opinion  about  the  use  of  total 
hysterectomy  solely  for  the  purpose  of  steriliza- 
tion in  a patient  with  no  clinical  symptoms  or 
disease?”  Everyone  accepted.  Dr.  Wright  was 
kind  enough  to  permit  publication  of  his  1969 
editorial,  “Hysterectomy:  Past,  Present,  and  Fu- 
ture.” 

At  the  risk  of  being  accused  of  taking  sen- 
tences out  of  context  from  his  editorial,  I never- 
theless do  it,  conscientiously  trying  to  be  fair 
to  his  overall  premise.  For  example,  “Hysterec- 
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tomy  [total]  is  the  only  logical  approach  to  sur- 
gical sterilization  of  women.  . . . The  decision  to 
perform  a hysterectomy  must  finally  rest  with 
the  patient’s  gynecologist.  . . . There  must  be 
compliance  with  hospital  rules  and  regulations 
regarding  sterilization.” 

What  issues  are  involved  in  this  procedure? 
Some:  (1)  scientific:  morbidity  and  mortality 
compared  to  other  procedures  that  can  accom- 
plish the  same  primary  purpose — sterilization 
(2)  ethics  (3)  is  the  decision  one  for  gynecolo- 
gists only?  (4)  hospital  rules  and  regulations  on 
sterilization  (5)  consent  (6)  the  rights  of 
women. 

First,  is  this  a decision  for  gynecologists  only? 
In  spite  of  specialization  we  are  all  categorized 
as  doctors  of  medicine.  Recent  criticisms  about 
too  much  surgery — tonsillectomy,  appendec- 
tomy, hysterectomy — are  directed  to  the  entire 
American  medical  profession  generically,  not  by 
specialty. 

In  our  state  malpractice  plan,  though  premi- 
ums vary  by  specialty,  we  are  grouped  together 
as  members  of  our  state  society.  Membership  of 
our  committees  who  evaluate  claims  of  malprac- 
tice is  broad,  including  most  specialties,  each 
member  having  one  equal  vote.  Presentation  of 
cases  is  by  a specialist  in  that  field,  who  may 
use  others  in  his  field  if  necessary  to  make  a 
judgment  before  presentation  to  the  entire  com- 
mittee. 

At  surgery,  though  the  gynecologist  performs 
the  surgery,  others  participate:  the  anesthesiolo- 
gist, assistants,  and  nurses.  Some  maintain  that 
they  all  become  participants  ethically  and  medi- 
cally as  well.  Or  can  it  be  said  that  the  surgeon 
is  captain  of  the  ship  and  the  function  of  others 
is  to  do  his  bidding  with  no  responsibility?  A 
more  clear-cut,  analogous  problem  in  the  team 
approach  is  abortion. 

Who  in  the  hospital  makes  the  rules  on  steril- 
ization? Is  it  only  the  gynecologists  and  urolo- 
gists who  sit  on  a sterilization  committee,  if 
there  is  one?  Are  the  complications,  morbidity, 
or  mortality  in  such  cases  discussed  only  by 
gynecologists?  This  issue  is  debatable. 

ETHICS.  Dr.  Wright  mentions  conflict  with 


religious  doctrine.  It  is  true;  Catholic  teaching 
specifically  forbids  hysterectomy  for  sterilization. 
Prevailing  religious  Jewish  teaching  is  also  of  the 
same  opinion  (Jewish  Medical  Ethics,  Jakovits). 
Is  there  not  a broader,  ethical  American  concept, 
not  strictly  religious,  applicable  to  such  prob- 
lems? 

My  impression,  unless  someone  else  can  per- 
suade me  otherwise,  is  that  there  is  a definite 
ethical  component  in  all  serious  procedures,  in- 
cluding all  physicians,  within  the  moral  jurisdic- 
tion of  the  entire  profession.  This  leads  to  the 
issue  of: 

CONSENT.  This  is  increasing  in  legal  suits, 
but  rests  upon  an  ethical  foundation.  We  Ameri- 
cans believe,  in  principle,  that  a person  has  a 
right  to  do  with  his  body  as  he  wishes.  So  he 
must  consent,  and  it  must  be  “informed,”  which 
depends  on  the  procedure  and  circumstances. 
For  example,  would  a committee  on  ethics,  or 
malpractice,  or  sterilization,  be  unreasonable  to 
expect  that  such  a patient’s  record  contain  the 
husband’s  written  consent,  with  an  explanation 
of  his  attitude  toward  vasectomy — whether  he 
was  asked,  if  he  refused,  why?  Which  leads  next 
to: 

WOMEN’S  RIGHTS.  Does  a woman  have  the 
complete  right  to  do  with  her  body  as  she  wish- 
es? Here,  a hysterectomy?  If  she  does,  premising 
a “normal”  uterus,  must  a gynecologist  accede 
to  her  request  on  the  premise  that  a physician  is 
obligated  to  help  a patient  in  need?  How  about 
those  who  assist  in  any  way  at  surgery?  Should 
gynecologists  who  disagree  with  the  procedure 
have  to  pay  the  same  malpractice  premium? 
Should  it  be  paid  for  by  health  insurance  plans? 
(One  editorial  question,  whether  or  not  Medi- 
care should  pay  for  Senator  Proxmire’s  hair 
transplants.) 

My  initial  impression  when  I first  heard  about 
it  was  one  of  surprise  and  negativism.  The  more 
I thought  about  it,  however,  the  more  were  the 
problems  and  questions  that  came  up,  some  of 
which  I have  not  mentioned  or  discussed.  What 
do  you  think? 

Fred  Fabro,  M.D. 
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Sterilization  By  Hysterectomy  (Opinions) 


( Editor's  Note:  The  November  24,  1972  issue  of  Medical  World  News  cur- 
ried an  interesting  and  controversial  article  on  hysterectomy  for  steriliza- 
tion. Prominent  in  it  was  the  opinion  expressed  by  Dr.  Ralph  C.  W right  of 
Neiv  Britain,  who  was  kind  enough  to  permit  publication  of  an  editorial 
by  him  here. 

1 asked  several  physicians  to  express  their  opinion  on  “ hysterectomy 
only  for  sterilization  without  any  clinical  indications,'”  not  knowing  before- 
hand  how  any  felt.  Each  replied.  Our  columns  are  open  to  the  opinions  of 
others.) 


HYSTERECTOMY:  PAST, 

PRESENT,  AND  FUTURE 

Ralph  C.  Wright,  M.D.,  F.A.C.O.G. 

Because  we  are  living  in  a world  of  rapid  change, 
the  status  quo  of  today  rapidly  becomes  the  obso- 
lete of  tomorrow.  Gynecologic  survey,  like  all  other 
areas  of  human  endeavor,  is  no  exception,  as  radi- 
cal changes  are  now  occurring  in  our  specialty. 

Over  the  past  25  years,  indications  for  hysterec- 
tomy have  been  gradually  liberalized,  and  opera- 
tions are  now  performed  for  the  relief  of  symptoms 
as  well  as  for  organic  disease.  These  newer  concepts 
are  confusing  to  members  of  the  Tissue  and  Audit 
Committees  of  our  hospitals.  It  is  difficult  for  a 
physician,  unfamiliar  with  modern  concepts  in 
gynecologic  surgery,  to  understand  why  the  gyne- 
cologist today  intentionally  may  remove  a uterus 
free  from  pathologic  changes. 

Past  and  Present 

The  purpose  of  this  discussion  is  to  contrast 
the  old  concepts  and  procedures  with  tire  new  ap- 
proach to  gynecologic  surgery.  The  development 
of  these  changes  is  analyzed,  and  the  current  indi- 
cations for  hysterectomy  presented. 

Pelvic  Relaxation 

Twenty-five  years  ago,  vaginal  hysterectomy  was 
a controversial  operation.  Yet,  today,  in  the  hands 
of  a competent  gynecologist,  vaginal  hysterectomy 
is  an  integral  part  of  a vaginal  repair  operation, 

RALPH  C.  WRIGHT,  M.D.,  F.A.C.O.G.,  Associate  Chief 
of  Obstetrics  and  Gynecology,  New  Britain  General  Hospital, 
New  Britain,  Conn.;  Associate  Clinical  Professor  of  Obstet- 
rics and  Gynecology,  University  of  Connecticut  School  of 
Medicine. 

Reprinted  from: 

Editorial,  Obstetrics  and  Gynecology,  33:  April,  1969. 


and  a normal  uterus  is  removed.  Vaginal  hysterec- 
tomy, in  most  progressive  institutions,  has  re- 
placed the  Manchester  procedure,  except  in  those 
instances  where  menstruation  or  further  childbear- 
ing is  desired. 

Prophylaxis 

During  the  same  earlier  era,  supravaginal  hys- 
terectomy was  still  the  recommended  procedure.  It 
was  argued  that  removal  of  the  cervix  was  dan- 
gerous and  thus  contraindicated.  However,  gynecol- 
ogists with  vision  and  courage  proved  this  view 
fallacious.  Total  hysterectomy  is  now  universally 
accepted  and  recommended.  Today,  if  the  cervix 
is  permitted  to  remain,  the  gynecologist  must  justi- 
fy his  failure  to  remove  it.  This  was  an  important 
milestone  in  gynecologic  surgery,  for  it  clearly  dem- 
onstrated the  value  of  prophylactic  removal  of  a 
normal,  but  useless  and  potentially  cancer-bearing 
organ.  Cancer  of  the  cervical  stump,  as  a disease 
entity,  was  eliminated. 

Today,  when  laparotomy  becomes  necessary  for 
adnexal  disease,  and  the  patient  has  completed  her 
family,  total  hysterectomy  should  also  be  performed 
as  a prophylactic  procedure.  Under  these  circum- 
stances, the  uterus  becomes  a useless,  bleeding,  sym- 
tom-producing,  potentially  cancer-bearing  organ 
and  therefore  should  be  removed. 

Symptomatic  Relief 

Twenty-five  years  ago,  radium  was  the  treatment 
of  choice  for  intractable  dysfunctional  uterine 
bleeding.  Today,  this  method  has  been  discarded 
in  favor  of  hysterectomy,  and  the  pathologically 
normal  uterus  is  removed.  The  unpleasant  compli- 
cations and  sequelae  of  radium  therapy  have  been 
eliminated,  and  there  is  no  longer  concern  over  the 
future  development  of  carcinoma  in  this  organ. 

Again,  in  that  same  formative  time,  few  would 
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consider  hysterectomy  for  periodically  bothersome 
or  disabling  symptoms  such  as  intractable  dysmenor- 
rhea, incapacitating  menorrhagia,  pelvic  pain  aris- 
ing in  the  reproductive  organs,  cervical  dyspareu- 
nia,  or  for  the  purpose  of  sterilization.  The  pelvic 
congestion  syndrome  was  yet  to  be  clearly  defined. 

But  today,  because  of  the  widespread  training  of 
competent  gynecologists,  improvements  in  hospital 
care,  the  laboratory,  the  blood  bank,  anesthesia, 
and  the  availability  of  potent  antibotics,  the  safety 
of  pelvic  operations  has  permitted  us  to  broaden 
our  indications  for  hysterectomy.  This  has  provided 
relief  and  benefit  to  patients  with  periodic  trouble- 
some or  disabling  symptoms,  and  has  paid  divi- 
dends in  happier  as  well  as  more  comfortable  lives. 
Here  again,  the  essentially  normal  uterus  is  inten- 
tionally removed. 

Sterilization 

Postpartum  tubal  ligation  continues  to  enjoy 
wide  popularity  because  of  its  simplicity  and  con- 
venience. But  to  sterilize  a patient  and  allow  her 
to  keep  a useless  and  potentially  lethal  organ  is 
incompatible  with  modern  gynecological  concepts. 
Hysterectomy  is  the  oidy  logical  approach  to  sur- 
gical sterilization  of  women,  and  again  a normal 
uterus  is  removed. 

Pelvic  Pathology 

Indications  for  hysterectomy  due  to  organic 
disease  of  the  reproductive  organs  are  well  known. 
However,  not  all  pathologic  conditions  of  the  uterus 
require  operation.  Small,  asymptomatic  leiomyomas 
of  the  uterus  are  benign  and  usually  regrss  or  even 
disappear  as  the  menopause  approaches.  Although 
such  a patient  should  be  reexamined  at  regular  in- 
tervals, these  tumors  alone  do  not  justify  hysterec- 
tomy. 

As  these  examples  illustrate,  pathologic  altera- 
tion in  the  uterus  is  frequently  irrelevant  to  the 
indication  for  hysterectomy  today.  The  presence  of 
such  changes  do  not  always  require  hysterectomy, 
but  neither  does  their  adsence  invalidate  the  in- 
dication for  the  operation.  For  these  reasons,  it  is 
recommended  that  the  name  Tissue  and  Audit 
Committee  be  changed  to  Audit  and  Records  Com- 
mittee. It  is  hoped  that  the  latter  name  will  be 
adopted  by  the  Joint  Committee  on  Hospital  Ac- 
creditation. 

In  summary,  indications  for  hysterectomy  today 
fall  into  the  following  general  categories:  (1)  pelvic 
relaxation;  (2)  prophylaxis;  (3)  relief  of  symptoms 
referable  to  the  reproductive  organs;  (4)  steriliza- 
tion; (5)  major  organic  disease  of  the  reproductive 
organs. 


However,  now,  as  in  the  future,  all  patients  must 
be  individualized,  depending  on  age,  parity,  desire 
for  further  childbearing,  desire  to  continue  men- 
struation, emotional  reactions  of  both  husband  and 
wrife  to  the  operation,  religious  doctrine,  and  other 
personal  considerations.  The  history,  pelvic  find- 
ings, and  indications  for  the  procedure  must  be 
carefully  documented  on  the  hospital  records.  But 
the  decision  to  perform  a hysterectomy  must  finally 
rest  with  the  patient’s  gynecologist,  for  the  ultimate 
reliance  is  on  his  judgment  and  integrity.  We  must 
not  take  this  responsibility  lightly. 

The  Future:  Elective  Hysterectomy 

If  we  bear  in  mind  the  logic  of  one  basic  prin- 
ciple, the  future  course  seems  clear.  The  uterus 
has  but  one  function:  reproduction.  After  the  last 
plan?ied  pregnancy , the  uterus  becomes  a useless, 
bleeding,  symptom-producing,  potentially  cancer- 
bearing  organ  and  therefore  should  be  removed. 

Applying  this  principle,  wre  might  well  ask  the 
following  questions:  After  completing  her  family 
at  age  30,  why  should  a woman  accept  the  nuisance, 
the  inconvenience,  or  the  disability  of  menstruation 
and  associated  symptomatology  for  another  20 
years?  Why  should  she  be  required  to  take  oral 
contraceptives  during  this  protracted  period?  Why 
should  she  make  a trip  to  the  hospital  for  coniza- 
tion of  the  infected  cervix?  Why  should  she  be 
hospitalized  again  for  a currettage  because  of  meno- 
pausal irregularities?  Why  should  she  make  an  an- 
nual visit  to  her  gynecologist  for  a cytologic  smear 
with  its  associated  concern  and  anxiety?  And  finally, 
why  should  women  die  needlessly  from  cancer  of 
the  uterus?  The  inescapable  conclusion  is  elective 
hysterectomy  after  the  last  planned  pregnancy. 

What  is  accomplished  by  elective  hysterectomy 
after  the  last  planned  pregnancy?  What  benefits 
accrue  to  the  patient? 

1.  The  nuisance,  inconvenience,  and  disability 
of  menstrual  periods  are  eliminated. 

2.  Pain  and  discomfort  associated  with  menstru- 
ation are  no  longer  a problem. 

3.  As  a sterilizing  operation,  the  need  for  pro- 
longed use  of  contraceptives  no  longer  exists.  Fear 
of  pregnancy  is  no  longer  disturbing.  The  tragedy 
of  an  unwanted  pregnancy  late  in  the  menstrual 
life  is  eliminated. 

4.  Hospitalization  for  curettage  and  conization 
of  tire  cervix  is  no  longer  necessary. 

5.  There  is  no  longer  a need  for  the  annual  cyto- 
logic smear. 

6.  Fear  of  cancer  of  the  uterus  is  eliminated;  loss 
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of  life  from  cancer  of  this  organ  is  now  of  no  con- 
cern. 

7.  If,  in  addition,  both  ovaries  are  removed, 
further  benefits  accrue.  Replacement  therapy  is 
simple  and  inexpensive.  Premenstrual  tension  is  no 
longer  a problem.  Another  common  source  of  in- 
operable malignancy  is  eliminated. 

In  summary,  elective  hysterectomy  is  prophylactic 
and  sterilizing  and  provides  permanent  sympto- 
matic relief.  The  patient  can  now  lead  a happier 
more  comfortable  and  productive  life,  free  from  the 
anxieties  and  the  monthly  problems  associated  with 
the  useless  and  potentially  lethal  reproductive  or- 
gans. 

How  will  patients  be  selected  for  elective  hys- 
terectomy? Certainly  not  all  eligible  patients  will 
accept  the  procedure.  Many  will  be  deterred  by 
such  factors  as:  (1)  belief  in  the  need  for  menstrua- 
tion aixd  its  youthful  connotation;  (2)  fear  of  op- 
eration; (3)  misconceptions  concerning  after-effects 
of  the  operation;  and  (4)  conflict  with  religious  doc- 
txine. 

The  patient  who  is  selected  for  elective  hysterec- 
tomy must  have  completed  her  family  and  be  of 
sufficient  age  as  well  as  maturity  to  know  her  own 
mind.  The  procedure  must  be  thoroughly  explained 
to  both  husband  and  wife.  There  must  be  compli- 
ance with  hospital  rules  and  regulations  regarding 
sterilization.  After  this  carefid  evaluation,  the  gy- 
necologist himself  must  make  the  final  decision. 

How  will  we  approach  elective  hysterectomy  in 
the  future?  For  those  patients  having  their  last 
baby  delivered  by  repeat  cesarean  section,  the  logi- 
cal approach  is  cesarean  hysterectomy.  For  the  other 
patients,  an  alternate  method  seems  desirable.  After 
vaginal  delivery,  and  at  a convenient  time  follow- 
ing her  6-week  checkup,  the  patient  would  be  re- 
admitted for  elective  hysterectomy. 

Finally,  how  will  we  reach  this  end  point  in 
hysterectomies?  Will  women  in  this  modern  era 
awaken  to  the  fact  that  the  monthly  “curse”  is  no 
longer  a necessaxy  part  of  life?  Will  there  arise  a 
crusader  like  Margaret  Sanger?  Or  will  the  gyne- 
cologists with  vision  and  courage  take  the  lead  and 
move  to  the  logical  conclusion?  Perhaps  both  will 
occur.  But  regardless  of  the  source  of  the  final  im- 
petus, we  will  inevitably  arrive.  Elective  hysterec- 
tomy is  just  around  the  corner. 


IRA  S.  GOLDENBERG,  M.D.,  Professor  of  Clinical  Surg- 
ery, Yale  University  School  of  Medicine,  New  Haven,  Conn. 

The  purposeful  surgical  removal  of  any  organ 
can  cieate  many  problems  for  both  patient  and 


physician  and  may  even  intrude  into  the  area  of 
moral  and  religious  scruples.  Certainly,  there  can 
Ixe  no  opposition  to  the  excision  of  a diseased  or- 
gan, but  I find  it  hard  to  condone  hysterectomy 
involving  the  non-pregnant  uterus  when  the  organ 
is  normal  and  presents  no  problems,  physical  or 
psychological,  to  its  owner.  Hysterectomy  is  a major 
operation  and  there  is  little  doubt  that  performed 
by  a skilled  surgeon  in  a modern  hospital  is  seldom 
associated  with  high  risk  either  morbid  or  mortal. 
One  cannot  dismiss  the  fact,  howevei',  that  even 
under  ideal  circumstances  complications  (technical 
or  otherwise)  do  arise  which  may  create  far-reach- 
ing and  long-lasting  difficulties  for  the  patient. 
Serious  question  must  be  raised,  therefore,  as  to 
the  performance  of  hysterectomy  unless  there  is 
good  reason  for  doing  the  operation  and  I question 
whether  sterilization  alone  is  such  an  indication. 


NATHAN  KASE,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Obstetrics  and  Gynecology,  Yale  University  School 
of  Medicine,  New  Haven,  Conn. 

The  use  of  elective  hysterectomy  as  a sterilization 
procedure  where  there  is  no  hint  of  pathology 
should  be  restricted  to  the  infrequent  instance  in 
which  a woman  is  phobically  convinced  and  seeks 
hysterectomy  to  avoid  further  menstruation  and 
eliminate  the  possible  chances  for  future  develop- 
ment of  difficulty  of  a neoplastic  nature  in  pelvic 
organs.  This  procedure,  with  mandatory  bilateral 
oophorectomy,  wotdd  likely  involve  the  older  pa- 
tient who  is  close  to  climacteric  change.  The  mor- 
bidity— if  not  mortality — associated  with  the  vagi- 
nal or  abdominal  hysterectomy  technique  is  not 
small  but  under  any  circumstances  is  very  signifi- 
cantly greater  than  that  associated  with  laparoscop- 
ic  tubal  sterilization  procedures.  The  cost  to  the 
patient  and  society  is  far  less  in  this  latter  proce- 
dure. Furthermore,  it  offers  the  widest  possible  ap- 
plications and  a national  geographic  basis.  I do 
not  find  the  argument  for  prophylaxis  against  men- 
strual abnormalities  very  convincing  or  sufficient  to 
counter  the  marked  dispaiity  between  the  ease, 
lelative  safety,  and  less  cost  of  laparoscopic  tubal 
ligation  versus  hysterectomy.  Obviously,  in  certain 
populations  where  follow-up  is  unpredictable  or 
limited,  the  more  specific  ablative  surgery  should 
be  considered  as  an  optional  but  not  required  pro- 
cedure for  steiilization. 

All  gynecologists,  it  seems  to  me,  should  rejoice 
that  as  a specialty  we  have  passed  from  the  era  of 
hypocrisy  where  minimal  or  false  indications  for 
hysterectomy  were  conjured  up  to  disguise  the 
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basic  issue,  namely  an  operative  procedure  for 
sterilization. 


FREDERICK  C.  LaBRECQUE,  M.D.,  Attending  Physician, 
obstetrics  and  gynecology,  St.  Mary’s  Hospital,  Waterbury, 
Conn.;  courtesy  staff  obstetrics  and  gynecology,  Waterbury 
Hospital,  Waterbury,  Conn. 

I do  not  believe  that  elective  hysterectomy  is  a 
justifiable  procedure  for  sterilization.  Hysterectomy 
is  still  and  will  always  be  a major  surgical  proce- 
dure and  therefore  carries  the  element  of  risk  as- 
sociated with  major  surgery. 

Major  gynecological  surgery  reached  its  full 
flower  of  acceptance  as  a specialty  in  itself  in  the 
last  forty  years,  because  of  the  advances  in  this 
specialty  and  the  thoroughness  of  its  required 
training. 

To  degrade  hysterectomy  to  surgery  on  demand  is 
belittling  the  specialty  itself.  Hysterectomy  should 
be  performed  only  when  there  is  major  surgical 
indication  and  certainly  sterilization  is  not  a major 
or  valid  indication  for  such  a serious  procedure. 
There  are  other  acceptable  means  for  sterilization, 
with  little  risk  involved  and  no  mortality  problem. 
Prevention  of  conception  should  not  entail  the 
risk  of  a preventable  mother’s  death. 


JOHN  L.  MEYER,  II,  M.D.,  Director  of  Laboratories,  Day 
Kimball  Hospital,  Putnam,  Conn. 

The  issue  of  hysterectomy  for  sterilization  is,  in- 
deed, challenging.  My  views  have  changed  and  are 
changing  on  matters  that  involve,  in  one  way  or 
another,  moral  considerations.  For  I believe  that 
the  arguments  on  this  issue  are  energized  by  moral 
and  even  religious  convictions,  even  if  these  are 
not  overtly  stated. 

The  question,  at  any  rate,  should  be  approached 
frontally,  and  I find  that  the  concept  of  hysterec- 
tomy for  sterilization  less  disturbing  than  observing 
an  attempt  to  justify  such  an  indication  on  other 
grounds.  As  a pathologist,  I would  rather  not  have 
to  consider  whether  a 90  gram  uterus  is  the  seat  of 
“benign  hypertrophy,"  but  approach  it  as  an  organ 
removed  for  an  honestly  stated  indication.  Pathol- 
ogy, in  my  view,  does  not  reside  exclusively  in  dem- 
onstrable tissue  alteration. 

Each  patient  will  have  her  special  problems,  and 
for  some  the  risks  of  hysterectomy,  however  slight, 


may  not  justify  the  procedure,  while  for  others,  the 
operation  may  be  of  over-all  benefit  for  the  patient 
and  for  her  family  situation. 

A tubal  ligation,  if  successful,  leaves  a useless 
organ,  and  one  that  could  become  the  source  of 
serious  and  even  lethal  disease.  The  argument  for 
leaving  functionless  organs  behind  has  not  seemed 
well  supported  to  me.  I am  opposed  to  a casual 
attitude  toward  surgical  removal  of  an  important 
organ,  but  I support  open  and  clear-minded  deci- 
sions to  perform  surgery  for  reasons  relating  in 
broad  ways  to  the  health  of  the  patient.  I also  be- 
lieve that  decisions  of  this  kind  will  allow  the  pa- 
tient a greater  role  in  determining  his,  or  her  own 
moral  and  ethical  stand. 


STANLEY  B.  WELD,  M.D.,  F.A.C.S.,  F.A.C.O.G.,  Member 
of  the  Hartford  Hospital,  Medical  and  Surgical  Staff,  Hart- 
ford, Conn. 

Hysterilization 

The  idea  of  total  hysterectomy  for  the  purpose  of 
sterilization  distresses  me.  Doubtless  I will  be  clas- 
sified as  old  fashioned  but  the  arguments  brought 
forward  in  justification  of  the  procedure  in  many 
cases  are  fatuous.  Why  perform  unnecessary  sur- 
gery, even  on  demand,  when  there  is  any  risk  at  all 
involved?  Is  this  an  example  of  “Woman’s  Lib”  or 
is  it  due  to  surgical  itch  without  a conscience?  In 
our  hospitals  where  there  is  a tissue  committee  to 
review  all  specimens  from  the  operating  room,  can 
the  gynecologist  face  the  pathologist  and  say,  “This 
uterus  was  removed  solely  to  prevent  further  con- 
ception?" 

There  are  many  facets  to  the  argument,  such  as 
the  skill  of  the  surgeon,  the  question  of  complica- 
tions, the  period  of  hospital  stay  and  of  further 
convalescence,  and  the  cost  involved,  to  name  a 
few.  Arguments  can  be  and  have  been  produced 
both  pro  and  con,  but  I wonder  how  many  gyne- 
cologists give  some  thought  to  the  fee  involved. 

Figures  can  be  manipulated,  as  we  all  know,  so 
that  morbidity  and  morality  statistics  can  be  cited 
ad  infinitum  in  support  of  this  radical  procedure. 
At  first  it  was  the  abdominal  route  that  was  popu- 
lar. Now,  with  improved  surgical  training,  the 
vaginal  route  has  become  popular.  Either  way  it 
is  a major  experience  for  any  woman  to  endure 
and,  for  the  purpose  of  sterilization  alone,  not  to 
be  condoned. 
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INFORMATION 

Selected  Item  from  the 
FDA  Drug  Bulletin 

Use  of  Drugs  for  Unapproved  Indications: 

Legal  Responsibility 

The  zuidespread  use  of  certain  prescription  drugs 
for  conditions  not  named  in  the  official  labeling  has 
led  to  questions  concerning  the  legal  responsibili- 
ties of  prescribing  physicians , and  the  position  of 
the  Food  and  Drug  Administration  with  respect 
to  such  use. 

FDA  is  proposing  a regulation  clarifying  the  le- 
gal status  of  the  package  insert  and  specifying 
actions  that  may  be  taken  by  FDA  with  respect  to 
unapproved  uses  of  approved  prescription  drugs. 

The  major  objective  of  the  drug  provisions  of 
the  Federal  Food,  Drug,  and  Cosmetic  Act  is  to 
assure  that  drugs  will  be  safe  and  effective  for  use 
under  the  conditions  prescribed,  recommended,  or 
suggested  in  the  labeling. 

When  a new  drug  is  approved  for  marketing,  the 
conditions  of  use  that  have  been  approved  are  re- 
quired to  be  set  forth  in  detail  in  the  official  label- 
ing. This  labeling  must  accompany  the  drug  in 
interstate  shipment  and  must  contain  adequate  in- 
formation for  safe  and  effective  use  of  the  drug, 
including  indications,  effects,  dosages,  routes,  meth- 
ods, and  frequency  and  duration  of  administration, 
contraindications,  side  effects,  and  precautions. 

The  labeling  is  derived  from  the  data  sub- 
mitted with  the  new  drug  application.  It  presents 
a full  disclosure  summarization  of  drug  use  infor- 
mation which  the  supplier  of  the  drug  is  required 
to  develop  from  accumulated  clinical  experience 
and  systematic  drug  trials  consisting  of  preclinical 
investigations  and  adequate  well-controlled  clinical 
investigations  that  demonstrate  the  drug’s  safety 
and  the  effectiveness  it  is  represented  to  possess. 

The  requirements  of  the  law  are  satisfied  when 
an  approved  new  drug  is  shipped  in  interstate 
commerce  with  the  approved  package  insert,  and 
neither  the  shipper  nor  the  recipient  intends  that 
it  be  used  for  an  unapproved  purpose.  Once  the 
new  drug  is  in  a pharmacy,  the  physician  may,  as 
part  of  the  practice  of  medicine,  lawfnlly  pre- 
scribe a different  dosage  for  his  patient,  or  may 
otherwise  vary  the  conditions  of  use  from  those 
approved  in  the  package  insert,  without  inform- 


ing or  obtaining  approval  of  the  Food  and  Drug 
Administration. 

This  interpretation  of  the  law  is  consistent  with 
congressional  intent  as  indicated  in  the  legislative 
history  of  the  Food,  Drug,  and  Cosmetic  Act.  Con- 
gress did  not  intend  the  Food  and  Drug  Adminis- 
tration to  interfere  with  medical  practice.  Con- 
gress recognized  a patient's  right  to  seek  civil  dam- 
ages in  the  courts  if  there  should  be  evidence  of 
malpractice,  and  declined  to  provide  any  legisla- 
tive restrictions  upon  the  medical  profession. 

However,  Congress  clearly  required  FDA  to 
control  the  availability  of  drugs  for  prescribing 
by  physicians.  Under  the  1938  Food,  Drug,  and 
Cosmetic  Act,  a new  drug  could  not  be  marketed 
unless  a New-Drug  Application  establishing  the 
drug’s  safety  had  been  approved  by  FDA.  Under 
the  1962  Amendments,  no  new  drug  is  permitted 
on  the  market  until  FDA  approves  a new-drug 
application  demonstrating  both  its  safety  and  ef- 
fectiveness. 

Under  the  1962  Amendments,  moreover,  FDA 
is  required  to  review  the  labeling  for  every  new 
drug,  including  the  package  insert  for  prescription 
new  drugs,  and  to  approve  it  as  not  false  or  mis- 
leading in  any  particular.  In  approving  the  label- 
ing FDA  must  determine  that  the  content  is  entirely 
truthful,  and  that  it  omits  no  information  pertinent 
to  the  safe  and  effective  prescribing  of  the  drug  by 
the  physician.  Congress  intended  the  labeling  to 
be  a full,  complete,  honest,  and  accurate  appraisal 
of  the  important  facts  that  have  reliably  been 
proved  about  the  drug. 

Thus,  although  it  is  clear  that  Congress  did  not 
intend  FDA  to  regulate  or  interfere  with  the  prac- 
tice of  medicine,  it  is  equally  clear  that  it  clid  in- 
tend FDA  to  determine  those  drugs  for  which 
substantial  evidence  of  safety  and  effectiveness  ex- 
ists and  thus  will  be  available  for  prescribing  by 
the  medical  profession,  and  additionally,  what  in- 
formation about  the  drugs  constitutes  truthful, 
accurate,  and  full  disclosure  to  permit  safe  and 
effective  prescription  by  the  physician. 

As  the  law  now  stands,  therefore,  FDA  is  charged 
with  the  responsibility  for  judging  the  safety  and 
effectiveness  of  drugs  and  the  truthfulness  of  their 
labeling.  The  physician  is  then  responsible  for  mak- 
ing the  final  judgment  as  to  which,  if  any,  of  the 
available  drugs  his  patient  will  receive  in  the  light 
of  the  information  contained  in  their  labeling  and 
other  data  available  to  him. 

Although  the  law  . does  not  require  a physician 
to  hie  an  investigational  new  drug  plan  before 
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prescribing  an  approved  drug  for  unapproved  uses 
or  to  submit  to  FDA  data  concerning  the  thera- 
peutic results  and  the  adverse  reactions  obtained, 
it  is  sometimes  in  the  best  interests  of  the  physician 
and  the  public  that  this  be  done. 

The  physician  should  recognize  that  such  use 
is  investigational,  and  he  should  take  account  of 
the  scientific  principles,  including  the  moral  and 
ethical  considerations,  applicable  to  the  safe  use 
of  investigational  drugs  in  human  patients.  When 
the  results  of  treatment  are  reported  completely 
and  accurately  the  data  may  be  helpful  to  patients 
and  physicians  as  well  as  to  FDA.  Such  information 
can  lead  to  warnings  against  dangerous  unapprov- 
ed uses,  or,  on  the  other  hand,  to  acceptance  of 
previously  unknown  uses. 

Physicians  have  been  concerned  that  the  fail- 
ure to  follow  the  labeling  of  a drug  may  render 
them  unduly  liable  for  malpractice.  Although  la- 
beling, along  with  medical  articles,  texts,  and  ex- 
pert opinion,  may  constitute  evidence  of  the 
proper  practice  of  medicine,  it  alone  is  not  con- 
trolling on  this  issue. 

The  labeling  is  not  intended  either  to  preclude 
the  physician  from  using  his  best  judgment  in  the 
interest  of  tire  patient,  or  to  impose  liability  if 
he  does  not  follow  the  package  insert.  A physi- 
cian should  recognize,  however,  that  the  package 
insert  represents  a summary  of  the  important  in- 
formation of  the  conditions  under  which  the  drug 
has  been  shown  to  be  safe  and  effective  by  adequate 
scientific  data  submitted  to  FDA. 

When  the  unapproved  use  of  an  approved  new 
drug  becomes  widespread  or  endangers  the  pub- 
lic health,  FDA  is  obligated  to  iirvestigate  thor- 
oughly and  to  take  whatever  action  is  warranted 
to  protect  the  public.  Several  alternative  courses 
of  action  are  available  to  FDA  under  these  cir- 
cumstances, depending  upon  the  specific  facts  of 
each  case. 

These  alternatives  include:  Requiring  a change 
in  the  labeling  to  warn  against  or  to  approve  the 
unapproved  use,  seeking  substantial  evidence  to 
substantiate  the  use,  restricting  the  channel  of 
distribution,  and  even  withdrawing  approval  of 
the  drug  and  removing  it  from  the  market  in  ex- 
treme cases.  When  necessary,  FDA  will  take  what- 
ever action  may  be  required  to  bring  possible 
harmful  use  of  an  approved  drug  under  control. 

FDA  regulations  require  the  labeling  to  con- 
tain information  with  respect  to  all  intended  uses 
of  the  drugs.  Thus,  when  a manufacturer  or  his 
representative,  or  any  person  in  the  chain  of  dis- 


tribution, does  anything  that  directly  or  indi- 
rectly suggests  to  the  physician  or  patient  that  an 
approved  drug  may  properly  be  used  for  unapprov- 
ed uses  for  which  it  is  neither  labeled  nor  adver- 
tised, that  action  constitutes  a direct  violation  of 
the  Act  and  is  punishable  accordingly. 

FDA  believes  it  important  that  the  public,  the 
medical  profession,  and  the  pharmaceutical  in- 
dustry fully  appreciate  the  statutory  provisions 
enacted  by  Congress  that  are  controlling  under 
these  circumstances.  Therefore  it  has  proposed 
a regulation  which  sets  forth  the  principles  enun- 
ciated in  this  article.  The  full  text  of  the  regulation 
is  available  by  writing  to  the  Hearing  Clerk,  De- 
partment of  Health,  Education,  and  Welfare,  Room 
6-88,  5600  Fishers  Lane,  Rockville,  Maryland  20852. 

FDA  welcomes  the  views  of  physicians  on  this 
proposed  regulation.  Comments  may  be  sent  to 
the  above  address. 

FDA  Drug  Bulletin,  October  1972 


TREATING  MEMBERS  OF  OWN  FAMILY 

As  a general  rule,  a physician  should  not  attempt 
to  treat  members  of  his  family  or  himself.  Conse- 
quently, a physician  should  cheerfully  and  without 
recompense  give  his  professional  services  to  physi- 
cians or  their  dependents  if  they  are  in  his  vicinity. 

When  a physician  or  a member  of  his  dependent 
family  is  seriously  ill,  he  or  his  family  should  select 
one  physician  to  take  charge  of  the  case.  The  family 
may  ask  the  physician  in  charge  to  call  in  other 
physicians  to  act  as  consultants. — Opinions  and  Re- 
ports, Judicial  Council  of  the  AMA. 


CHARGE  FOR  SERVICES  PROVIDED 
FAMILY  MEMBER 

From  time  immemorial,  it  has  been  considered 
unwise  and  improper  for  a physician  to  treat  mem- 
bers of  his  immediate  family  for  other  than  minor 
health  problems  or  in  emergencies.  For  him  to  do 
so  would  be  in  violation  of  Section  6 of  the  Princi- 
ples and  therefore  unethical. 

Even  if  for  some  good  reason  it  becomes  necessary 
for  the  physician  to  treat  a member  of  his  immedi- 
ate family,  he  should  not  charge,  or  make  a claim 
for,  or  receive  compensation  for  such  service  from 
patient  or  from  a third  party  on  patient’s  behalf. — 
Opinions  and  Reports,  Judicial  Council  of  the 
AMA. 
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Infant  Mortality  Statistics— Political  Fiction 


Malcolm  C.  Todd,  M.D.,  Long  Beach,  California 


We  continue  to  hear  of  a so-called  health  crisis 
in  the  United  States.  A problem??  Yes!!  But  really, 
I doubt  there  is  a crisis  in  health  anymore  than  in 
many  other  areas  of  trouble  in  our  American  so- 
ciety. We  can  say  we  have  an  energy  crisis,  an  eco- 
nomic or  a financial  crisis  or  a welfare  crisis.  All 
of  these  critical  areas  associated  with  everyday 
living  constitute  problem  areas. 

Unfortunately  infant  mortality  statistics  are  often 
cited  as  an  index  of  a nation’s  health  status.  Be- 
cause of  our  ranking,  we  have  a crisis  in  health. 
However,  in  reality  this  may  be  a delusion  pro- 
duced by  faulty  data  collection,  improper  analysis 
of  statistics  in  the  United  States  and  nations  abroad, 
and  a lack  of  ecpiivalency  in  guidelines  for  an  as- 
sessment of  these  statistics.  At  least  we  do  know 
that  there  is  a lack  of  uniformity  in  collecting  and 
assessing  the  data  from  various  nations  of  the 
world. 

The  source  of  the  figures  is  the  World  Health 
Organization  and  The  Dermagraphic  Yearbook  of 
the  United  Nations.  In  the  book  itself,  extreme 
caution  is  urged  in  using  their  own  figures  for 
comparison  purposes.  Some  nations,  for  example, 
do  not  include  their  entire  population  in  the  sta- 
tistical study.  The  medical  definition  of  a live 
birth,  for  example,  varies  from  country  to  coun- 
try. Infant  mortality  itself  is  loosely  defined.  How- 
ever, the  A.M.A.’s  Committee  on  Maternal  and 
Child  Care  has  defined  infant  mortality  as  “death 
of  a live  born  infant  before  one  ftdl  year  of  life.” 

Those  of  us  who  frequently  write  scientific  and 
professional  papers  know  how  casual  and  mislead- 
ing the  application  of  statistics  can  be.  In  fact,  sta- 
tistics themselves  may  not  always  be  the  reliable 
indicator  that  they  might  seem.  Some  may  even 
be  the  result  of  intellectual  dishonesty  and  some 
may  be  manipulated  so  they  appear  to  support  sev- 
eral differing  and  widening  conclusions. 

DR.  MALCOLM  C.  TODD,  Associate  Clinical  Professor  of 
Surgery  at  the  University  of  California  at  Irvine,  Chairman 
of  the  Council  of  Health  Manpower,  A.M.A.,  Member  of 
the  National  Advisory  Committee  on  Health  Manpower, 
Member  of  the  State  Health  Planning  Council,  California, 
and  Former  President  of  the  California  Medical  Association. 


To  the  practicing  physician  in  the  United  States, 
one  of  the  most  sensitive  examples  of  misuse  of 
statistics  has  been  the  attempt  to  use  infant  mor- 
tality figures  as  a basis  for  an  assessment  of  our  na- 
tion’s health.  In  turn,  they  have  been  used  to  assess 
the  efficiency  of  our  American  health  care  system. 
With  regularity,  in  fact,  we  witness  such  figures 
used  as  an  index  purporting  to  indicate  the  com- 
parative state  of  any  nation’s  health.  Certainly 
such  statistics  do  not  provide  an  adequate  index, 
even  one  that  is  at  all  meaningful.  The  variables 
in  infant  mortality  and  life  expectancy  are  more 
symptoms  of  socio-economic  conditions  and  cul- 
tural patterns  than  of  the  level  of  medical  care 
provided. 

I regret  that  the  junior  senator  from  Massachu- 
setts continues  to  use  U.S.  ranking  on  infant  mor- 

o 

tality  as  propaganda  evidence  for  a compulsory 
national  health  insurance  program  in  the  United 
States.  Never  once  has  he  admitted  the  dramatic 
improvement  in  United  States’  statistics  in  spite 
of  the  methods  of  comparison  of  international  data. 
Former  Secretary  of  Health,  Education  and  Wel- 
fare Richardson  and  Assistant  Secretary  Duvall  are 
also  guilty  of  improper  reference  to  infant  mortal- 
ity. The  sophisticated  Carnegie  Commission  used 
this  subject  to  demonstrate  a need  for  a change  in 
our  delivery  system.  A CBS  documentary  in  1972, 
“Don’t  Get  Sick  in  America”  showed  bias  and  used 
infant  mortality  figures  as  a justification  for  label- 
ing a “health  crisis.”  More  recently,  on  January  19, 
1973,  NBC's  unpardonable  documentary,  “What 
Price  Health"  used  infant  mortality  along  with 
many  other  inaccurate  and  prejudicial  information 
to  portray  our  health  care  in  America  as  so  bad 
that  only  federal  intervention  could  solve  our  di- 
lemma. So  it  is  apparent  that  there  is  a need  to 
“set  the  record  straight.” 

o 

It  is  equally  disturbing  that  medical  scientists 
have  allowed  a subject  of  such  international  im- 
portance as  infant  mortality  to  become  so  confused. 
If  nations  of  the  world  are  to  continue  to  measure 
the  health  level  of  their  people  by  analyzing  sta- 
tistics on  live  births,  on  fetal,  infant  and  maternal 
mortalities,  and  average  life  expectancies,  then 
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there  must  be  uniformity  in  the  ground  rules  and 
the  guidelines  for  developing  such  information. 

Thus,  the  more  critical  issue  of  deciding  if  in- 
fant mortality  statistics  are  comparable  is  whether 
nations  concerned  apply  the  same  definition  of 
“live  birth.”  They  do  not! 

So  a debate  over  statistical  ranking  of  nations  often 
tends  to  obscure  the  true  significance,  the  infant, 
and  what  we  can  do  to  treat  and  cure  the  condi- 
tions that  cause  infant  deaths.  We  admit  infant 
mortality  in  deprived  areas  continues  to  be  high. 
Most  of  the  causes  are  social  in  origin,  not  medi- 
cal. Poor  nutrition,  teenage  pregnancies,  illegit- 
imacy, unwanted  babies,  lack  of  prenatal  care  for  a 
variable  number  of  reasons,  prematurity  and  socio- 
economic status  are  all  factors  which  prevent  a 
term  baby  from  being  born  healthy. 

During  the  past  25  years  in  the  United  States, 
our  infant  mortality  rate  has  fallen  from  47  per  one 
thousand  live  born  infants  to  18.1  per  thousand  in 
1972;  and  in  August,  the  rate  was  17.4  per  thou- 
sand, most  commendable.  However,  these  rates 
even  in  the  United  States  vary  from  region  to  re- 
gion and  state  to  state. 

For  example,  our  lowest  infant  mortality  is  in 
New'  England,  16.8  per  one  thousand  while  the 
east  south  central  area  has  the  highest  at  23  per 
one  thousand.  In  1970  North  Dakota  had  the  low- 
est rate  of  all  the  states  with  14.1  per  thousand, 
and  Mississippi,  the  highest  with  28.2  per  thou- 
sand. Though  it  is  not  generally  stated  specifically, 
comparisons  of  the  United  States  mortality  rates 
with  those  of  Sweden,  for  example,  have  often  been 
used  to  imply  that  the  United  States  is  negligent  in 
not  adopting  the  Swedish  health  system  or  even  the 
Swedish  social  system.  Observation  shows  that  these 
comparisons  are  most  commonly  used  in  the  United 
States  by  some  social  planners,  partisan  politicians 
and  others  as  support  for  their  own  theories  of  so- 
cial progress.  But  if  one  logically  extends  the  com- 
parison between  the  two  nations,  some  interesting 
facts  emerge  which  further  illustrate  my  earlier 
points.  Sweden  has  a population  of  eight  million; 
the  United  States  surpasses  two  hundred  and  ten 
million.  Sweden  covers  175,000  square  miles,  about 
the  same  area  of  my  home  state  of  California;  the 
area  of  the  United  States  is  over  three  and  a half 
million  square  miles.  Sweden  has  a relatively  ho- 
mogeneous popidation  while  the  American  popu- 
lation is  highly  heterogeneous  by  any  criteria, 
social,  economic,  cultural,  ethnic,  and  so  forth, 
and  finally,  there  is  little  argument  that  the  two 
countries  are  approximately  at  the  same  level  in 


regards  to  medical  knowledge  and  technology.  Ex- 
amining these  facts,  it  seems  only  reasonable  that 
the  United  States  with  larger  and  more  complex 
health  problems  could  be  expected  to  have  a higher 
rate  of  infant  mortality. 

Furthermore,  many  other  comparative  health 
statistics  seem  to  lead  at  the  first  glance  to  other 
over-simplified  conclusions.  One  might  say  that  the 
Netherlands  has  the  superior  health  care  system 
because  it  has  the  lowest  death  rate  due  to  pneu- 
monia and  tuberculosis  or,  as  far  as  that  goes,  the 
United  States  does  because  it  records  the  lowest 
death  rate  due  to  bronchitis,  or  that  France  has 
because  of  the  lowest  death  rate  due  to  ulcers 
which  exist  in  that  country.  It  is  hardly  necessary 
to  point  out  why  these  are  invalid.  The  statistics 
I quote  along  with  those  on  infant  mortality  are 
merely  part  of  the  larger  pattern.  If  any  individ- 
ual mortality  rate  is  to  be  viewed  meaningfully,  it 
must  be  seen  in  the  context  of  other  health,  social 
and  even  geographic  considerations.  Worthwhile 
conclusions,  on  the  other  hand,  can  readily  be  ob- 
tained by  noting  the  increase  or  decrease  over  a 
period  of  time  in  the  statistics  such  as  infant  mor- 
tality. In  the  Linked  States  the  chief  evidence  of 
infant  mortality  is  immaturity  and  pre-maturity 
accompanied  by  a low  birth  weight.  There  is  a pre- 
disposition to  respiratory  illnesses  within  24  hours 
of  birth.  We  have  learned  that  the  greatest  risks 
are  found  in  teenage  pregnancies  and  illegitimacy, 
both  with  low  birth  weight  babies.  Unmarried 
mothers,  unwanted  babies  and  inadequate  prenatal 
care  all  lead  to  increased  mortality  rates.  In  the 
LTnited  States  we  note  that  citizens  of  the  negro 
race,  for  a multitude  of  economic  and  social  reasons, 
rank  high  in  infant  mortality.  So,  here  obviously 
is  one  example  of  how  mortality  statistics  do  serve 
an  essential  purpose  allowing  us  to  focus  on  in- 
creased attention  to  specific  problem  areas. 

So  it  does  appear  that  ranking  nations  health 
care  on  the  basis  of  their  infant  mortality  should 
be  abandoned.  If  international  health  comparisons 
are  to  be  made,  these  must  be  a standardization  of 
guidelines  and  techniques  of  data  collection.  Sta- 
tistical inequities  in  guidelines  and  criteria  for  the 
assessment  of  data  differentials  which  exist  in  eth- 
nic, cultural,  geographic  and  population  mix  are 
all  factors  in  the  final  statistics. 

Our  goal  in  the  United  States  is  really  the  infant. 
Let  us  continue  to  improve  all  conditions  leading 
to  further  reduction  in  infant  mortality  in  America 
and  forget  about  rank. 
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Important  Advances  In  Clinical  Medicine 

Epitomes  of  Progress— Allergy 


The  Scientific  Board  of  the  California  Medical 
Association  presents  the  following  inventory  of 
items  of  progress  in  Allergy.  Each  item , in  the  judg- 
ment of  a panel  of  knowledgeable  physicians,  has 
recently  become  reasonably  firmly  established,  both 
as  to  scientific  fact  and  important  clinical  signifi- 
cance. The  items  are  presented  in  simple  epitome 
and  an  authoritative  reference,  both  to  the  item 
itself  and  to  the  subject  as  a whole,  is  generally 
given  for  those  who  may  be  unfamiliar  with  a par- 
ticular item.  The  purpose  is  to  assist  the  busy  prac- 
titioner, student,  research  worker  or  scholar  to 
stay  abreast  of  these  items  of  progress  in  Allergy 
which  have  recently  achieved  a substantial  degree 
of  authoritative  acceptance,  whether  in  his  own 
field  of  special  interest  or  another. 

The  items  of  progress  listed  below  were  selected 
by  the  Advisory  Panel  to  the  Section  on  Allergy 
of  the  California  Medical  Association  and  the  sum- 
maries ivere  prepared  under  its  direction. 

The  New  Beta  Stimulators 
—Better  as  Well  as  Newer? 

The  concept  of  separate  P1  (for  cardiac  stimula- 
tion and  certain  metabolic  effects)  and  P2  (for  vas- 
cular and  bronchial  smooth  muscle  relaxation) 
adrenergic  receptors  has  led  to  the  search  for  se- 
lective beta  receptor  stimulating  agents.  Although 
epinephrine  and  isoproterenol  are  excellent  bron- 
chodilators,  their  /q  stimulator  properties  produce 
the  undesired  effects  of  tachycardia,  palpitations 
and  arrhythmias. 

At  least  two  new  compounds,  salbutamol  and 
terbutaline,  designed  to  be  more  effective  p2  stim- 
ulators, have  been  undergoing  extensive  clinical 
trials. 

Salbutamol  and  terbutaline  have  been  demon- 
strated to  be  potent  bronchodilators  by  any  of  the 
five  routes  of  administration — by  vein,  subcutane- 
ously, sublingually,  by  aerosol,  or  orally.  They 
have  somewhat  decreased  effects  on  heart  rate  and 
systolic  pressure  when  compared  with  comparable 
doses  of  isoproterenol.  They  have  prolonged  ac- 
tion up  to  five  hours.  In  a double-blind  study  which 
compared  both  drugs  orally  with  a placebo  in  12 
patients  with  asthma,  they  were  equally  effective 
in  lowering  the  forced  expiratory  volume  and  did 


not  adversely  affect  arterial  gas  tensions.  Fine 
tremors  have  been  the  most  frequently  reported 
side  effect  (in  up  to  30  percent  in  one  study)  while 
palpitations  were  noted  in  some  14  percent  of 
persons. 

Interestingly,  no  central  nervous  system  effects 
were  found  in  animal  studies  or  reported  in  the 
clinical  trials. 

If  these  new  chugs  are  to  represent  significant 
advances  in  the  symptomatic  relief  of  asthma,  they 
must  prove  to  offer  more  than  epinephrine  by 
parenteral  route,  isoproterenol  by  inhalation  or 
ephedrine  orally.  To  do  this  they  should  at  least 
demonstrate  (1)  equivalent  bronchodilation  over 
a longer  period  and  with  less  side  effect  and  (2) 
less  tachyphylaxis  or  refractoriness  after  repeated 
use. 

Harold  S.  Novey,  md 
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Clinical  Uses  of  Transfer  Factor 

Transfer  factor  is  a clialysable  extract  of  sensi- 
tized lymphocytes  which  transfers  delayed  sensi- 
tivity from  a skin  test  positive  donor  to  a skin  test 
negative  recipient.  It  is  exceedingly  potent:  the  ex- 
tract derived  from  0.1  ml  of  packed  leukocytes 
from  a sensitive  donor  is  sufficient  to  transfer  re- 
activity. The  close  used  for  therapeutic  purposes  is 
far  in  excess  of  that  necessary  to  simply  transfer 
skin  reactivity.  It  is  only  cellular  immunity,  not 
anti-body  formation  which  is  transferred  by  this 
means. 

Transfer  factor  therapy  has  been  used  in  over 
30  patients  with  the  Wiskott-Aldrich  syndrome, 
and  about  half  of  them  show  clinical  benefits  as 
evidenced  by  reduced  frequency  and  severity  of 
infections,  reduction  of  splenomegaly,  and  by  the 
production  of  migration  inhibitory  factor  (mif) 
to  specific  antigens,  but  no  increase  in  lympho- 
cyte dna  synthesis  in  response  to  the  same  anti- 
gens. Unexpectedly,,  three  patients  showed  im- 
provement in  bleeding  without  significant  changes 
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in  the  platelet  count  following  transfer  factor 
therapy.  A defect  in  the  monocyte  igG  receptor 
has  been  identified  in  some  patients,  and  it  is  in 
these  patients  that  a favorable  response  to  transfer 
factor  has  been  noted,  suggesting  that  there  may 
be  two  distinct  forms  of  the  disease. 

Two  out  of  three  patients  with  Swiss-type  agam- 
maglobulinemia showed  conversion  of  skin  reac- 
tivity following  transfer  factor  therapy  and  in  one 
of  these  patients  in  whom  it  could  be  measured 
there  was  also  mif  production.  Thus  it  is  possible 
for  transfer  factor  to  act  even  in  the  absence  of 
mature  t cells. 

Results  in  the  therapy  of  mucocutaneous  can- 
didiasis are  variable.  Some  dramatic  effects  have 
been  reported,  but  some  patients  seem  not  to  be 
benefited,  even  by  repeated  large  doses  of  trans- 
fer factor  from  candida-immune  donors. 

Current  investigation  involves  the  use  of  trans- 
fer factor  in  patients  with  disseminated  infections 
such  as  coccidiodomycosis  and  generalized  vac- 
cinia, in  patients  with  immune  deficiency  diseases 
and  absent  delayed  sensitivity,  and  in  patients  with 
metastatic  malignancy,  especially  those  with  malig- 
nant melanoma. 

Lynn  E.  Spitler,  md 
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Newer  Mediators  in  Allergic  Diseases 

While  histamine  has  long  been  established  as  an 
important  mediator  in  human  immediate  hyper- 
sensitivity, the  role  of  other  pharmacological  medi- 
ators has  only  recently  emerged  from  experimental 
studies  using  human  tissues,  sera  or  secretions. 
Thus  in  addition  to  histamine,  slow  reactive  sub- 
stance of  anaphylaxis  (srs-a)  has  been  found  to 
be  released  when  chopped  human  lung  tissue  was 
passively  sensitized  with  human  reaginic  serum 
(igE)  and  challenged  with  ragweed  antigen  in 
vitro,  srs-a  is  probably  a significant  mediator  in 
human  asthma.  This  may  explain  why  antihista- 
mines alone  play  little,  if  any,  role  in  the  preven- 
tion or  therapy  of  bronchial  asthma.  Using  the 
same  in  vitro  system,  it  was  found  by  Kay  and 
Austen  that  another  mediator,  ecf-a  (eosino- 
philotatic  factor  of  anaphylaxis)  is  also  released 


which  attracts  eosinophiles  to  the  site  of  the  reac- 
tion. The  actual  role  of  ecf-a  in  human  disease 
is  still  uncertain.  When  basophil  leukocytes  from 
allergic  patients  are  reacted  with  antigen  or  anti- 
igE,  a factor  is  released  which  aggregates  rabbit 
platelets  causing  them  to  release  their  histamine. 
This  factor,  called  platelet  activating  factor  (paf), 
is  obtained  by  breakage  or  autolysis  of  human 
and  rabbit  leukocytes  and  may  be  instrumental  in 
the  deposition  of  circulating  complexes  in  Type 
III  immune  complex  human  disease. 

Bradykinin  was  also  recently  demonstrated  in 
the  edema  fluid  of  the  characteristic  wheal  and 
flare  skin  test  lesion  mediated  by  reagin  or  igE 
and  in  the  nasal  secretions  of  patients  with  rag- 
weed hay  fever.  This  suggests  a possible  role  of 
bradykinin  in  Type  I immediate  hypersensitivity 
in  man. 

Finally,  a member  of  the  prostaglandin  (pg) 
family,  pgf2«,  was  demonstrated  to  exert  constric- 
tion on  human  isolated  bronchial  muscle.  As 
PGF„a  occurs  in  human  lung,  it  may  play  a role 
in  bronchial  asthma. 

Zack  H.  Haddad,  md 
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Modifications  of  Antigens  Used  in  Immunotherapy 

Immunotherapy  (“allergy  injections,”  desensiti- 
ation)  has  been  for  years  an  accepted  method  of 
treating  inhalant  allergy.  The  usual  aqueous  aller- 
gen extracts,  while  effective  if  used  appropriately, 
have  at  least  two  drawbacks.  First,  benefit  is  di- 
rectly dose-related,  yet  attempts  to  give  the  pa- 
tient large  amounts  of  rapidly  absorbed  allergen 
may  produce  severe  reactions,  and,  second,  injec- 
tions need  to  be  given  at  intervals  of  day  to  weeks 
for  long  periods. 

Efforts  to  overcome  these  undesirable  features 
have  been  in  the  direction  of  altering  the  allergen 
so  that  the  patient  can  tolerate  more,  and  of  de- 
creasing the  rate  of  absorption  and  prolonging  the 
effect  of  allergens  after  injection. 

Aqueous  extracts  emulsified  with  mineral  oil 
are  absorbed  slowly,  and  should  theoretically  allow 
both  higher  doses  and  longer  intervals  between 
injections.  Although  in  use  for  ten  years,  the 
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method  is  still  under  study  because  of  problems 
encountered  with  the  oil,  which  tends  to  act  as  a 
foreign  body  in  certain  patients  and  has  oncogenic 
properties  in  animals.  Alum-precipitated  pyridine 
extracts,  in  current  use,  are  absorbed  slowly  and 
require  fewer  injections.  Their  effectiveness  ap- 
pears to  vary  with  the  allergen,  and  careful  evalua- 
tions of  the  effectiveness  of  all  such  axrtigens  have 
not  yet  been  performed.  Recently  a new  kind  of 
alum-precipitated  ragweed  extract  has  appeared, 
but  this  allergen  is  not  clinically  significant  in 
California. 

Prolonged  incubation  of  grass  pollen  extract 
with  formalin  and  other  substances  has  been  per- 
formed in  an  attempt  to  reduce  the  allergic  poten- 
tial of  the  antigen  while  leaving  unimpaired  its 
capacity  for  producing  protective  antibodies.  This 
“allergoid”  material  has  been  tested  so  far  only 
on  animals  and  non-allergic  human  beings,  but 
it  represents  another  promising  approach  to  the 
problem  of  giving  the  patient  larger  amounts  of 
active  allergen  with  less  risk  of  provoking  severe 
symptoms. 

Walter  R.  MacLaren,  md 
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Current  Status  of  Provocative  Food  Testing 

Provocative  food  testing  was  revived  and  popu- 
larized by  Rinkel  and  Lee  in  1960,  and  the  tech- 
nique has  had  numerous  proponents  since  that 
time.  The  method,  however,  remains  controversial 
and  is  not  generally  used  in  the  diagnosis  of 
food  (or  other)  allergy  by  most  allergists.  The 
testing  procedure  consists  of  the  intradermal  in- 
jection of  a food  extract  of  potency  and  volume 
sufficient  to  induce  systemic  symptoms,  followed 
by  the  immediate  injection  of  a small  amount  of 
the  same  food  extract  to  neutralize  the  symptoms. 
Duke,  in  1921,  described  a similar  procedure  in 
which  food  extracts  were  used  to  produce  symp- 
toms in  patients  with  gastrointestinal  and  genitouri- 
nary complaints  followed  by  neutralization  of  the 
symptoms  with  epinephrine.  A recent  modifica- 
tion of  this  procedure  utilizes  sublingual  adminis- 


tration of  food  extracts  or  other  materials.  Ad- 
vocates of  these  methods  claim  an  accuracy  of 
up  to  85  percent  in  identifying  specific  food  sensi- 
tivity. Such  advocates  also  state  it  is  imperative 
that  the  patient  have  complete  evaluation  of  in- 
halant allergy  to  pollens,  dust,  molds,  and  epider- 
mals,  and  that  environmental  allergen  control  is 
essential  before  food  testing. 

Long  overdue  objective  scientific  evaluation  of 
these  provocative-neutralizing  techniques  is  now' 
being  performed.  The  validity  of  the  technique 
was  not  established  in  one  recent  study  of  20 
patients  with  food  allergy. 

Ben  C.  Eisenberg,  md 
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Inhibition  of  Histamine  Release  by 
Cyclic  3',  5'-Adenosine 
Monophosphate  (CAMP) 

There  is  much  reason  to  believe  that  exposure 
to  antigen  produces  allergic  symptoms,  such  as 
asthma  and  allergic  rhinitis,  by  stimulating  the 
release  of  histamine  and  slow  reacting  substance 
of  anaphylaxis  (srs-a)  from  igE-sensitized  blood 
basophiles  or  tissue  mast  cells  at  the  target  or 
shock  organ  sites. 

In  examining  the  mechanism  involved  in  the 
antigenic  release  of  histamine  and  srs-a,  it  has 
been  learned  that  materials  such  as  isoproterenol, 
theophylline,  dibutryryl  camp,  and  prostaglandins 
Ei  and  e2  which  mimic  or  increase  the  cellular 
content  of  camp  also  inhibit  the  release  of  hista- 
mine and  srs-a  from  human  lung  tissue  or  leuko- 
cytes. Other  leukocytic  functions,  such  as  the  kill- 
ing of  target  cells  by  lymphocytes  and  lymphocytic 
transformation,  are  also  inhibited  by  these  mate- 
rials. 

In  the  many  cellular  systems  in  which  camp 
has  been  studied,  it  usually  functions  as  a “second 
messenger’’  to  promote  a hormone-induced  stimu- 
lating action.  The  inhibition  of  allergic  histamine 
release  by  camp  stands  as  an  interesting  contrast. 

Further  studies  of  the  histamine  release  mecha- 
nism, howtever,  are  clearly  needed  since  other 
materials  such  as  cholinergic  agents  disodium  cro- 
mogylcate  and  diethylcarbamazine,  which  also  in- 
higit  allergic  histamine  release,  apparently  have 
no  influence  on  cellular  camp  levels. 

Gildon  N.  Beall,  md 
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Status  of  Testing  for  Penicillin  Allergy 

Anaphylaxis  and  other  allergic  reactions  con- 
tinue to  be  a major  concern  to  all  those  adminis- 
tering and  receiving  penicillin  therapy.  Skin  tests 
with  penicillin  G and  several  of  its  derivatives 
appear  to  be  the  simplest  and  most  practical  way 
to  predict  allergic  reactions  to  penicillin.  The 
major  antigenic  determinant  derived  from  penicil- 
lin G is  penicillenic  acid  which,  through  the  peni- 
cilloyl  (bpo)  radical  complexed  to  body  protein, 
acts  as  a sensitizing  antigen  for  the  stimulation  of 
antibody  production.  igE  anti-BPo  antibodies  are 
thought  to  be  responsible  for  penicillin-induced 
urticaria  and  reactions  of  serum  sickness  type. 
Penicilloyl  polylysine  (bpo-ppl)  skin  tests  detect 
these  igE  antibodies,  while  bpo-ppl  hemagglutina- 
tion tests  detect  igM  and  igG  antibodies.  Minor 
antigenic  determinants  derived  from  penicillin  G, 
including  penicillenate,  penamaldate,  penicilla- 
mine and  penicillin  G itself  can  induce  igE  anti- 
bodies important  as  causes  of  anaphylactic  reac- 
tions. These  igE  antibodies  may  be  detected  by 
skin  tests  with  a minor  determinant  mixture 
(mdm).  Clinical  studies  have  demonstrated  that 
only  14  to  27  percent  of  patients  with  a history  of 
penicillin  allergy  may  actually  have  igE  antibodies. 
In  patients  with  negative  skin  tests  with  both 
bpo-ppl  and  mdm,  penicillin  administration  has 
not  caused  immediate  or  accelerated  allergic  reac- 
tions. Since  neither  mdm  nor  bpo-ppl  are  com- 
mercially available,  routine  skin  testing  is  still  not 
possible.  Until  these  reagents  become  available, 
clinicians  must  rely  on  the  patient’s  history  de- 
spite its  fallibility. 

O.  L.  Frick,  md 
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Bronchiolitis— A Stage  of  Incipient 
Bronchial  Asthma 

Bronchiolitis  is  an  important  cause  of  acute 
lower  respiratory  tract  disease  in  infants.  Hall- 
marks of  the  disease  include:  (1)  an  acute  onset 
of  respiratory  distress  with  sibilant  rales  and 
wheezes,  (2)  evidence  of  obstructive  pulmonary 
hyperinflation  clinically  and  by  radiologic  exam- 
ination, (3)  normal  temperature  or  low-grade 
fever,  (4)  absence  of  past  history  of  wheezing. 
A viral  infection,  particularly  respiratory  syncytial 
virus,  is  thought  to  be  the  most  important  cause. 
Differentiation  from  bronchial  asthma  is  not  easy, 
since  bronchial  smooth  muscle  responsiveness  to 
bronchodilators  is  not  good  in  this  age  group. 
Retrospective  studies  have  suggested  that  in  30  to 
50  percent  of  children  with  bronchiolitis,  bronchial 
asthma  develops  later  in  childhood. 

Two  recent  prospective  studies  revealed  that 
50  percent  of  these  children,  when  followed  five 
to  eight  years  after  the  initial  episode,  had  recur- 
rent wheezing.  Important  prognostic  indicators  in- 
clude: (1)  positive  family  history  of  atopy,  (2) 
other  allergic  manifestations  (for  example,  hay 
fever,  atopic  dermatitis),  (3)  nasal  eosinophilia,  and 
(4)  significantly  positive  reaction  to  skin  tests  with 
common  inhalant  allergens.  It  is  postulated  that  pa- 
tients with  an  atopic  diathesis  are  more  likely  to 
have  wheezing  with  a viral  respiratory  infection. 
However,  further  epidemiological  work  on  the  ef- 
fects of  respiratory  viral  infections  on  the  non- 
atopic  patients  is  needed  to  confirm  this  impression. 

These  studies  strongly  suggest  that  bronchiolitis 
is  frequently  followed  by  asthma,  particularly  in 
infants  with  other  markers  of  the  atopic  state. 
Prophylactic  measures  aimed  at  lessening  aller- 
genic exposure  at  this  critical  period  should  be 
evaluated  to  determine  whether  the  prognosis  can 
be  altered. 

Stanley  P.  Galant,  md 
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Pitfalls  in  the  Use  of  Skin  Testing  in  Allergy 

Two  recent  reports  deal  with  some  of  the  pit- 
falls  in  allergy  skin  testing.  One  of  these  reempha- 
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sizes  what  has  been  known  for  some  time  but  is 
often  lost  sight  of — that  positive  skin  tests  alone 
do  not  reflect  active  clinical  allergy.  Whitcomb 
tested  50  medical  students,  taken  at  random,  for 
sensitivity  to  nine  inhalants  and  eight  food  aller- 
gens. Almost  two-thirds  of  them  (32)  had  positive 
reactions  (two  plus  or  more).  In  all  there  were 
100  such  positive  reactions,  84  to  inhalants  and 
16  to  foods.  No  one  reacted  to  food  tests  alone. 
Only  about  half  (17)  of  the  32  who  had  positive 
tests  had  experienced  clinical  symptoms  in  the 
preceding  year.  The  discovery  of  positive  reactions 
came  as  a surprise  to  the  other  half.  It  would  seem 
that  either  their  challenge  with  the  antigens  con- 
cerned was  insufficient  or  some  other  factor  in  the 
allergic  response  was  missing. 

Allergists  have  differed  in  their  opinion  about 
the  extent  to  which  drugs  used  in  treatment  of 
allergic  disease  affect  skin  tests.  The  matter  has 
recently  been  reinvestigated.  Hydroxyzine  (Ata- 
rax®, Vistaril®),  diphenhydramine  (Benadryl®) 
and  chlorpheniramine  (Chlor-Trimeton®,  Tel- 
drin®)  produced  significant  skin  test  inhibition. 
The  effect  of  hydroxyzine  was  profound  at  one 
hour  after  drug  administration  and  was  still  pres- 
ent at  24  hours.  Ephedrine,  aminophylline  and 
prednisone  had  no  effect  on  the  skin  tests.  It  is 
concluded  that  antihistamines  and  hydroxyzine 
should  be  discontinued  for  at  least  24  hours  before 
skin  testing. 

William  C.  Deamer,  md 
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A Critical  Appraisal  of  Recent  in  vitro 
Diagnostic  Tests  for  Allergy 

Several  in  vitro  tests  based  on  the  detection  of 
igE  antibodies  in  allergic  patients  have  been  re- 
cently proposed.  Histamine  release  from  the  pa- 
tient’s basophile  leukocytes  upon  challenge  with 
suspected  allergens,  while  still  a laborious  research 
procedure,  reflects  both  specific  igE  content  in 


the  serum  and  the  state  of  cellular  sensitivity  of 
the  patient,  and  as  such  may  correlate  better  with 
clinical  sensitivity  than  tests  based  on  detection  of 
specific  serum  igE  alone  such  as  the  rat  mast  cell 
test  and  radioimmunoassays.  The  rat  mast  cell 
degranulation  test  is  also  still  a research  procedure. 
It  is  subject  to  several  technical  limitations  and 
has  not  yet  been  subjected  to  critical  statistical 
analysis  rising  the  results  of  tests  on  large  numbers 
of  actual  patients  with  many  antigens.  Further- 
more, this  test  is  not  significant  unless  it  is  per- 
formed with  adequate  controls  and  with  several 
serial  dilutions  of  the  serum  and  the  antigen.  These 
factors  appear  to  preclude  its  routine  practical 
use  because  of  time  and  expense.  Assaying  the 
histamine  released  from  rat  mast  cells  would  make 
the  test  more  quantitative;  however,  there  does  not 
seem  to  be  a simple  relationship  between  morpho- 
logical criteria  of  mast  cell  degranulation  and  his- 
tamine release.  All  these  factors  seriously  limit  the 
clinical  significance  of  the  rat  mast  cell  degranula- 
tion test  at  this  time. 

Sensitive  radioimmunoassays  capable  of  detect- 
ing minimal  amounts  of  specific  igE  seem  to  be 
more  promising.  However,  they  are  still  mainly 
elaborate  research  procedures  which  must  also 
await  results  on  large  numbers  of  patients  with 
more  antigens. 

Finally,  and  in  vitro  or  in  vivo  test  which  dem- 
onstrates the  presence  of  any  antibody  including 
igE  cannot  be  accepted  by  itself  as  evidence  for 
an  etiological  role  played  by  that  antibody  in 
clinical  situations. 

Advisory  Panel  to  the  Section  on  Allergy 
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YEAR-END  REPORT 


1972-1973  was  a good  year  for  our  Connecticut 
Auxiliary.  We  have  carried  on  the  work  of  our 
predecessors  and  have  enlarged  and  expanded  in 
many  new  areas.  I have  enjoyed  being  your  presi- 
dent and  I thank  you  for  the  honor  and  privilege 
of  serving  you  in  that  capacity.  Now  for  an  ac- 
counting of  the  past  year! 

Our  Connecticut  Quarterly  has  become  an  out- 
standing publication,  in  my  opinion.  I feel  it  com- 
pares most  favorably  with  those  of  other  states. 
Our  editor,  Mrs.  Michael  Wirth,  has  spent  count- 
less hours  on  its  preparation.  We’re  now  an  eight- 
page  paper  and  we’re  using  color  in  our  mast- 
head. The  fourteen  year  old  daughter  of  a New 
Haven  physician,  Kim  Radawicki,  was  our  guest 
artist  and  created  eye-catching  feature  column 
headings.  We  raised  almost  eight  hundred  dollars 
for  the  Quarterly  by  sponsoring  a very  enjoyable 
trip  to  Curacao. 

A.M.A.E.R.F.  has  always  been  a favorite  of  the 
Auxiliary.  We  don’t  know  our  final  figures  yet 
but,  in  March,  we  were  ahead  of  last  year  at  the 
same  time.  Mrs.  Norman  Barker,  Chairman,  has 
been  a super-salesman!  (Her  report  was  in  a pre- 
vious issue  of  this  magazine.) 

Our  International  Health  Activities  Chairman, 
Mrs.  Michael  Nezhad,  gave  us  new  impetus  when 
she  suggested  that  we  concentrate  on  the  gather- 
ing of  layettes  for  the  Indian  babies  at  the  Bisti 
Clinic  in  Farmington,  New  Mexico.  The  articles 
collected  will  be  flown  to  their  destination  in  re- 
lays by  members  of  the  Flying  99,  a group  of 
women  pilots  dedicated  to  relief.  Mrs.  Peter  Kropp 
of  Norwich  belongs  to  this  world  wide  organiza- 
tion and  is  helping  us  carry  out  our  plans. 


Mrs.  Dewey  Katz  and  Mrs.  Clarence  Harwood 
are  working  tirelessly  on  the  Connecticut  School 
Health  Advisory  Council.  They  have  been  instru- 
mental in  drawing  up  a Position  Paper  on  nutri- 
tion and  school  lunches  which  was  mailed  to  all 
public  and  private  schools  in  Connecticut.  Mrs. 
John  Mendillo  and  Mrs.  Kenneth  Brandon  have 
been  our  delegates  to  COMPAC  and  the  Public 
Affairs  Committee.  This  required  them  to  attend 
many  evening  meetings  and,  also,  to  represent  us 
in  Washington,  D.C.  in  March. 

Mrs.  David  O'Keefe,  Program  Chairman,  ar- 
ranged our  tour  of  the  University  of  Connecticut 
Health  Center.  Mrs.  Albin  Anderson  worked  with 
the  Connecticut  Physicians  Art  Association  in  ar- 
ranging the  art  show  at  the  annual  meeting;  Mrs. 
Harold  Knight,  besides  being  our  Disaster  Pre- 
paredness Chairman,  represented  us  at  a Big  Cities 
Conference  held  in  Chicago.  We  are  fortunate  to 
have  a long  list  of  women  ready  to  help  Mrs.  John 
Mendillo  in  legislative  matters  when  she  alerts 
them. 

Middlesex  County,  with  their  Medical  Society, 
has  purchased  booklets  on  health  careers  and  schol- 
arships for  all  their  high  schools;  Windham  County 
sponsored  a radio  program  and  three  amblyopia 
clinics;  New  Haven  raised  $1,700  for  A.M.A.E.R.F. 
at  one  event;  Hartford  County  raised  over  two 
thousand  dollars  for  scholarship;  all  counties 
helped  National  by  compiling  Scholarship  Research 
and  Health  Manpower  Surveys. 

There  are  still  many  programs  and  events  that 
I haven’t  been  able  to  mention  because  of  lack  of 
space.  However,  I am  very  grateful  to  each  and 
every  member  of  this  Auxiliary  for  the  help  and 
encouragement  they  have  given  me  this  past  year. 
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A Shopper’s  Guide  To  Surgery 


Herberts.  Denenberg,  Pennsylvania  Insurance  Commissioner 


Foreword 

“Free  choice  of  physician”  is  frequently  invoked 
by  medical  spokesmen  as  the  keystone  of  the  U.S. 
Health  System.  If  this  privilege  is  used  wisely,  a 
powerftd  force  could  shape  an  effective,  humane 
and  responsive  health  care  system. 

“Free  choice  of  physician”  is  only  a hollow  slo- 
gan for  a public  unprepared  to  make  an  informed 
and  intelligent  choice.  The  ability  of  the  public  to 
make  an  informed  choice  of  a medical  professional 
has  diminished  as  medicine  has  become  more  com- 
plex and  impersonal.  Dissatisfaction  and  confusion 
accompany  an  individual’s  inability  to  choose 
wisely. 

Experienced  physicians  understand  that  success- 
ful health  care  requires  the  active  cooperation  of 
the  patient.  The  process  should  start  when  the  pa- 
tient selects  his  physician.  If  a patient  enters  the 
system  confused,  dissatisfied  and  passive,  he  often 
retains  these  attitudes  throughout  his  treatment 

Leonard  Bachman,  M.D. 

Preface 

Too  many  people  (some  say  up  to  two  million  a 
year  or  more  in  the  United  States)  are  subjecting 
themselves  to  unnecessary  surgery.  They  often  do 
so  without  adequate  investigation  or  consideration. 

Dr.  Paul  R.  Hawley,  a famous  medical  authority 
and  surgeon,  has  said:  “I  shall  never  cease  to  be 
astonished  at  the  number  of  people  who  would 
not  invest  a penny  in  any  enterprise  without  full 
assurance  of  its  safety,  yet  who  will  hop  on  the  op- 
erating table  and  permit  anyone  to  cut  into  their 
bellies.” 

Unnecessary  surgery  takes  a needless  toll  of  hu- 
man lives  and  generates  suffering,  disability  and 
expense. 

Many  studies  have  documented  our  national 
scandal  of  unnecessary  surgery.  One  of  the  most 
noteworthy  of  these  studies  was  conducted  in  1962 
to  1964  by  the  Columbia  University  School  of  Pub- 
lic Health  and  Administrative  Medicine.  The 
group  surveyed  various  types  of  surgery.  It  found, 
for  example,  that  of  60  hysterectomies,  “one-third 
of  the  patients  were  operated  on  unnecessarily  and 
that  question  could  be  raised  on  the  advisability 


of  the  operation  in  another  10  percent.”  Of  13 
caesarian  sections  (delivery  of  a baby  by  means  of 
an  abdominal  operation),  there  were  serious  ques- 
tions about  the  necessity  of  surgery  in  seven  cases. 
There  is  every  reason  to  believe  that  the  conclu- 
sions of  the  Columbia  study  are  still  valid. 

A Ralph  Nader  group  in  1971  as  well  as  other 
independent  investigations  have  reached  the  same 
conclusion.  Dr.  Charles  E.  Lewis,  a Harvard  special- 
ist in  community  health,  concluded  a 1969  study 
of  the  incidence  of  surgery  with  this  comment: 
“The  results  presented  might  be  interpreted  as 
supporting  a medical  variation  of  Parkinson’s  law: 
patient  admissions  for  surgery  expand  to  fdl  beds, 
operating  suites  and  surgeon’s  time.”  And  there  is 
an  abundance  of  professional  opinion  that  un- 
necessary surgery  is  widespread.  Dr.  John  Knowles, 
now  President  of  the  Rockefeller  Foundation,  in 
1972,  warned  that  “incredible  amounts  of  unneces- 
sary surgery  are  going  on”  (Baltimore  Sun,  May 
29,  1972,  page  4). 

This  short  “Shopper’s  Guide  to  Surgery”  is  in- 
tended to  give  the  public  some  basic  rules  on  how 
to  avoid  unnecessary  surgery.  It  is  also  intended  to 
give  the  consumer  the  kind  of  information  he  needs 
to  help  hold  down  the  cost  of  health  care  and  to 
better  utilize  the  health  delivery  system. 

Leading  consumer  advocates  have  called  on  other 
Insurance  Commissioners  to  follow  our  lead  and 
prepare  Guides  of  their  own.  We  think  that’s  an 
excellent  suggestion.  We  also  think  it  would  be 
sound  for  consumer  and  industry  groups  to  start 
following  suit.  It’s  about  time  the  consumer  gets 
the  facts.  It’s  about  time  we  make  our  free  enter- 
prise system  of  competition  work  like  it's  supposed 
to.  It’s  about  time  we  give  the  public  the  facts.  We 
think  these  “Shopper’s  Guides”  are  a step  in  the 
right  direction. 

We  know  that  an  informed  public  will  be  in  a 
better  position  to  make  decisions  regarding  its 
own  health  and  welfare.  We  believe  that  one  of  the 
tasks  of  government  is  to  inform  the  public.  An  in- 
formed public  will  help  to  prevent  abuses  that 
now  plague  the  consumer.  These  informational 
Guides,  therefore,  have  an  important  place  in  the 
regulatory  processes  of  government. 
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Many  people  contributed  suggestions  on  various 
drafts  of  this  Guide,  most  of  whom  preferred  and 
even  demanded  that  we  keep  their  contributions 
anonymous.  Special  thanks  are  due  to  Dr.  Leonard 
Bachman,  the  Governor’s  Health  Services  Director, 
an  internationally  recognized  anesthesiologist; 
James  Mead,  Medical  Economist  of  the  Pennsyl- 
vania Insurance  Department;  and  Rodney  F.  Pyfer, 
my  Special  Assistant. 

As  future  editions  of  this  “Guide”  are  contem- 
plated, we  would  greatly  appreciate  receiving  sug- 
gestions for  improving  it. 

Some  authorities  estimate  there  are  as  many  as 

2.000. 000  unnecessary  surgical  operations  in  the 
United  States  each  year.  How  to  decide  if  the 
surgery  you’ve  been  asked  to  undergo  fits  the  cate- 
gory of  the  2,000,000  unnecessary  operations  of  the 

10.000. 000  necessary  ones  is  the  purpose  of  this 
“Guide.” 

Don’t  assume  you  can  place  blind  trust  in  our 
system  of  medical  care.  Ralph  Nader  has  pointed 
out:  “Conditions  of  medical  care  are  often  crimi- 
nally negligent  especially  for  the  poor  and  even  at 
times  for  the  relatively  affluent.  The  endless  reports 
of  such  conditions  by  physicians,  government  in- 
vestigations and  other  reliable  inquiries  and  testi- 
mony present  macabre  scenes  so  repeatedly  that 
they  invoke  resigned  or  indifferent  responses.  The 
rocketing  cost  of  health  care  with  the  advent  of 
socialized  payment  of  physicians’  bills  through 
Medicare  has  not  improved  the  quality  of  care,  but 
it  has  enriched  the  medical  profession  to  an  un- 
precedented degree.” 

You  are  placing  undue  trust  in  our  medical  care 
system  if  you  assume  one  doctor  is  as  good  as 
another,  or  that  any  doctor  can  provide  you  with 
the  quality  medical  care  you  need.  Many  doctors, 
some  15,000  nationally,  are  licensed  but  unfit  to 
practice  medicine  according  to  conservative  esti- 
mates, as  reported  in  a 1970  book  by  Howard  R. 
and  Martha  E.  Lewis  called  The  Medical  Offenders. 
Many  doctors  may  be  qualified  to  render  medical 
care,  but  may  be  totally  unqualified  to  perform 
surgery. 

This  Guide  should  help  you  find  a qualified  sur- 
geon when  you  need  one.  It  should  also  enable  you 
to  take  other  needed  steps  to  avoid  unnecessary 
surgery. 

You  can’t  diagnose  your  own  case,  but  there  are 
some  simple  rules  you  can  apply  to  make  sure  that 
you  really  need  the  surgery  that  might  be  pre- 
scribed. 


RULE  ONE.  Don’t  go  directly  to  a surgeon  for 
medical  treatment.  If  at  all  possible,  start  out  by 
going  to  a general  practitioner  or  internist.  Go  to 
your  regular  family  doctor — a general  practitioner 
or  internist — for  any  initial  diagnosis  or  treatment. 
Unfortunately,  there  is  a shortage  of  general  prac- 
titioners and  a surplus  of  surgeons. 

You  will  also  need  a general  practitioner  or  in- 
ternist to  treat  you  after  the  surgery  and  to  work 
with  your  surgeon  in  providing  care  both  before 
and  after  surgery.  Everyone  should  have  a family 
doctor,  who  is  a general  practitioner  or  internist, 
and  you  should  get  one  before  you’re  sick.  Don’t 
wait  until  you  urgently  need  one.  Select  one  so  he’ll 
be  available  the  minute  he’s  needed.  Also,  you 
want  him  to  have  time  to  know  you  and  learn  your 
medical  history.  Develop  a good  relationship  with 
a family  doctor.  He  will  then  be  able  to  provide 
you  with  better  care  and  he’ll  be  more  likely  to 
save  you  from  unnecessary  surgery. 

Most  surgeons  are  competent,  conscientious,  care- 
fid  and  conservative,  as  are  most  other  physicians. 
Some  are  narrowly  trained  and  tend  to  do  what  they 
are  trained  to  do — operate.  A small  minority  are 
knife-happy,  incompetent  and  greedy.  And  there  is 
a tendency  for  surgeons  to  do  their  thing — which 
is  to  perform  surgery. 

Even  in  the  case  of  a superb  surgeon,  a general 
practitioner  or  internist  can  often  serve  as  a counter- 
vailing force  on  any  tendency  of  a surgeon  to  place 
too  much  faith  in  surgery. 

This  tendency  of  medical  men  (such  as  general 
practitioners  and  internists)  to  be  more  conserva- 
tive than  surgeons  is  documented  in  Dr.  William 
A.  Nolen’s  best  seller,  The  Making  of  a Surgeon. 
Kevin  Jonas  (a  surgeon)  was,  naturally,  eager 
to  do  some  heart  cases.  He  would  gladly  have 
paid  a thousand  dollars  apiece  for  potential 
patients  even  if  he’d  have  to  steal  to  get  the 
money,  but  of  course  there  weren’t  any  for 
sale.  He  had  to  depend  on  the  medical  men 
and  they  weren’t  eager  to  have  their  patients 
operated  upon.  Internists  don’t  take  kindly  to 
new  surgical  procedures;  they’re  from  Missouri 
when  it  comes  to  surgical  pioneering — as,  I 
suppose,  they  should  be. 

Christian  Barnard,  the  famed  heart  transplanter 
in  his  autobiography,  relates  how  eager  he  was  to 
find  a patient  for  a heart  transplant.  “Maybe  we 
were  too  anxious,”  he  writes.  He  catalogues  his  con- 
siderable discomfort  while  eagerly  awaiting  the 
first  heart  transplant  operation: 

All  through  the  last  two  weeks  of  October  I 
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kept  after  Professor  Schrire — plaguing  him  day 
and  night.  The  delay  and  subsequent  anxiety 
caused  an  alarming  flareup  in  my  arthritis. 
Both  hands  and  feet  began  to  swell  and  with 
such  pain  I feared  it  would  prevent  me  from 
operating  when  Professor  Schrire  finally  de- 
cided to  release  a patient. 

There  is  some  tendency  for  too  much  surgery 
when  there  are  too  many  surgeons  around.  It  is  no 
mere  coincidence  that  in  proportion  to  population, 
U.S.  surgeons  not  only  are  twice  as  numerous  as 
English  surgeons,  but  also  perform  twice  as  many 
operations. 

An  authoritative  study  in  1970  by  Dr.  John  P. 
Bunker  concluded  that  there  is  a disproportionately 
large  number  of  surgeons  in  the  United  States  and 
this  may  lead  to  some  unnecessary  surgery.  An  edi- 
torial published  in  the  June,  1972  issue  of  the 
Archives  of  Surgery,  a publication  of  the  American 
Medical  Association,  confirmed  that  we  have  a sur- 
plus of  surgeons. 

RULE  TWO.  Make  sure  any  surgeon  that  is  to 
perform  surgery  on  you  is  Board  certified.  This 
means  his  competence  as  a surgeon  has  been  cer- 
tified by  one  of  the  American  Specialty  Boards, 
after  a vigorous  oral,  written  and  clinical  examina- 
tion .There  are  about  51,000  surgeons  who  are 
Board  certified. 

One  authority,  Dr.  Robert  E.  Rothenberg,  well 
known  surgeon,  in  his  book  Understanding  Surgery, 
lias  concluded:  “It  is  safe  to  say  that  an  American 
Specialty  Board  diploma  in  a doctor’s  office  is  al- 
most a guarantee  of  his  efficiency.”  For  some  reason, 
Dr.  Rothenberg  said  nothing  of  a guarantee  of 
conscience  or  character.  His  statement  may  be  too 
sweeping  an  endorsement,  but  a Board  certified 
surgeon  is  still  a sound  minimum  qualification.  It 
is  one  important  test  of  a surgeon’s  ability. 

Osteopathic  surgeons  may  be  accredited  by  the 
American  Specialty  Board  in  some  states  or  by  their 
own  American  Osteopathic  Board  of  Surgery. 

There  are  competent  surgeons  who  are  not  Board 
certified.  If  you  want  to  use  them,  you  should  be 
careful  to  check  them  out  all  the  more  carefully  by 
the  other  rules  suggested  here. 

In  some  rural  areas,  Board  certified  surgeons  may 
not  be  available.  Under  these  circumstances,  the 
patient  may  have  to  travel  to  a larger  city  if  he 
cannot  otherwise  assure  himself  of  the  competency 
of  those  surgeons  available  locally. 

You  can  find  out  for  sure  if  a surgeon  is  Board 
certified  by  calling  your  local  county  medical  so- 


ciety or  using  the  Directory  of  Medical  Specialists 
available  in  most  good  public  libraries. 

It  pays  to  look  for  a competent  surgeon.  Some  re- 
liable experts,  including  Dr.  Paul  R.  Hawley,  have 
claimed  that  one-half  of  the  surgical  operations  in 
the  U.S.  are  performed  by  surgeons  who  are  inade- 
quately trained  to  undertake  such  surgery.  In  June 
of  1972,  Dr.  Eric  W.  Fonkalsrud  of  the  editorial 
board  of  the  American  Medical  Association’s  Ar- 
chives of  Surgery,  said  that  about  half  of  the  opera- 
tions in  the  country  are  geing  performed  by  doctors 
who  are  not  Board  certified  surgeons. 

One  expert,  Dr.  Harold  T.  Hyman,  in  a widely 
used  medical  reference  book,  suggests  that  the  pa- 
tient not  only  check  out  the  surgeon  but  also  the 
anesthesiologist.  Others  would  rely  on  the  surgeon 
to  see  that  a qualified  anesthesiologist  is  selected 
for  the  surgery. 

RULE  THREE.  Make  sure  the  surgeon  you  are 
to  use  is  a Fellow  of  the  American  College  of  Sur- 
geons (F.A.C.S.)  There  are  about  25,000  surgeons 
who  are  designated  Fellows.  The  American  Col- 
lege of  Surgeons  has  membership  qualifications 
that  keep  out  the  less  competent  surgeons,  and  the 
College  also  stresses  programs  of  continuing  edu- 
cation. 

This  is  not  an  infallible  rule,  of  course,  but  it  is 
one  that  is  well  worth  applying  in  selecting  any 
surgeon. 

You  can  check  as  to  whether  any  surgeon  is  a 
Fellow  of  the  American  College  of  Surgeons  in  the 
same  fashion  as  you  check  to  see  if  he  is  Board-cer- 
tified, consult  the  Directory  of  Medical  Specialists 
or  call  your  local  county  medical  society.  You  can 
also  write  directly  to  the  American  College  of  Sur- 
geons, 55  East  Erie  Street,  Chicago,  Illinois  60611. 

The  equivalent  organization  for  Osteopaths  is 
the  American  College  of  Osteopathic  Surgeons  lo- 
cated at  1550  South  Dixie  Highway,  Suite  216, 
Coral  Gables,  Florida  33146. 

RULE  FOUR.  Even  if  your  family  doctor  and 
surgeon  agree  that  surgery  is  necessary,  consider 
getting  an  independent  consultation  or  opinion  be- 
fore subjecting  yourself  to  surgery. 

Consultations,  according  to  some  studies,  reduce 
operations  by  as  much  as  20  to  60  percent.  You 
may  be  in  that  20  to  60  percent.  And  you  have  the 
right  to  seek  consultation. 

As  one  expect,  writing  under  the  pseudonym  of 
Dr.  Lawrence  P.  Williams,  says  in  a book  entitled 
How  to  Avoid  Unnecessary  Surgery: 

The  old  saying,  two  heads  are  better  than  one, 
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is  as  true  in  medicine  as  anywhere  else — possi 
bly  even  more  so,  for  conscientious  doctors 
have  found  out  that  in  order  to  present  a prob- 
lem case  to  another  doctor,  they  must  first  re- 
view and  organize  the  facts  of  the  case.  This 
in  itself  often  makes  the  problem  clearer.  A 
second  independent  surgeon,  moreover,  may 
consider  certain  aspects  of  the  condition  quite 
differently,  throwing  a new  light  on  the  prob- 
lem. The  chance  that  other  factors  pertaining 
to  the  surgery  will  be  brought  out  is  greater 
with  consultation. 

The  second  doctor  must  be  truly  independent. 
He  should  not  be  part  of  a ‘you-scratch-my-back- 
and-I’ll-scratch-your-back’  arrangement.  The  second 
surgeon  should  be  told  his  opinion  is  being  sought 
but  he  will  not  do  the  surgery  if  it  is  necessary. 
This  removes  any  financial  incentive  for  him  to 
suggest  surgery. 

You  may  want  to  select  the  second  surgeon  on 
your  own,  or  perhaps  get  recommendations  from 
your  family  doctor  or  surgeon. 

When  a consultation  is  to  be  rendered,  the  hrst 
surgeon  ordinarily  briefs  the  second  one  on  the 
case  and  his  tentative  diagnosis  and  recommenda- 
tion. 

Some  would  prefer  a totally  independent  opinion 
rather  than  an  independent  consultation,  with  the 
second  surgeon  working  on  his  own  and  being 
unaware  of  the  conclusions  of  the  hrst  surgeon. 
This  may  remove  any  tendency  to  be  too  quick 
about  going  down  the  wrong  path  with  the  hrst 
surgeon. 

One  well-known  surgeon  suggested  that  the  best 
way  to  avoid  unnecessary  surgery  is  to  get  three  in- 
dependent opinions  without  advising  any  of  the 
three  surgeons  involved  about  the  conclusions  of 
the  other  two.  How  many  consultations  and  opin- 
ions you  should  have  depends  on  the  facts  and 
circumstances  of  each  case.  The  need  for  additional 
consultations  and  opinions  is  a matter  which  you 
can  discuss  with  your  own  doctor  and  surgeon.  In 
some  clear  cut  cases  (pardon  this  figure  of  speech), 
no  consultation  will  be  necessary  at  all.  And  of 
course,  there  may  be  need  for  emergency  surgery 
— as,  for  example,  after  an  auto  accident  or  in  the 
event  of  a ruptured  appendix — when  there  may  not 
be  sufficient  time  to  follow  the  rules  suggested 
here. 

If  a doctor  refuses  to  seek  consultation  upon  re- 
quest, he  is  violating  the  ethical  rules  of  the  medi- 
cal profession.  For  example,  Section  8 of  the  Ameri- 


can Medical  Association  Principles  of  Medical  Eth- 
ics states: 

A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  when- 
ever it  appears  that  the  quality  of  medical 
care  may  be  enhanced  thereby. 

Look  out  for  a doctor  or  surgeon  who  is  afraid 
of  consultation  or  becomes  angry  or  disturbed  at 
the  prospect  of  consultation.  Drop  a doctor  or  sur- 
geon who  can’t  accept  another  expert’s  consultation 
graciously.  As  between  your  doctor’s  or  surgeon’s 
ego  and  yonr  health,  opt  for  the  latter. 

If  a doctor  improperly  refuses  consultation,  you 
can  report  his  refusal  to  the  county  medical  so- 
ciety for  possible  disciplinary  action. 

RULE  FIVE.  Make  sure  any  surgery  is  perform- 
ed in  an  accredited  hospital  and,  if  possible,  select 
a hospital  that  gives  staff  privileges  (i.e.,  the  right 
to  practice  in  the  hospital)  to  both  your  doctor 
and  surgeon.  The  Joint  Commission  on  Accredita- 
tion of  Hospitals  (J.C.A.H.)  certifies  that  institu- 
tions it  accredits  meet  certain  minimum  require- 
ments designed  to  assure  quality  patient  care.  The 
standards  of  the  J.C.A.H.  are  not  notably  high  but 
they  do  disqualify  the  least  adequate  hospitals  and 
the  out-and-out  “butcher  shops.” 

Osteopathic  hospitals  may  be  accredited  by  their 
own  group — the  American  Osteopathic  Association 
or  by  the  J.C.A.H. 

About  a fourth  of  the  nation’s  hospitals  are  not 
accredited  by  the  J.C.A.H.  or  the  American  Osteo- 
pathic Association,  but  almost  all  of  the  better 
hospitals  are.  There  are  about  1,600  unaccredited 
institutions  out  of  a total  of  about  7,000  short- 
term hospitals. 

The  address  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  is  645  North  Michigan 
Avenue,  Chicago,  Illinois  60611.  The  address  of  the 
American  Osteopathic  Association  is  212  East  Ohio 
Street,  Chicago,  Illinois  60611. 

Another  method  of  assuring  quality  hospital 
and  surgical  care  is  to  make  sure  the  hospital  you 
go  to  is  affiliated  with  a medical  school,  and  your 
doctor  and  surgeon  are  on  the  staff  of  that  hospital. 
Medical  school  hospitals  and  their  affiliates  have  a 
reputation  for  excellence,  and  for  keeping  their 
medical  staffs  on  the  ball. 

RULE  SIX.  Don’t  push  a doctor  to  perform  sur- 
gery on  you.  If  you  insist  on  surgery,  even  if  it 
is  unnecessary,  you  are  likely  to  find  a surgeon  will- 
ing to  perform  it. 

There  are  “overtreaters”  who  are  willing  to  per- 
form unnecessary  surgery,  so  don't  ask  for  trouble. 
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As  Howard  R.  and  Martha  E.  Lewis  note  in  their 
book.  The  Medical  Offenders: 

The  patients  whom  overtreaters  sell  most  suc- 
cessfully are  neurotic  women.  A gynecologist  new 
to  this  country  observed: 

‘In  Europe  it  is  all  the  doctor  can  do  to  per- 
suade a women  to  have  a needed  operation. 

In  America  it  is  difficult  to  dissuade  her  from 

having  an  unnecessary  one.’ 

Some  women  have  had  six,  nine,  or  sixteen  major 
operations  in  search  of  relief  from  their  anxiety, 
malaise,  and  all-around  misery  of  emotional  im- 
maturity. 

One  doctor  has  suggested  that  females  are  sub- 
jected to  unnecessary  surgery  more  often  than  males 
because  of  the  male  dominance  of  the  medical  pro- 
fession. Dr.  Francis  S.  Norris,  a surgical  patholo- 
gist, substantiates  this  point  of  view  by  citing  a 
1969  Surgeons’  Cancer  Conference  at  which  it  was 
agreed  that  surgeons  think  twice  about  orchidec- 
tomy  (surgical  removal  of  a testicle),  but  rarely 
hesitate  to  remove  an  ovary. 

Occasionally  a surgeon  is  overheard  to  say:  “Sur- 
gery was  unnecessary,  but  if  I didn’t  do  it,  someone 
else  would.  And  at  least  I did  a good  job.”  Don’t 
be  so  eager  for  surgery  that  you  prescribe  your  own 
unnecessary  operation. 

RULE  SEVEN:  Make  sure  your  doctor  and  sur- 
geon explain  both  the  alternatives  to  surgery  and 
the  possible  benefits  and  complications  of  surgery. 

Any  doctor  or  surgeon  should  do  so  and  you’ll 
be  able  to  make  a more  intelligent  decision  on 
surgery  when  you  have  the  facts.  As  a matter  of 
fact,  a doctor  that  fails  to  disclose  the  risks  of  sur- 
gery may  open  himself  up  to  a malpractice  suit. 
Under  the  legal  doctrine  of  informed  consent,  a 
patient  who  has  not  been  fairly  advised  about  the 
risks  of  surgery  has  not  legally  consented  to  it.  He 
may,  therefore,  sue  any  doctor  for  malpractice  who 
operates  on  him  without  fairly  disclosing  the  risks 
incurred. 

All  kinds  of  possible  complications  may  arise 
from  surgery.  One  expert,  Dr.  Robert  E.  Rothen- 
berg,  in  his  book  Understanding  Surgery,  lists  five 
complications: 

(1)  Pneumonia,  once  feared,  now  largely  con- 
trollable by  antibiotics. 

(2)  Embolism  (blood  clot). 

(3)  Postoperative  shock. 

(4)  Wound  infections. 

(5)  Postoperative  hemorrhage  and  wound  rup- 
ture. Another  serious  complication  that 
should  be  mentioned  is  cardiac  arrest. 


The  risks  of  surgery  depend  on  many  factors 
such  as  age,  physical  condition,  and  the  nature  of 
the  operation  to  be  performed.  Such  risks  are  al- 
ways there  and  you’re  entitled  to  know  precisely 
what  they  are.  Despite  all  the  advances  in  surgery, 
one  out  of  every  650  will  not  come  through  sur- 
gery alive,  according  to  Dr.  Rothenberg.  That’s  an 
average  figure,  so  the  expected  mortality  for  any 
given  operation  may  be  lower  or  higher. 

It  is  true  that  some  minor  procedures  involve 
only  slight  and  almost  negligible  risk.  The  uncom- 
plicated removal  of  a wart  without  the  need  for 
general  anesthesia  is  a good  example.  If  general 
anesthesia,  which  involves  loss  of  consciousness, 
must  be  used,  there  is  always  significant  risk.  Death 
and  complications  from  anesthesia  are  among  the 
most  serious  risks  arising  from  surgery.  Any  time 
general  anesthesia  is  to  be  used,  even  an  operation 
that  merely  involves  a surface  procedure  without 
cutting  into  a body  cavity  there  is  a significant 
risk. 

As  general  anesthesia  involves  significant  risk,  it 
is  preferable  to  have  it  administered  by  a physician 
anesthesiologist  who  is  a specialist,  or  under  his 
supervision  by  a certified,  trained  nurse  anesthe- 
tist. It  is  a good  idea  to  be  sure  the  hospital  you 
go  to  uses  a physician  anestheologist. 

Perhaps  the  best  definition  of  major  surgery  that 
puts  the  risk  involved  in  true  perspective  is  the  one 
that  goes  like  this:  If  it  involves  you,  it  may  be 
minor  surgery.  If  it  involves  me,  it’s  major  surgery. 

You  should  also  know  what  the  alternatives  to 
surgery  are,  such  as  diet  in  the  case  of  a peptic 
lucer.  Surgery  is  typically  a last  resort,  and  you 
should  be  as  sure  as  you  can  that  you’ve  explored 
all  treatment  short  of  surgery.  Needless  to  say,  you 
should  know  the  benefits  of  the  proposed  surgery. 
You  can  hardly  judge  the  risk  or  even  the  need  for 
surgery  without  a clear  picture  of  its  likely  bene- 
fits. Of  course,  if  it  is  clear  that  surgery  is  needed,  it 
should  not  be  delayed  to  the  point  where  further 
harm  may  result. 

RULE  EIGHT.  Frankly  discuss  the  fee  for  sur- 
gery with  your  doctor.  You  should  know  what  the 
surgery  is  going  to  cost.  Furthermore,  most  surgeons 
prefer  that  the  patient  understand  the  cost  of  sur- 
gery in  advance.  So,  forget  all  about  the  mistaken 
notion  that  it’s  somewhat  improper  to  inquire 
about  the  cost  of  surgery. 

Any  surgeon  worth  his  scalpel  will  gladly  discuss 
fees.  If  he  is  not  willing  to  do  so,  then  he  doesn’t 
know  much  about  his  obligation  to  the  patient  and 
the  patient’s  right  to  know.  Linder  Phase  II  of  the 
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Federal  Wage-Price  Stabilization  Program,  every 
doctor  must  post  a notice  that  a record  of  all  his 
fees  is  available  on  demand. 

Under  Pennsylvania  Blue  Shield  Plans  A and  B, 
if  your  income  is  under  certain  specified  amounts, 
the  surgeon  must  accept  the  fee  scheduled  in  your 
policy  as  full  payment.  If  your  income  is  above 
these  limits,  the  surgeon  may  charge  more  than  the 
scheduled  amount.  (The  income  limits  for  Plan  A 
are  $2,500  for  an  individual  and  $4,000  for  a fam- 
ily. Under  Plan  B,  the  income  limits  are  $4,000 
and  $6,000,  respectively.) 

Be  sure  you  know  all  the  costs  involved — the  sur- 
geon’s fees,  any  fees  for  his  assistant,  the  anesthesi- 
ologist’s fees,  those  of  the  hospital,  special  nursing 
care,  your  own  physician’s  fees,  and  any  other  costs. 

This  discussion  of  fees  will  have  several  im- 
portant incidental  advantages.  It  gives  you  a better 
idea  of  the  nature  of  the  surgery. 

It  also  may  suggest  improper  arrangements  be- 
tween the  surgeon  and  others.  If  the  assistant’s  fee 
is  much  beyond  20%  of  the  surgeon’s  fee,  that  may 
suggest  fee-splitting.  For  example,  if  the  assistant 
is  also  a referring  doctor,  a high  assistant’s  fee  may 
suggest  “fee-splitting,”  a form  of  unethical  kickback 
to  the  doctor  from  the  surgeon.  Don’t  put  yourself 
in  the  hands  of  a surgeon  or  doctor  that  engages  in 
such  unethical  activity.  So,  politely  question  any 
excessive  fees  to  the  surgeon’s  assistant  if  fee-split- 
ting is  suggested.  According  to  the  Lewis’  book, 
The  Medical  Offenders,  fee-splitting  is  especially 
widespread  in  Pennsylvania. 

RULE  NINE.  Check  the  surgeon  out  witli  those 
who  know  him  or  have  used  him.  This  includes 
other  patients  as  well  as  associates  of  the  surgeon. 

You  might  want  to  check  on  his  background  in 
the  Directory  of  Medical  Specialists.  What  school 
did  he  go  to?  Where  did  he  take  his  residency?  How 
long  has  he  practiced,  etc.? 

One  good  way  to  find  the  best  surgeon  is  to  find 
out  who  doctors  use  when  they  need  surgery  for 
themselves  or  their  families.  The  greatest  compli- 
ment to  a surgeon  is  when  he  is  used  by  a doctor  or 
his  family.  Check  the  surgeon  out  yourself.  You’ve 
got  to  have  confidence  in  him.  You  don’t  have  to 
like  him,  but  you  should  have  confidence  in  him — - 
or  find  another  surgeon. 

RULE  TEN.  Make  sure  the  surgeon  knows  and 
is  willing  to  work  with  your  general  practitioner 
or  internist.  To  assure  complete,  continuous  and 
quality  care,  close  cooperation  between  the  sur- 
geon and  your  doctor  is  vital. 


If  they  can’t  work  as  a team,  you  may  be  the 
loser. 

RULE  ELEVEN.  Consider  a surgeon  who  is 
part  of  a group  practice,  and  preferably  a group 
that  includes  internists,  surgeons  and  other  special- 
ists. T his  involves  doctors  who  work  together  on  all 
their  cases,  and  freely  consult  and  communicate 
with  each  other.  With  a group  practice,  you  are 
more  likely  to  have  a doctor  available  at  all  times 
who  is  familiar  with  your  case  and  you  have  the 
built-in  benefits  of  consultation. 

Some  patients  are  critical  of  group  practice,  how- 
ever, if  they  get  a feeling  that  they  are  being  passed 
from  one  doctor  to  another. 

Group  practice  takes  many  forms.  It  includes 
partnerships  of  many  kinds,  private  clinics,  and 
groups  sponsored  by  labor  and  management. 

One  type  of  group  practice  is  the  Health  Main- 
tenance Organization  (HMO).  In  most  HMO’s,  the 
surgeon’s  income  does  not  depend  on  the  number 
of  operations  he  performs.  Under  the  HMO  con- 
cept, doctors,  including  surgeons,  are  paid  as  much 
for  keeping  you  well  as  they  are  for  treating  you 
when  you  are  sick. 

A good  HMO  performs  about  50  percent  less  sur- 
gery on  its  patients  than  a health  insurance  plan 
which  compensates  doctors  on  a per  case  basis.  As 
a result,  membership  in  a good  HMO  may  help 
save  you  from  unnecessary  surgery. 

RULE  TWELVE.  Select  a surgeon  who  is  not 
too  busy  to  give  patients  enough  time  and  atten- 
tion. Surgeons  who  handle  too  many  cases  are  bad 
news  for  the  patient  for  obvious  reasons. 

The  best  surgeons  are  likely  to  be  busy.  But  the 
“best”  surgeon  who  must  rush  through  an  opera- 
tion and  must  hurry  past  his  patients  is  not  likely 
to  get  good  results.  To  say  haste  makes  waste  is  a 
gross  understatement  when  discussing  surgery. 

It  may  be  difficult  for  you  to  decide  if  a surgeon 
is  too  busy.  You  can  get  some  feel  for  this  by  ob- 
serving how  crowded  his  waiting  room  is  and  how 
much  time  lie  is  willing  to  spend  with  you. 

RLTLE  THIRTEEN.  Be  especially  on  guard  if 
some  of  the  operations  that  are  most  often  unneces- 
sarily performed  are  proposed  for  you.  These  in- 
clude hysterectomies,  hemorrhoidectomies,  and  ton- 
sillectomies. These  operations  have  been  referred 
to  as  “remunerectomies”  by  some  cynics  (a  fancy 
Greek  derivative  from  the  word  “remuneration”). 
One  doctor,  Norman  S.  Miller  of  the  University  of 
Michigan,  coined  the  term  “hip-pocket  hysterecto- 
mies” because  the  “only  benefactor  is  the  surgeon’s 
wallet.”  ( Evening  Bulletin,  June  8,  1972,  page  25.) 
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RULE  FOURTEEN.  The  patient,  not  the  doc- 
tor or  surgeon,  is  supposed  to,  and  is  entitled  to 
make  the  decision  on  whether  to  have  surgery.  Lis- 
ten to  the  experts.  But  remember,  it's  still  your 
decision.  You’re  entitled  to  have  the  facts  you  need 
and  you’re  entitled  to  decide  whether  or  not  to  go 
ahead  with  the  surgery. 

As  the  title  of  the  television  how  goes — “THIS  IS 
IS  YOUR  LIFE.” 
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Teething  is  easier 
when  you  prescribe 
DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage. brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 

Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain  Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  20% 
Benzocaine.) 

FORMULA 

Alcohol  70% 

Bencocaine  1 0% 

Chloroform,  4 mins, 
per  fluidounce 


DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip 
five  literature  sent  on  request. 


Active  Ingredients: 
Alcohol  by  vo.  70% 
Chloroform 
4 min.  per  fl.  oz. 
Benzocaine  in  a 
special  base. 


Net  '/•>  fluid  ounce 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


160  St.  Ronan  Street,  New  Haven,  Conn.  0651 1 
Telephone  865-0587 

William  R.  Richards,  M.D.  Leonard  R.  Tomat 

Executive  Director  Assistant  Executive  Director 

Josephine  P.  Lindquist  Scientific  Activities 

Associate  Executive  Director 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 

Thursday,  April  5,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  K.  F. 
Brandon,  and  Vice  Chairman,  Dr.  D.  A.  Grendon, 
were:  Drs.  Cramer,  Root,  Jr.,  Backhus,  Nolan, 
Weber,  Jr„  Granoff,  Fabro,  Hess,  Bradley,  Johnson, 
Ragland,  Jr.,  James,  Pelz,  Wilson,  Roch,  Nemoitin, 
VanSyckle,  Friedberg,  Ganzonetti,  Harkins,  LaBella, 
Milles,  Freedman,  Krinsky  and  Klare. 

Also  present:  Mrs.  Lindquist,  Mr.  Tomat,  Mr. 
Sweeney,  Mr.  Olson  (FCMA),  Mr.  Gordon  (HCMA), 
Mr.  Reich  (HCMA),  Dr.  West  (NHCMA),  Dr. 
Fleeson  (UConn  Med.),  Dr.  Magram  (MCMA)  and 
Dr.  Richards. 

Absent  were:  Drs.  Spitz,  Dambeck  and  Hastings. 

II.  Routine  Business 

Introductions 

The  Chairman  made  introduction  as  follows: 

(a)  W.  Raymond  James,  Essex,  who  has  replaced 
Clarence  W.  Harwood,  Middletown,  as  Councilor 
from  MCMA. 

(b)  Herbert  Magram,  Middletown,  who  will  re- 
place Louis  O.  Labella,  Middletown,  as  Associate 
Councilor  from  MCMA  following  the  annual  meet- 
ing of  the  House  of  Delegates. 

(c)  Mr.  Norman  Reich,  Hartford,  who  has  accept- 
ed the  post  of  Assistant  Executive  Director  of  the 
Hartford  County  Medical  Association. 

Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  March  7, 
1973,  with  a single  amendment  as  follows:  Page  4, 
“Communication  re  ‘Danbury  Pilot  Blue  Cross 
Program’  (FCMA)”,  Lines  22-24,  to  read — 2.  That, 
without  increase  in  premium  charge,  Blue  Cross 
enrollees  in  the  Danbury  area  may  receive  the  same 
covered  service  benefits  as  outpatients  as  they  would 
be  eligible  to  receive  as  inpatients  at  the  Danbury 
Hospital,  but  that  to  be  eligible  for  such  benefits 


Blue  Cross-enrollecl  patients  must  be  referred  to 
the  Hospital  by  a selected  group  of  approximately 
fifty  physicians. 

Resignation 

Councilor,  FCMA:  It  was  VOTED  to  acknowl- 
edge, with  regret,  notice  received  from  Edward  A. 
Rem,  New  Canaan,  that  he  had  resigned  from  the 
post  of  Councilor  from  the  Fairfield  County  Medi- 
cal Association.  Dr.  Rem  will  be  awarded  a certifi- 
cate in  recognition  of  his  service  to  the  Council  at 
the  semi-annual  meeting  of  the  House  of  Delegates 
in  the  fall  of  1973. 

Life  Membership 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  eligible  Active  Mem- 
bers as  follows: 

Benjamin  Allen,  13  Park  Street,  Norwalk  (F) 
—1/1/73 

Maurice  I.  Bakunin,  105  Brooklawn  Avenue, 
Bridgeport  (F)— 1/1/73 

Irving  Friedman,  860  Howard  Avenue,  New  Ha- 
ven (NH)— 1/1/73 

Date  of  Next  Meeting 

In  accordance  with  the  Bylaws,  the  organizational 
meeting  of  the  Council  for  1973-74  will  be  called  by 
the  President,  Sidney  L.  Cramer,  Hartford,  “as 
soon  as  possible  after  the  semi-annual  meeting  of 
the  House  of  Delegates.”  Dr.  Cramer  scheduled  the 
meeting  for  Wednesday,  May  9,  1973. 

ill.  Old,  New  and  Special  Business 

Report— 69th  Annual  Congress  on  Medical  Education 

It  was  VOTED  to  accept  for  filing,  and  with  com- 
mendation, a report  filed  on  the  proceedings  of 
tli is  Congress  (Chicago,  2/9-11  /73)  by  Franklin  Rob- 
inson, New  Haven,  who  attended  as  a representa- 
tive of  the  Society.  Dr.  Robinson  is  a member  of 
the  CSMS  Committee  on  Medical  Education  and 
Licensure  and  of  the  Connecticut  Medical  Exam- 
ining Board. 
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Report— Ad  Hoc  Committee  on  CRMP 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  the  Committee  chairman,  Kurt  Pelz, 
Clinton,  and  to  act  on  three  proposals  contained 
therein  as  follows: 

(a)  Study  of  the  Care  of  the  Elderly  in  Extended 
Care  Facilities:  It  was  VOTED  to  refer  this 
proposed  Study  to  the  Committee  of  PROs, 
Foundations  and  HMO’s  for  further  develop- 
ment as  to  value,  methodology,  administra- 
tion costs  and  possible  sources  of  funding,  and 
to  request  the  Committee  to  report  its  find- 
ings and  recommendations  to  the  Council. 
Note  was  made  that  Orvan  W.  Hess,  New 
Haven,  former  Medical  Director  of  the  State 
Welfare  Department,  had  initiated  a continu- 
ing survey  of  extended  care  facilities  during 
his  tenure  as  Director  and  that  the  Commit- 
tee should  utilize  Dr.  Hess’s  subject  experi- 
ence in  carrying  out  this  assignment.  It  is  felt 
that  such  a Study  would  be  useful  in  the 
development  and  implementation  of  a PSRO 
for  Connecticut. 

(b)  Recruitment  of  Physicians  for  Rural  and  In- 
ner-City Areas;  Health  Education  in  Schools: 
It  was  VOTED  to  refer  back  to  the  Ad  Hoc 
Committee,  for  further  study  and  report  to 
the  Council,  the  two  subject  proposals  identi- 
fied above. 

Progress  Reports— Committee  on  Statewide 
Medical  Planning 

It  was  VOTED  to  accept  for  filing  a three-part 
progress  report  of  the  Committee,  and  to  act  on  the 
three  segments  of  the  report  as  follows: 

(a)  Annual  Report:  It  was  VOTED  to  approve 
the  comprehensive  report  on  the  Committee’s 
activities  during  the  past  year  and  to  trans- 
mit the  report,  in  edited  form,  to  the  House 
of  Delegates  as  information.  The  principal 
areas  of  activity  covered  by  the  report  were: 
Progress  with  the  implementation  of  the  So- 
ciety’s Connecticut  Ambulatory  Care  Study; 
study  of  the  FCMA  Resolution  (House  of 
Delegates,  12/6/72)  and  related  proposals 
having  to  do  with  possible  restructuring  of 
the  Society’s  present  modus  operandi  (Com- 
mittees, Council,  etc.).  N.B.:  See  (b)  follow- 
ing. 

(b)  Supplement  to  Annual  Report:  It  was 

VOTED  to  combine  portions  of  this  supple- 
mental report  with  the  Annual  Report  (a), 
through  appropriate  editing,  and  to  transmit 


the  combined  report  to  the  House  of  Dele- 
gates as  information. 

(c)  Critical  Review  of  the  Purposes  of  the  So- 
ciety (Bylazvs — Article  II,  Section  1):  It  was 
VOTED  to  approve  a subject  report,  pre- 
pared and  submitted  by  the  Committee, 
which  concluded  that  the  purposes  of  the 
Society,  as  drafted  by  the  founders  in  1792, 
“are  broad  and  general  in  nature  and,  there- 
fore, seem  adaptable  to  being  given  whatever 
interpretation,  emphasis  and  manner  of  im- 
plementation the  present  and  future  leader- 
ship of  the  Society  may  deem  most  appropri- 
ate to  the  needs  of  the  profession  and  the 
public  at  any  given  point  in  time.”  It  was 
further  VOTED  that  the  report  document 
be  published  in  the  Journal;  that  printed  re- 
productions of  the  document  be  purchased 
from  the  Journal  for  enclosure  with  the  letters 
to  be  mailed  out  in  conjunction  with  the 
“unified  membership”  recruitment  program; 
and  that  additional  printed  reproductions  be 
purchased  for  inclusion  in  the  “membership 
kit”  for  new  members  and  for  miscellaneous 
other  uses. 

Reports— Cancer  Coordinating  Committee 

Resolution  re  Follow-up  Examination  of  Pa- 
tients: As  amended  in  several  sections  by  the  Coun- 
cil, it  was  VOTED  to  adopt  a subject  policy  state- 
ment as  follows: 

RESOLVED:  That  the  Council  of  the  Connecti- 
cut State  Medical  Society  endorse 
the  principle  that  it  is  both  proper 
and  advisable  for  the  attending 
physician  to  call  patients  back  for 
appropriate  follow-up  examina- 
tions, and  that  this  is  not  an  un- 
ethical practice  but,  in  fact,  quite 
the  contrary;  and  be  it  further 

RESOLVED:  That  the  Council  direct  the  mem- 
bership of  the  Society  and  the  hos- 
pitals of  the  state  be  informed  of 
Council’s  endorsement  of  this  prin- 
ciple; and  be  it  further 

RESOLVED:  That  the  Council  advocate  that,  in 
cooperation  with  the  Connecticut 
Division  of  the  American  Cancer 
Society,  a program  be  undertaken 
to  inform  the  public  of  the  appli- 
cation of  this  principle  to  the  treat- 
ment of  malignant  diseases  and  of 
its  value  to  patients. 
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Progress  Report— Committee  on  PROs,  Foundations 
and  HM Os 

It  was  VOTED  to  accept  for  filing,  and  to  trans- 
mit to  the  House  of  Delegates  as  information,  a 
progress  report  of  the  Committee  concerning  its 
activities  directed  toward  development  of  a PSRO 
for  Connecticut.  The  transmittal  of  this  report  to 
the  House  will  be  in  compliance  with  the  resolu- 
tion adopted  by  the  House  on  12/6/72  which  di- 
rected the  Council  to  undertake  PSRO  development 
actively  and  to  report  on  progress  “at  the  next 
meeting.” 


Summary  of  Annual  Reports— Council-elected  Committees, 
Representatives,  Etc. 

It  was  VOTED  to  accept  for  filing  a staff-pre- 
pared compilation  of  the  annual  reports  submitted 
by  Council-elected  committees,  representatives  and 
advisors,  it  being  noted  that  the  reports  of  some 
had  not  been  received  and  that  others  provided 
little,  if  any,  pertinent  information. 

It  was  VOTED  to  apprise  Consumer  Protection 
Commissioner  Barbara  B.  Dunn  of  the  Council’s 
concern  about  the  report  of  the  Society’s  repre- 
sentative to  the  Connecticut  Advisory  Committee 
on  Food  and  Drugs  that  he  feels  the  Advisory  Com- 
mittee “has  lost  contact  with  the  Commissioner; 
that  neither  she  nor  her  representatives  bring  their 
problems  to  the  Committee  . . .”.  In  the  opinion  of 
the  Society’s  representative,  Kurt  A.  Oster,  Bridge- 
port, if  this  situation  does  not  change,  “the  very 
existence  of  the  Advisory  Committee  is  mean- 
ingless and  it  does  not  deserve  the  support  of  the 
Society.” 

Communications  from  Secretary  of  HEW 

It  was  VOTED  to  accept  for  filing  two  letters 
received  from  HEW  Secretary  Caspar  W.  Wein- 
berger. One  of  these  acknowledged  receipt  of  the 
Society’s  expression  of  desire  to  be  recognized  as 
the  agency  for  a PSRO  for  Connecticut  and  gave 
assurance  that  when  the  regulations  for  the  imple- 
mentation of  PSROs  had  been  formulated  by  his 
Department,  the  Society  will  be  apprised  that  for- 
mal applications  are  in  order.  The  second  letter  was 
in  response  to  the  Society’s  plea  that  funding  for 
the  second  year  of  the  Ambulatory  Care  Study  be 
assured.  On  this  question,  the  Secretary  stated  quite 
flatly  that  no  further  funds  from  RMP  sources 
would  be  available  after  June  30,  1973,  and  that 
funds  from  other  federal,  state  or  private  sources 
would  have  to  be  sought  to  complete  the  second 
year  of  the  two-year  Study. 


Progress  Report — Hartford  County  Health  Care  Plan 

It  was  VOTED  to  receive,  with  thanks,  a progress 
report  on  recent  activities  of  the  HCHCP.  Some  of 
these  activities  are:  (a)  The  employment  by  HCMA 
of  an  Assistant  Director,  Mr.  Norman  Reich,  who 
will  be  assigned  almost  exclusively  to  the  work  of 
the  HCHCP;  (b)  application  has  been  made  to 
EMCRO  for  a three-year  research  grant  “to  im- 
prove the  quality  of  health  services  in  Hartford 
County”  and,  secondarily,  to  accelerate  the  de- 
velopment of  HCHCP;  and  (c)  the  conduct  of  a 
pilot  “Hospital  Admission  Review  Program 
(HARP)”  at  the  New  Britain  General  Hospital. 

Apparently  feeling  that  a somewhat  more  basic 
report  on  how  HCMA  has  gone  about  developing 
the  Health  Care  Plan  (cost  estimates,  difficulties  en- 
countered, etc),  the  Council  further  VOTED  to 
request  the  HCHCP  and/or  HCMA  to  submit  such 
a comprehensive  report  on  development  and  plans 
for  future  implementation  to  the  House  of  Dele- 
gates on  4/24/73  as  information. 


Report  on  "Voting  Representation  of  Active  CSMS 
Sections  in  House  of  Delegates" 

The  President,  Dr.  Grendon,  and  the  Chairman 
of  the  Council,  Dr.  Brandon,  reported  on  a meet- 
ing held  with  Section  representatives  on  March 
21,  at  which  meeting  the  previously-approved  al- 
ternatives were  presented  and  discussed.  In  brief, 
the  alternatives  were:  (a)  ex-officio,  non-voting 
membership  in  the  CSMS  House  of  Delegates  for 
the  chairman  of  each  active  Section  or  his  desig- 
nate; or  (b),  voting  membership  in  the  Council 
and  House  of  Delegates  for  one  representative  of 
all  active  Sections,  such  representatives  to  be  elected 
annually  by  a committee  composed  of  the  chairmen 
of  all  active  Sections.  Drs.  Grendon  and  Brandon 
reported  that  the  Section  representatives  present  at 
the  March  21  meeting  desired  representation  via 
both  alternatives;  i.e.,  ex-officio,  non-voting  mem- 
bership in  the  House  of  Delegates  for  all  active 
Sections,  and  at  least  three  voting  representatives 
in  the  Council  and  House  of  Delegates. 

It  was  VOTED  to  accept  for  filing  the  report  pre- 
sented by  Drs.  Grendon  and  Brandon.  Following- 
extended  “pro  and  con”  discussion  of  the  two  types 
of  representation  desired  by  the  Sections,  the 
Council  took  the  following  actions: 

(1)  VOTED  to  report  on  the  Council  study  of 
this  matter  to  the  House  of  Delegates  on  April 
24,  and  to  recommend  that  all  active  CSMS 
Sections  be  granted  ex-officio,  non-voting  rep- 
resentation in  the  House,  such  representa- 
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tives  to  be  the  chairmen  of  all  active  Sections 
or  their  designates. 

(2)  VOTED  to  present  to  the  House  of  Delegates 
for  approval  a series  of  amendments  to  the 
Bylaws  that  will  enable  the  implementation 
of  the  recommendation  made  in  (1)  above. 

Expression  of  Thanks  to  the  President 

The  members  of  the  Council  gave  the  President, 
David  A.  Grendon,  Sharon,  a standing  vote  of  ap- 
preciation for  the  excellence  of  his  performance  in 
office  during  the  past  year  and  the  many  beyond- 
the-call-of-duty  contributions  he  has  made  to  the 
work  of  the  Society. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  April  5, 
1973.  Detailed  minutes  of  the  meeting  are 
on  pie  at  160  St.  Ronan  Street,  New  Haven, 
for  perusal  by  an  interested  member  of  the 
Society. 


Please  Mention  This 
JOURNAL 

when  writing  to  Advertisers 


SPORTSCOACH 


The  Total  Design 
Motor  Home  Leader 

Sportscoach  is  widely  acknowledged  as  Amer- 
ica’s best  built  motor  home. 

Sportscoach.  It’s  like  none  other.  Luxury,  per- 
formance, comfort,  construction  and  safety.  It's 
all  there. 

Write  us  for  the  beautiful  and  informative 
Sportscoach  brochures.  Better  yet,  next  time  you 
plan  to  be  in  our  area  call  us  collect.  We’ll  be 
happy  to  arrange  a test  drive  and  show  you  some 
of  the  many  truly  amazing  features  of  Sports- 
coach. If  you’re  too  busy  to  stop  by  just  let  us 
know  you  are  interested.  We  will  do  the  rest.  We 
make  house  calls. 


Mallon  Chevrolet — RV  Division  Tel.  889-3333 

I 774  W.  Thames  St.,  Norwich,  Conn.  05360 

I I’m  Interested  in  Sportscoach 

I Send  literature  □ Don’t  call  me,  I’ll  call  you  □ 

I Call  me  at  ; Best  time 

I I’m  interested  in  your  “House  Call”  offer 

I Name  

I Address  

City  State  


FOR  PATIENTS  OF  ALL  AGES.  REGARDLESS  OF  RACE,  COLOR  OR  CREED.  WHO  NO  LONGER  RE- 
QUIRE GENERAL  HOSPITAL  CARE  AND  WANT  TO  BE  HELPED  TO  "GET  UP  AND  GET  WELL  FASTER." 

r n 

SOUND  VIEW  HAS  AN  ACTIVE  RESTORATIVE  AND  REHABILITATIVE  PROGRAM 
WHICH  IS  WELL  KNOWN  TO  THE  MORE  THAN  150  AREA  PHYSICIANS  WHO  HAVE 
ADMITTED  THEIR  PATIENTS  TO  OUR  FACILITY. 

OUR  LARGE  NURSING  STAFF,  PHYSICAL  THERAPISTS,  OCCUPATIONAL  THER- 
APIST, SPEECH  THERAPIST  AND  SOCIAL  WORKER  ARE  CONTINUOUSLY  INVOLVED. 
PLANNING  AND  ADMINISTRATING  A REHABILITATION  PROGRAM  FOR  EACH  PATIENT. 

THREE  RESIDENT  PHYSICIANS  ARE  AVAILABLE  TO  ASSIST  THE 
^ patient’s  PERSONAL  PHYSICIAN. 

SOUND  VIEW-SPECIALIZED  CARE  CENTER 

CARE  LANE,  WEST  HAVEN  (BETWEEN  V.A.  HOSPITAL  AND  NOTRE  DAME  HIGH)  934-7955 

^ ONE  IN  STAFF  FOR  EACH  PATIENT  MEDICARE  & BLUE  CROSS  “65”  APPROVED 
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An  American  Phenomenor 


How  an  idea  as  unselfish  as  the  volunteer  fire  department 
gave  birth  to  a health  care  plan  for  74  million  Americans ♦ 


Most  people  realize  that  only 
by  unselfishly  protecting  others 
can  they  really  hope  to  protect 
themselves. 

That’s  why  men  have  always 
been  willing  to  give  of  themselves 
to  man  volunteer  fire  departments. 


And  that’s  why  the  Blue  Cross 
system  has  been  able  to  grow 
into  the  world’s  largest  volunteer 
health  care  plan. 


The  first  Blue  Cross  Plan  came 
into  being  in  1929  in  Dallas,  Texas. 
And  the  idea  proved  so  successful, 
that  other  Plans  began  to  spring  up 
around  the  country. 

In  Connecticut,  our  Blue  Cross 
Plan  dates  back  to  1937. 


And  there  are  now  74  other  Blue 
Cross  Plans  in  America  with  whom 
we  work  to  offer  you  prepaid  health 
care  protection  wherever  you  go. 


Each  Plan  came  about  from  a 
voluntary  gathering  together.  Each 
raised  its  own  funds,  put  local 
citizens  on  its  board  who  knew 
local  problems. 


Together,  these  Plans  serve  over 
94  million  Americans  with  a uniquely 
American  idea. 


The  Blue  Cross  system  has  ma 
a lot  of  improvements  over  the 
years.  An  inter-plan  “Bank,”  for 
example,  that  makes  your  protec- 
tion good  anywhere  in  the  countr 

Benefit  coverage  for  pre-admis: 
diagnostic  testing,  post-hospital 
home  care,  kidney  dialysis  treatm 
in  the  home. 

More  outpatient  benefits  to  easi 
the  demand  for  hospital  beds.  In 
fact,  today  more  claims  are  paid  f 
outpatient  services  than  for  hospi 
admissions. 

And  improvements  will  continue 
as  we  assume  even  more  respons 
bilities  in  the  rapidly  changing  he; 
care  scene. 

But  one  thing  will  never  change 
Your  Blue  Cross  membership  care 
will  open  the  doors  of  more  than 
7,000  hospitals  across  the  country 


No  stockholders.  No  profit  to 
make.  Coverage  not  canceled 
because  of  poor  health. 

The  Blue  Cross  idea  began  as  a 
way  for  people  with  a common 
interest  to  get  together  to  help  pay 
each  other’s  health  care  bills. 

And  that’s  what  we’re  still 
doing. 


That’s  why  we  began. 


Blue  Cross 

of  Connecticut 


Your  Health  Is  Our  Business; 
Your  Good  Health,  Our  Concern. 


^Reg.  Mark  Blue  Cross  Assn. 


Questions  and  Answers 


When  Does  Life  Begin? 

Q.  Much  of  the  debate  that  has  been  provoked 
by  the  legalization  of  abortions  in  a number  of 
states  centers  about  the  question:  “When  does  life 
begin?”  Judging  from  what  I have  heard  and  read, 
objective  opinions  on  this  complex  question  are 
not  readily  found.  Specifically , would  you  define 
life  as  beginning  (1)  with  the  first  cell  that  forms 
when  sperm  and  egg  meet , or  (2)  when  the  cell  has 
demonstrated  life  with  the  first  cell  division,  or 
(3)  with  the  first  heart  beat,  or  (4)  when  the  first 
wave  activity  can  be  demonstrated  on  the  electro- 
encephalogram, or  (5)  at  the  first  possible  time 
when  life  can  be  sustained  outside  the  uterus  or 
(6)  when ? Would  it  be  possible  for  the  American 
Medical  Association  to  help  shed  some  light  on  one 
of  the  most  sensitive  problems  confronting  our 
contemporary  society? 

MD,  Ohio 

THIS  QUESTION  WAS  REFERRED  TO  SIX  CONSULTANTS: 

a lawyer;  Protestant,  Catholic,  and  Jewish 
theologians;  a behavioral  scientist;  and  an 
obstetrician-gynecologist,  whose  discussions,  re- 
spectively, ARE  AS  follows: 

A.  In  most  legal  systems,  legal  personality  begins 
at  live  birth.1  (p579)  However,  there  are  several  im- 
portant exceptions  to  this  general  rule,  such  as  the 
law  of  property  which  grants  to  a fetus  yet  unborn 
a conditional  legal  personality.  That  is  to  say,  if  a 
fetus  is  subsequently  born  alive  it  may  immediately 
receive  a legacy,  obtain  an  injunction,  have  a guar- 
dian, or  even  be  an  executor,  even  though  it  was, 
at  the  critical  moment,  en  ventre  sa  mere. 

Moreover,  according  to  a steadily  growing  num- 
ber of  recent  cases  in  the  area  of  tort  law,  a fetus 
can  maintain  an  action  for  the  death  of  a parent 
while  it  is  still  in  utero.  It  has  also  been  recently 
held  by  several  courts  that  an  action  can  be  main- 
tained on  behalf  of  a child  who  was  born  deformed 
because  of  prenatal  injuries  negligently  inflicted 
upon  it;  and,  that  an  action  can  be  maintained 
against  a tort-feasor  if  the  child  dies — regardless 
of  whether  the  death  occurred  before  or  after  birth. 
Depending  therefore  on  the  particular  jurisdiction 
involved,  if  the  law  of  torts  is  concerned,  human 
life  may  begin  as  soon  as  the  child  is  capable  of 


living  apart  from  its  mother  (viable).  Moreover, 
as  of  early  1965  eight  American  courts  when  deal- 

Reprinted  from  JAMA,  214:1893,  1894. 

ing  with  cases  in  tort  law  followed  a biographical 
approach  and  now  hold  that  life  begins  at  concep- 
tion; thereby  according  legal  personality  to  the  zy- 

gOtC.1  (PP589~59°) 

In  the  area  of  criminal  law  there  is  yet  another 
exception  to  the  general  statement  that  life  begins 
at  birth,  in  that  our  state  laws  customarily  define 
homicide  as  the  killing  of  a fetus  after  it  is  viable. 

Finally,  it  should  be  understood  that  in  addition 
to  the  fact  that  the  law  first  asks  for  what  purpose 
we  wish  to  know  when  life  begins,  our  legal  sys- 
tem proceeds  on  an  ad  hoc  basis.  Consequently,  we 
cannot  positively  say  that  a future  ruling  will  fol- 
low an  earlier  decision. 

Douglas  Stripp,  Attorney  at  Law 
Kansas  City,  Mo. 

1.  The  Unborn  Plaintiff.  Michigan  Law  Review,  63,  1965 

A.  Human  life  can,  of  course,  be  arbitrarily  “de- 
fined” to  begin  at  any  of  the  points  mentioned. 
The  ancient  common  law  emphasis  on  “quicken- 
ing” illustrates  how  arbitrary  such  definitions  often 
are,  and  how  pragmatic  are  the  considerations  giv- 
ing rise  to  them  (in  this  case,  workable  sanctions 
against  socially  harmful  abortion). 

The  medical  profession  and  the  Christian  re- 
ligion, however,  are  so  fully  committed  to  the  ir- 
reducible dignity  and  worth  of  individual  human 
life  that  neither  can  be  satisfied  with  arbitrary  or 
pragmatic  definitions  capable  of  investing  the  non- 
human with  humanity  or  of  lowering  the  genuinely 
human  to  subhuman  status.  Though  variations  in 
theological  and  medical  judgment  can  certainly 
be  observed  historically  on  the  question,  it  is  re- 
markable how  closely  biblican  teaching  (Exodus 
2D22-25)1  and  scientific  evidence  today  enter  into 
accord  on  the  absolute  cruciality  of  egg-and-sperm 
union  as  the  point  of  origin  of  individual  human 
life  as  discussed  by  Dr.  Melville  Vincent  and  my- 
self in  separate  symposium  papers  for  the  Christian 
Medical  Society.1 

The  force  of  such  biblical  passages  as  Psalms 
51:5  and  Luke  1:15,41  is  entirely  consistent  with 
current  biological  evidence  as  summarized,  for  ex- 
ample, by  Jules  Carles,  director  of  research  at 
France’s  National  Center  for  Scientific  Research 
(CNRS): 

This  first  cell  [formed  by  sperm-and-egg  union]  is  already 
the  embroyo  of  an  autonomous  living  being  with  individual 
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hereditary  patrimony,  such  that  if  we  knew  the  nature  of 
the  spermatozoid  and  the  chromosomes  involved,  we  could 
already  at  that  point  predict  the  characteristics  of  the 
child,  the  future  color  of  his  hair,  and  the  illnesses  to  which 
he  would  be  subject.  In  his  mother’s  womb,  where  he  will 
grow,  he  will  not  accept  everything  she  brings  to  him,  but 
only  that  which  is  necessary  to  his  existence:  thereby  he  will 
realize  his  hereditary  patrimony.  In  that  first  cell  the  pro- 
found dynamism  and  the  precise  direction  of  life  appears. 
...  In  spite  of  its  fragility  and  its  immense  needs,  an  auton- 
omous and  genuinely  living  being  has  come  into  existence. 
...  It  is  rather  surprising  to  see  certain  physicians  speak 
here  of  ‘potential  life’  as  if  the  fertilized  egg  began  its  real 
life  when  it  nests  in  the  uterus.  Modern  biology  does  not 
deny  the  importance  of  nidation,  but  it  sees  it  only  as  a con- 
dition— indispensable,  to  be  sure — for  the  development  of 
the  embryo  and  the  continuation  of  a life  already  in  exist- 
ence (La  Fecondation,  ed  5.  Paris,  Presses  Universitaires  de 
France,  1967,  pp  81-82). 

John  Warwick  Montgomery,  PhD,  DTheol 
Trinity  Evangelical  Divinity  School 
Deerfield,  111. 

1.  Christian  Medical  Society:  Birth  Control  and  the  Chris- 
tian. Wheaton,  111.,  Tyndale  House,  1969,  pp  86-89. 

A.  Roman  Catholic  moral  teaching  has  tradi- 
tionally held  that  human  life  begins  when  God  in- 
fuses the  soul,  the  distinguishing  feature  of  human 
existence.  Man’s  life  and  God-given  destiny,  then, 
are  necessarily  intertwined.  From  the  first  moments 
of  his  existence  he  is  caught  up  into  an  ongoing 
personal  relationship  with  his  Creator,  one  that 
reaches  fulfillment  in  final  form  and  eternal  union. 

In  the  past,  various  theories  have  been  advanced 
as  to  when  the  soul  is  infused.  Aquinas,  working 
from  inadequate  biological  evidence,  posited  40  to 
80  days  after  fertilization.  Although  we  have  had 
no  certain  knowledge  as  to  the  precise  moment 
that  ensoulment  takes  place,  theologians  have  al- 
ways held  that  in  practice  the  fetus  must  be  ac- 
corded all  the  rights  of  the  human  person  from 
the  moment  of  conception. 

In  our  day,  the  theologian  relies  more  and  more 
upon  the  scientist  to  provide  accurate  scientific  in- 
formation as  the  background  for  ethical  reflection. 
In  regard  to  the  question  at  hand,  some  scientists 
would  see  conception,  i.e.,  the  beginning  of  human 
life,  as  a process  that  is  only  fully  completed  and 
verifiable  at  implantation.  Geneticists  would  argue 
that  at  the  moment  of  fertilization  the  genetic 
blueprint  is  set  up  for  each  human  person,  and  all 
that  follows  is  a natural  consequence  of  this  deter- 
mined plan.  The  ethician  has  no  revealed  knowl- 
edge of  when  life  begins  or  when  ensoulment  takes 
place,  but  he  can  reasonably  rely  on  the  scientific 
evidence.  He  can  conclude  that  human  life  is  an  on- 


going process  at  least  from  implantation,  and  most 
probably  from  fertilization. 

Roman  Catholic  teaching  has  always  placed  a 
high  value  on  human  life,  coming  as  it  does  from 
the  creative  hand  of  God  and  the  biological  po- 
tentiality of  man  and  woman.  Life  then  is  to  be 
supported  and  maintained  from  its  first  moment 
of  existence,  and  accepting  our  human  inability  to 
pinpoint  precisely  the  moment  of  its  beginning, 
the  theologian  chooses  the  safest  course  and  as- 
sumes that  human  life  is  present  from  the  time  of 
fertilization,  that  is,  with  the  first  cell  formation 
when  sperm  and  egg  are  joined.  Ethical  questions 
concerning  maternal  health  care,  prenatal  care  of 
the  fetus,  and  abortion  are  all  founded  on  this  pre- 
supposition. 

Rev.  James  T.  McHugh 
United  States  Catholic  Conference 
Washington,  D.C. 

A.  The  question,  “When  does  life  begin?”  as  any 
other  problem  relating  to  life,  when  posed  to  a 
Jewish  theologian,  must  be  viewed  from  the  van- 
tage point  of  a tradition.  In  Judaism,  this  is  Scrip- 
ture as  illumined  by  rabbinic  literature. 

The  Bible  makes  reference  to  the  status  of  a 
fetus  in  the  following  passage  from  Exodus  (21: 
22-23): 

If  men  strive  and  hurt  a woman  with  child  so  that  her  fruit 
depart  from  her,  and  yet  no  mischief  follow,  he  shall  surely 
be  punished  according  as  the  woman’s  husband  will  lay 
upon  him;  and  he  shall  pay  as  the  judge  determines.  And  if 
any  mischief  follow,  then  thou  shalt  give  life  for  life. 

The  death  of  the  unborn  child  is  punishable  by 
fine  only,  because  the  unborn  child  is  not  consid- 
ered a living  person. 

The  text  is  further  interpreted  in  the  rabbinic 
literature,  where  we  learn  when  life  begins.  We  are 
told  that  when  a woman  is  having  difficulty  in  giv- 
ing birth,  it  is  permissible  to  “cut  up  the  child  in- 
side her  womb  and  take  it  out  limb  by  limb.”  The 
commentaries  further  tell  us  that  “as  long  as  the 
child  did  not  come  out  into  the  world  it  is  not 
called  a living  being  and  it  is,  therefore,  permissible 
to  take  its  life  in  order  to  save  the  life  of  its 
mother.” 

It  is  clear  from  all  the  authorities  in  Judaism 
that  the  embroyo  is  not  considered  a living  being, 
and  that  “once  the  head  has  appeared,  this  being 
must  not  be  touched,  for  we  may  not  set  aside  one 
human  life  to  save  another.”  The  fetus  is  consid- 
ered “the  loin  of  its  mother,”  or  pars  viscera 
matrurn. 
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According  to  Jewish  sources  the  period  to  be 
considered  is  three  months  after  conception;  prior 
to  this  period,  life  has  not  yet  begun. 

Rabbi  Davdi  Graubart,  UD,  PhD, 

The  Bet  Din 

Chicago 

A.  Philosophers  and  scientists  tend  to  agree  that 
human  life,  as  all  life,  is  continuous,  being  passed 
through  the  germ  cells  from  person  to  person. 
When  a specific  human  life  begins,  however,  is 
a question  of  ethical  belief  rather  than  one  of  sci- 
ence. The  answer  to  this  question  depends  upon 
how  one  defines  a human  life,  and  on  this  we  are 
no  closer  to  agreement  than  were  the  Greeks. 

The  professional  definitions  employed  for  the 
purpose  of  vital  statistics  and  death  registration 
were  developed  in  cooperation  with  the  World 
Health  Assembly  in  1950.  Nearly  all  states  now 
require  that  stillbirths  be  registered  when  the  cri- 
terion of  20  weeks  or  more  of  gestation  is  satisfied. 
Most  states,  in  addition,  employ  the  criteria  of  (1) 
heart  action,  (2)  breathing,  and  (3)  movement  of 
voluntary  muscles.  Death  registration  identifies 
the  stillborn  as  a human  death,  and  accordingly, 
requires  that  disposal  of  the  body  be  in  accord 
with  state  regulations  as  regards  human  burial  or 
cremation. 


In  Memoriam 


Carey,  Thomas  C.,  Yale  Medical  School,  1928.  Dr. 
Carey  was  a practicing  psychiatrist  in  the  Hartford 
area  since  1928.  He  was  the  founder  of  the  psy- 
chiatric department  at  St.  Francis  Hospital  and  its 
first  chief  psychiatrist,  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Carey  died  February  16,  1973,  at  the  age 
of  72. 

Dearborn,  Earl  Hamilton,  Johns  Hopkins,  1949. 
Dr.  Dearborn  was  a practicing  physician  in  the  New 
Haven  area  since  1969,  specializing  in  pharmacol- 
ogy. He  was  president  of  the  Therapeutics  Research 
Division  of  Miles  Laboratories  in  West  Haven  and 
vice  president  of  Medical  Affairs  at  Dome  Labora- 
tories in  Montvale,  New  Jersey,  and  chairman  of 
the  chairman  of  the  Boston  University  School  of 


Medicine,  and  was  a member  of  the  New  Haven 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Dearborn  died  February  28,  1973,  at  the 
age  of  57. 
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GENERAL 

June  24-28— Sunday-Thursday 

AMA  Annual  Convention 
Headquarters:  Americana  Hotel 
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Scientific  Sessions:  New  York  Hilton 


September,  1972-May,  1973 
6:00  P.M.-8:15  P.M.-Every  Tuesday 
Basic  Science  Related  to  Clinical  Medicine 
Lawrence  and  Memorial  Hospitals 
New  London,  Connecticut 
Contact:  Edward  Gipstein,  M.D. 

Director  of  Medical  Education 
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Continuing  Education  Needs  Perceived  By 
Physicians  in  Northern  Connecticut 

Douglas  V.  Almond,  M.D.,  M.P.H. 


Abstract  — The  continuing  education  needs  of 
practicing  physicians  outside  Hartford  in  northern 
Connecticut  were  assessed  by  means  of  a ques- 
tionnaire. Suggested  programs  with  the  greatest 
popularity  included  more  lectures  in  the  community 
hospitals,  a continuing  education  course  meeting 
monthly  in  Hartford,  and  the  rotation  of  house  staff 
through  community  hospitals.  Significant  variation 
in  program  preferences  occurred  between  the  staffs 
of  different  hospitals  and  between  groups  of  medi- 
cal specialists. 

Introduction 

The  importance  of  continuing  education  has  been 
recognized  by  both  physicians  in  practice  and  those 
in  academic  medicine,  however,  the  content  and 
structure  of  continuing  education  programs  have 
been  the  subject  of  controversy.  The  problems  of 
demanding  schedules,  varying  priorities,  and  incom- 
plete knowledge  of  what  the  practitioner  wants  con- 
tribute to  this  controversy. 

The  medical  faculty  at  the  University  of  Connec- 
ticut has  committed  itself  to  a responsibility  for  con- 
tinuing education  for  physicians  in  the  state.  To 
determine  the  kinds  of  programs  that  would  be  most 
useful,  a brief  questionnaire  was  sent  to  physicians 
practicing  outside  the  Hartford  area  in  northern 
Connecticut.  The  results  of  this  questionnaire  are 
presented  in  this  report. 

Procedure 

Staff  lists  of  physicians  were  obtained  from  11 
hospitals  outside  Hartford  in  northern  Connecticut. 
Physicians  received  a single-page  questionnaire 
asking  for  information  about  their  age,  practice 
specialty,  and  the  organizational  form  of  their  prac- 
tice. Twelve  alternatives  in  continuing  education 
were  described.  The  respondent  was  asked  to  indi- 
cate those  programs  which  he  believed  would  most 
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benefit  his  medical  community,  and  those  programs 
in  which  he  himself  would  participate.  The  replies 
were  coded  on  punch  cards  and  the  data  were  ana- 
lyzed by  computer.  In  addition  to  determining  which 
education  programs  would  receive  the  greatest  over- 
all support  in  the  opinion  of  the  respondents,  an 
attempt  was  made  to  determine  the  presence  of  ex- 
cess interest  or  disinterest  in  a particular  educational 
alternative  from  either  the  staff  of  a particular  hos- 
pital or  the  members  of  a particular  practice  special- 
ty. The  responses  of  these  groups  were  compared 
with  the  response  pattern  of  all  responding  physi- 
cians using  the  chi  square  test  of  significance. 


Results 

Table  I shows  that  the  hospital  staff  response 
rate  varied  from  37%  to  77%.  Three  hundred  eighteen 
of  540  questionnaires  sent  were  returned  yielding 
an  overall  response  rate  of  58%. 


TABLE  1 


RESPONSE 

RATE  ACCORDING 

TO  HOSPITAL 

STAFFS 

Hospital 

Number 

Sent 

Number 

Returned 

Percent 

Return 

1 

58 

39 

67% 

2 

32 

18 

56% 

3 

46 

28 

60% 

4 

78 

29 

37% 

5 

84 

65 

77% 

6 

55 

31 

56% 

7 

45 

22 

48% 

8 

35 

24 

68% 

9 

35 

24 

68% 

10 

17 

7 

41% 

1 1 

55 

31 

56% 

TOTAL 

540 

318 

58% 

The  distribution  of  practice  specialties  among 
respondents  is  given  in  Table  II.  Surgeons,  family 
practitioners,  and  internists  were  the  most  heavily 
represented  physicians  in  the  study  and  accounted 
for  2/  3 of  all  respondents. 
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TABLE  II 

RESPONDENTS  ACCORDING  TO  PRACTICE  SPECIALTY 


Anesthesiologists 

11 

General  or  Family  Practitioners 

76 

Internists,  Medical  Subspecialists 

53 

Surgeons 

84 

Pediatricians 

28 

Psychiatrists 

11 

Obstetricians,  Gynecologists 

18 

Radiologists 

19 

Pathologists 

8 

Other 

10 

Total 

318 

The  numbers  of  respondents  indicating  an  interest 
in  the  suggested  educational  alternatives  are  shown 
in  Table  III.  Totals  in  column  A refer  to  those  re- 
spondents who  believed  the  suggested  program 
would  be  of  considerable  benefit  to  the  local  medi- 
cal community.  Totals  in  column  B represent  re- 
spondents who  believed  that  they  themselves  would 
utilize  the  suggested  program  during  the  first  two 
years  of  operation.  Greatest  overall  interest  was 
shown  in  programs  involving  more  lectures  at  the 
local  hospital  on  recent  advances  and  common  prac- 
tice problems,  in  the  establishment  of  a continuing 
education  course  meeting  monthly  in  Hartford 
throughout  the  year,  and  in  service  rotations  in  local 
hospitals  by  house  staff  affiliated  with  training  pro- 
grams in  Hartford. 

TABLE  III 

POPULARITY  OF  THE  SUGGESTED  EDUCATIONAL  ALTERNATIVES 


No.  of  respondents 
interested  in  program 
A B 

for  local  for 

community  themselves 


1.  More  lectures  at  the  hospital  on  com- 

mon problems  encountered  in  prac- 
tice. 116 

2.  More  lectures  at  the  hospital  on  re- 

cent advances  in  medicine,  surgery, 
pediatrics,  etc.  158 

3.  The  establishment  at  the  hospital  of 

regular  clinic  sessions  in  which  a visit- 
ing specialist  would  see  and  examine 
hospitalized  and  ambulatory  prob- 
lem patients.  70 

4.  A service  rotation  at  your  hospital  by 

residents  in  training  programs  in  the 
Hartford  area.  125 

5.  A service  rotation  at  your  hospital  by 

Univ.  of  Conn.  4th  year  medical 
students.  102 

6.  Coverage  of  a practice  by  a house 
officer  completing  his  residency  in  the 
Hartford  area  so  as  to  permit  local 
physicians  to  take  refresher  courses 

of  their  own  choosing.  47 


114 

168 


62 

107 

98 


50 


A 

for  local 
community 

B 

for 

themselves 

7.  The  establishment  of  a toll-free  24- 
hour-a-day  telephone  consultation 
service  staffed  by  Univ.  of  Conn,  fac- 
ulty members  who  would  discuss  and 
answer  questions  over  the  telephone. 

80 

96 

8.  A 2-way  television  hookup  between 
your  local  hospital  and  the  University 
of  Connecticut  Medical  Center. 

73 

71 

9.  The  establishment  of  a continuing 
education  course  meeting  monthly  in 
Hartford  throughout  the  year,  each 
session  lasting  one  entire  day  and 
consisting  of  lectures,  panel  discus- 
sions, case  presentations,  etc.,  cover- 
ing a single  subspecialty  area. 

128 

179 

10.  Programmed  learning  courses  by  mail 
in  a variety  of  specialty  areas. 

43 

69 

1 1 . No  new  program  since  most  educa- 
tional needs  are  being  met  at  present 
time. 

21 

14 

12.  No  new  program  because  of  lack  of 
sufficient  free  time  for  the  physician 
to  participate. 

12 

11 

TABLE  IV 

VARIATIONS  IN  PATTERNS  OF  RESPONSE  ACCORDING 
TO  HOSPITAL  STAFF  AND  PRACTICE  SPECIALTY* 


Identification 
Number  of 
Educational 

Alternative  Excess  Interest 

Excess  Disinterest 

1 

Hospital  StaffNo.  5 

2 

Hospital  Staff  No.  4 

Surgeons 

3 

4 

Internists 

Hospital  Staff  No.  1 1 

Family  Practitioners 

5 

Surgeons 

Hospital  Staff  No.  5 

Family  Practitioners 

Surgeons 

Pediatricians 

6 

Hospital  StaffNo.  10 

Hospital  Staff  1 1 1 

7 

Hospital  StaffNo.  4 

Surgeons 
Hospital  Staff  t5 

8 

Hospital  StaffNo.  7 

Surgeons 

Radiologists 

9 

Radiologists 

Hospital  Staff  +10 

10 

Hospital  StaffNo.  1 

Family  Practitioners 

11 

Radiologists 
Hospital  StaffNo.  5 

12 

Family  Practitioners 

Pediatricians 

* Using  chi  square,  df- 1 ,p  < .05 
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Table  IV  lists  the  identification  numbers  of  edu- 
cational alternatives  for  which  excess  interest  or 
disinterest  was  shown  by  either  hospital  staffs  or 
physicians  grouped  according  to  specialties.  Note 
that  the  excess  interest  shown  in  questions  1 1 and  12 
means  that  hospital  staff  No.  5,  family  practitioners, 
and  pediatricians  tend  to  favor  no  new  program 
either  because  educational  needs  are  already  being 
met,  or  because  there  is  insufficient  free  time. 

Discussion 

Since  the  response  rate  was  less  than  100%,  con- 
clusions regarding  the  popularity  of  suggested  edu- 
cational alternatives  can  apply  only  to  the  group  of 
questionnaire  respondents.  No  conclusions  can  be 
drawn  about  the  preferences  of  non-respondents  or 
their  degree  of  interest  in  continuing  education. 
Reasons  for  the  variation  in  hospital  staff  response 
rate  between  37%  and  77%  are  not  apparent  from 
the  study. 

Although  respondents  can  be  grouped  according 
to  practice  specialty,  the  response  rate  for  these 
groups  could  not  be  determined  since  the  practice 
specialty  of  the  non-respondents  was  not  ascertained 
(only  a few  hospital  staff  lists  provided  information 
as  to  specialty  interests).  Thus,  it  is  not  known  how 
applicable  the  results  would  be  to  the  entire  mem- 
bership of  a specialty  group. 

The  most  popular  educational  programs  are  those 
of  a traditional  nature,  e.g.,  hospital  lectures  and 
post-graduate  courses.  The  discrepancy  between  the 
column  A and  column  B totals  for  question  9 sug- 
gests that  while  many  physicians  would  like  to  attend 
a post-graduate  course  in  Hartford,  they  are  less  con- 
vinced of  the  suitability  of  this  program  for  their  own 
medical  community.  The  popularity  of  house  staff' 
rotations  is  apparent,  and  many  reflect  a desire  on 
the  part  of  practicing  physicians  to  participate  in  the 
teaching  of  young  physicians.  If  so,  it  illustrates  the 


important  principle  that  continuing  education  can 
and  should  be  a two-way  street. 

Innovations  in  continuing  education  such  as  pro- 
grammed learning  courses  by  mail  and  two-way 
television  hookups  seem  to  have  relatively  little  ap- 
peal. Whether  this  reflects  a lack  of  understanding 
of  their  potential  usefulness  or  a well-reasoned  ob- 
jection to  these  educational  tools  is  not  known. 

The  variations  in  response  patterns  according  to 
hospital  staff  and  practice  specialty  suggest  that  a 
continuing  education  program  developed  for  one 
hospital  or  practice  specialty  may  not  be  suitable  for 
other  hospitals  or  specialties.  For  example,  if  experi- 
mentation involving  extramural  two-way  television 
were  undertaken  by  the  university,  perhaps  it  should 
involve  only  hospital  No.  7 first.  On  the  other  hand, 
attempts  to  establish  new  or  additional  programs  of 
continuing  education  might  not  be  directed  toward 
hospital  No.  5 since  a significantly  higher  percentage 
of  its  responding  physicians  felt  no  new  program 
would  be  needed  because  most  educational  needs 
were  already  being  met. 

The  data  suggest  that  the  responding  internists 
and  radiologists  in  particular  might  welcome  a 
monthly  continuing  education  course  in  Hartford, 
that  community  hospital  lectures  should  be  directed 
toward  internists  a large  part  of  the  time,  and  that 
any  plan  to  rotate  medical  students  and  house  staff 
through  a community  hospital  might  involve  the  sur- 
gical service  initially. 

The  family  practitioners  and  pediatricians  who 
responded  did  not  show  excess  interest  in  any  edu- 
cational program  that  was  significant  at  the  .05 
level.  However,  at  the  p v .10  level  family  practition- 
ers showed  increased  interest  in  house  officer  cover- 
age of  a practice  (B6)  and  in  the  university  telephone 
consultation  service  (B7).  Pediatricians  showed 
some  increased  interest  in  the  telephone  consulta- 
tion service  but  this  was  significant  only  at  the 
p = . 1 1 level. 


Computers  — Confidentiality 

The  utmost  effort  and  care  must  be  taken  to  pro- 
tect the  confidentiality  of  all  medical  records.  This 
ethical  principle  applies  to  computerized  medical 
records  as  it  applies  to  any  other  medical  records. 
Opinions  and  Reports,  Judicial  Council  of  the  AM  A. 
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Evaluation  of  the  Psychoprophylactic 
Method  of  Childbirth  in  the  Primigravida 

Howard  I.  Shapiro,  M.D.  and  Leonore  G.  Schmitt,  R.N. 


Abstract  — Labor  and  delivery  were  compared  in 
a group  of  one-hundred  primigravidas  prepared  in 
the  Lamaze  Psycho-prophylactic  Method  of  Child- 
birth and  one  hundred  control  patients. 

The  former  group  was  noted  to  have  a shorter  first 
stage  of  labor,  spent  less  time  in  the  hospital  during 
the  first  stage  of  labor,  and  required  significantly 
less  narcotic  medication  than  the  control  group. 

Fernand  Lamaze,  a French  Obstetrician,  intro- 
duced the  Psycho-prophylactic  Method  of  Childbirth 
to  his  country  in  1951.  (1)  As  a result  of  his  teach- 
ings, it  was  possible  for  thousands  of  women  to 
experience  controlled  childbirth  with  a minimum  of 
analgesia  and  anesthesia.  The  Lamaze  Method  was 
introduced  in  this  country  by  Marjorie  Karmel  in 
1959.  (2)  Since  that  time  it  has  gained  popularity. 
(3,4) 

It  is  the  purpose  of  this  investigation  to  determine 
what,  if  any,  objective  advantages  can  be  attributed 
to  this  method  of  childbirth. 

Methods  and  Materials 

The  study  compared  the  labor  and  delivery  pat- 
terns of  two  groups  of  private  primigravida  patients 
who  had  their  confinement  at  Norwalk  Hospital, 
Norwalk,  Connecticut  from  January  1969  to  June 
1971.  The  groups  were  identical  in  that  all  deliveries 
were  uncomplicated,  vertex  presentations.  One 
group  of  one  hundred  patients  was  trained  during 
five  two  hour  sessions  in  The  Lamaze  Method  of 
Psychoprophylaxis.  (5)  The  control  group  was  ran- 
domly selected  among  100  consecutive  patients, 
fulfilling  the  above  criteria,  beginning  on  January 
1,  1969. 

The  factors  studied  were:  dilation  of  the  cervix  on 
admission  to  the  hospital;  length  of  the  first  labor; 
length  of  the  first  stage  of  labor  while  in  the  hospi- 
tal; length  of  the  second  stage  of  labor;  milligrams 
of  narcotic  medication  received  during  labor;  Apgar 
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scores  of  the  infants;  anesthesia  used;  and  maternal 
morbidity. 

The  narcotic  medication  used  was  either  alpha- 
prodine  hydrochloride  or  meperidine  hydrochloride, 
reduced  to  a common  milligram  dose.  This  was  done 
by  equating  50  mgm  of  alphaprodine  hydrochloride 
to  90  mgm  of  meperidine  hydrochloride. 

The  length  of  the  first  stage  of  labor  in  this  study 
was  calculated  from  the  onset  of  regular  contrac- 
tions at  five  minute  intervals  until  full  dilatation  of 
the  cervix. 

The  statistical  significance  of  the  data  was  evalu- 
ated by  applying  the  t test  at  the  .05  level  of  signif- 
icance between  paired  variates.  When  statistics  were 
further  evaluated,  their  chi  square  significance  was 
determined. 

Results 

As  noted  in  the  summary  table  and  Figure  1,  the 
cervical  dilatation  on  admission  to  the  hospital  was 
significantly  greater  in  the  Lamaze  group.  In  addi- 
tion, the  length  of  the  first  stage  of  labor,  as  pre- 
viously defined,  was  also  significantly  shorter.  Our 

FIGURE  / 

CERVICAL  CONDITION  OF  ADMITTED  PATIENTS 
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most  noteworthy  statistic  is  the  length  of  the  first 
stage  of  labor  in  the  hospital  (Figure  2).  The  second 
stage  of  labor  was  approximately  of  equal  duration 
in  both  groups.  The  control  group  received  signif- 


FIGURE  II 

LENGTH  OF  1ST  STAGE  OF  LABOR  IN  HOSPITAL 


icantly  more  narcotic  medication  than  did  the 
Lamaze  group,  (Figure  3),  but  this  did  not  appear  to 
effect  the  Apgar  scores  of  the  infants.  The  results 
of  the  Apgar  scores  showed  no  significant  difference 
between  the  two  groups.  The  types  of  anesthesia 
given  and  their  significance  is  also  noted  in  the  sum- 
mary table. 


FIGURE  III 

COMPARISON  OF  NARCOTICS  USED 


MILLIGRAMS  OF  NARCOTICS 
(Normalized  against  Demerol) 

Though  not  expressed  in  graph  form,  the  study  of 
maternal  morbidity  showed  no  significant  difference 
in  the  incidence  of  perineal  laceration,  headache,  or 
periuretheral  lacerations.  Only  2 Lamaze  patients 
as  compared  to  1 1 controls  developed  bladder  atony. 
This  is  statistically  significant  at  the  .025  level. 

Summary 

In  this  study,  comparing  the  labor  and  delivery 
patterns  between  patients  prepared  in  the  Lamaze 


Psychoprophylactic  Method  of  Childbirth  and  a 
randomly  selected  group  not  prepared  by  this  meth- 
od, certain  findings  were  significant. 

We  believe  that  the  greater  dilatation  of  the  cervix 
on  admission  in  the  Lamaze  group  can  be  attributed 
to  their  educational  process  and  training.  These  pa- 
tients appeared  to  be  better  able  to  determine  when 
they  were  in  active  labor. 

The  length  of  the  first  stage  of  labor  in  the  hospi- 
tal and  the  total  length  of  the  first  stage  of  labor 
were  both  significantly  shorter  in  the  Lamaze  group. 
However,  the  former  statistic  is  the  most  significant 
finding  in  our  study.  This  may  be  due  to  the  fact  that 
the  Lamaze  patients  received  less  narcotic  medica- 
tion. Friedman  (6)  has  noted  the  inhibitory  effect  of 


SUMMARY  TABLE 


1 00  cases 
Lamaze 

1 00  cases 
Control 

Cervical  Dilatation  on  Admission 

A.  Mean  (cm)  (all  cases) 

6.11  f 

3.72 

B.  Number  over  7 cm 

35  * 

7 

C.  Number  over  6 cm 

48  * 

18 

First  Stage,  Total  Length 

A.  Mean  (minutes)  (all  cases) 

426  f 

508 

B.  Number  6 hours  or  less 

45 

35 

C.  Number  3 hours  or  less 

9 * 

0 

First  Stage,  Hospital  Length 

A.  Mean  (minutes)  (all  cases) 

128  j 

188 

B.  Number  1 hour  or  less 

17  * 

2 

C.  Number  2 hours  or  less 

35  * 

12 

Second  Stage,  Total  Length 

A.  Mean  (minutes)  (all  cases) 

69 

70.6 

Narcotic 

A.  Number  using  none 

61  * 

3 

B.  Mean  mgm  used  per  case 

29  f 

97 

C.  Number  used  over  100  mgm 

narcotic  1 1 * 

64 

Apgar  Scores  of  Babies 

A.  Mean  (all  cases) 

9.91 

9.29 

Anesthesia,  (Number  requiring) 

A.  Saddle  Block 

3 * 

21 

B.  Cyclopropane 

2 * 

77 

C.  Pudendal  or  local 

95  * 

2 

* — Significant  Difference  by  Chi  Square  Test 
t — Significant  Difference  by  paired  t Test 


narcotic  medication  upon  cervical  dilatation.  Our 
results  would  tend  to  support  his  conclusions,  since 
patients  in  the  control  group  received  significantly 
more  medication.  The  rapidity  of  the  first  stage  of 
labor  in  the  Lamaze  group  may  well  be  related  to 
some  factors,  still  unanswered,  but  present  in  those 
individuals  selecting  the  Lamaze  method. 

It  is  our  feeling  that  a shorter  first  stage  of  labor 
in  the  hospital  is  advantageous  to  the  primigravida. 
The  chance  of  a precipitous  delivery  in  this  case  is 
practically  non-existent,  and  most  patients  express 
a preference  for  spending  as  much  time  as  possible 
in  familiar  surroundings  at  home. 
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Although  it  had  been  our  clinical  impression  that 
the  Lamaze  patients  experienced  shorter  second 
stages  of  labor,  it  was  not  borne  out  by  statistics. 
It  was  also  our  clinical  impression  that  the  Lamaze 
patients  tolerated  the  second  stage  of  labor  better 
than  did  the  control  group,  although  this  was  not 
measured  statistically. 

It  was  noted  that  the  control  group  received  sig- 
nificantly more  narcotic  medication  than  the 
Lamaze  group.  This  finding  is  not  unexpected.  The 
patients  prepared  in  the  Lamaze  method,  though 
not  instructed  to  reject  narcotic  medication,  are 
encouraged  to  use  as  little  as  possible  and  are  made 
aware  of  its  potential  depressant  effect.  Though  the 
control  group  received  significantly  more  medica- 
tion, this  was  not  reflected  in  lower  Apgar  scores. 

In  comparing  maternal  morbidity  between  the  two 


groups,  it  was  noted  that  the  incidence  of  bladder 
atony  was  significantly  higher  in  the  control  group. 
This  is  notably  due  to  the  greater  number  of  saddle 
block  anesthetics  given,  combined  with  longer  labor 
in  this  group. 
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Gastroenterology  in  Connecticut 
II.  Demographic  Patterns,  Consultants, 
and  Primary  Physicians 

John  A.  Simpson,  M.D.,  Robert  S.  Rosson,  M.D.  and  Howard  M.  Spiro,  M.D. 


Abstract  — Utilizing  date  from  1970  surveys  of 
population  and  physician  distribution  in  Connecticut, 
a correlation  of  practicing  gastroenterologists  with 
population  and  primary  physicians  has  been  as- 
sembled. Two  gastroenterologists  per  100,000  popu- 
lation was  the  state-wide  ratio.  The  distribution  of 
digestive  disease  consultants  was  uneven  (ranging 
from  0.9  to  3.7  per  100,000  population  in  specific 
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regions)  and  was  closely  related  to  a similar  uneven 
distribution  of  primary  physicians.  The  majority  of 
gastroenterologists  (74%)  rendered  primary  care  as 
well  as  consultant  services.  The  method  and  results 
of  this  survey  should  assist  those  concerned  with 
planning  health  delivery  and  educational  programs 
in  digestive  diseases. 

Recently  there  has  been  an  explosion  of  rhetoric 
about  shortages  and  maldistribution  of  health  man- 
power in  the  United  States.  Much  of  this  is  impas- 
sioned opinion  based  on  a paucity  of  facts.  The 
information  that  has  been  garnered  relates  predom- 
inately to  the  delivery  of  services  by  primary  care 
physicians.1  As  pointedly  elucidated  by  Donaldson,2 
there  are  virtually  no  data  about  manpower  in  gastro- 
enterology upon  which  the  leadership  in  this  specialty 
can  base  recommendations  for  delivery  of  care. 

The  Yale  Affiliated  Gastroenterology  Program,3 
a consortium  of  training  programs  in  eight  Connec- 
ticut community  hospitals,  has  begun  to  address 
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itself  to  health  manpower  supply  and  demand  in 
gastroenterology.  The  purpose  of  this  communica- 
tion is  to  display  the  distribution  of  gastroenterolo- 
gists in  Connecticut  as  related  to  distribution  of 
population  and  primary  care  physicians. 

METHODS 

Identification  of  Gastroenterologists 

A compilation  of  all  practicing  gastroenterologists 
in  Connecticut  was  completed  in  November,  1970. 
Resources  for  identification  included  state  and 
national  directories  with  additions  and  deletions 
affixed  on  the  basis  of  updated  personal  communica- 
tions. For  purposes  of  this  data  collection  a gastro- 
enterologist was  defined  as  a clinician  who  identi- 
fied himself  as  having  a special  interest  in  digestive 
diseases,  was  in  active  practice,  and  had  one  or 
more  community  hospital  staff  appointments.  No 
attempt  was  made  to  refine  the  listing  on  the  basis 
of  formal  subspeciality  training  or  certification  by 
the  American  Board  of  Gastroenterology.  Digestive 
disease  specialists  on  the  full  time  faculty  of  medical 
schools  or  full  time  staff  of  federal  institutions  were 
not  included  in  the  tabulation.  Mail  and/or  tele- 
phone inquiries  were  made  to  all  practicing  gastro- 
enterologists in  the  state  after  the  aforementioned 
compilation  was  completed. 

Identification  of  Primary  Care  Physicians 

The  Connecticut  State  Department  of  Health 
requests  each  physician  to  specify  his  or  her  specialty 
on  application  forms  submitted  biennially  for  renewal 
of  licensure.  The  information  on  these  applications 
served  as  the  data  base  from  which  was  tabulated 
the  number  of  primary  care  physicians  in  active 
practice  as  of  November,  1970. 5 Physicians  char- 
acterizing themselves  as  internists,  pediatricians,  or 
family  practitioners  were  classified  as  primary  care 
physicians. 

Identification  of  Total  Population  and  Distribution 

The  population  data  were  based  on  the  national 
census  of  1970.  Tabulation  of  specific  demographic 
patterns  within  the  state  have  been  developed  from 
this  census.  The  population  figures  used  in  this 
report  were  released  by  the  State  Department  of 
Health  (July,  1971). 

RESULTS 

Display  of  State  by  Health  Planning  Areas 

As  depicted  in  Figure  1,  Connecticut  is  divided 
into  areas  designated  by  the  State  Health  Depart- 
ment as  “comprehensive  health  planning  agencies.” 
We  have  chosen  to  use  this  format  since  statistics 
for  population  and  primary  care  physicians  are  read- 
ily tabulated  for  these  broad  regions.  In  Table  1 is 


TABLE  1 

PROFILE  OF  POPULATION  AND  HOSPITALS 


Region 

Population 

Hospital  Beds 

Hospital  Beds 
Per  100,000 
Population 

Northwestern 

81.000 

362 

447 

Housatonic  Valley 

143,000 

336 

235 

Capitol  Region 

899,000 

2,697 

301 

Northeastern 

124,000 

315 

254 

Southeastern 

229,000 

553 

241 

Conn.  River  Estuary 

115,000 

248 

215 

South  Central 

587,000 

1,826 

304 

Naugatuck  Valley 

219,000 

812 

371 

Greater  Bridgeport 

310,000 

900 

290 

Southwestern 

339,000 

1,304 

385 

Total 

3,046,000 

9,353 

306 

listed  the  population  and  number  of  general  hospital 
beds  in  each  region  as  of  November,  1970.  Psychi- 
atric institutions,  convalescent  and  chronic  care 
hospitals,  rehabilitation  centers,  and  federal  hospi- 
tals are  not  included  in  this  list. 

Total  hospital  beds  for  each  region  are  appended 
for  informational  purposes  only.  They  serve  as  one 
readily  definable  index  of  health  services. 

Profile  of  Gastroenterologists 

The  1970  survey  identified  fifty-eight  gastroenter- 
ologists in  active  practice.  Information  on  the 
general  structure  of  practice  and  specialty  Board 
certification  is  illustrated  in  Table  2.  The  majority 
of  gastroenterologists  considered  themselves  as 
rendering  both  consultant  and  primary  patient  care. 

TABLE  2 

PROFILE  OF  GASTROENTEROLOGISTS 


Number  Per  Cent 


Consultant-Referral  Practice 

9 

16% 

Primary  Care  Practice 

6 

10% 

Both  of  Above 

43 

74% 

Total 

58 

100% 

Solo  Practice 

27 

46% 

Partnership  or  Group  Practice 

31 

54% 

Total 

58 

100% 

Yes  No 

Diplomate  of  American  Board  of  Internal  Medicine 

40  18 

Diplomate  of  American  Board  of  Gastroenterology 

10  48 

Gastroenterologists  and  Primary  Physicians 
Relative  to  Population 

This  tabulation  represented  the  chief  enterprise 
of  the  survey.  Table  3 lists  the  pertinent  data:  total 
numbers  of  both  consultants  and  primary  physicians, 
the  numbers  proportional  to  population,  and  ratios 
of  digestive  disease  consultants  to  physicians  pro- 
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TABLE  3 

PROFILE  OF  GASTROENTEROLOGISTS  AND  PRIMARY  PHYSICIANS  RELATIVE  TO  POPULATION 


Ratio  of 


Region 

Number  of 
Primary 
Physicians 

Number  of 
Gastro- 
Enterologists 

Primary 
Physicians 
Per  100,000 
Population 

Gastro- 
Enterologists 
Per  100,000 
Population 

Gastro- 
Enterologists 
to  Primary 
Physicians 

Northwestern 

58 

1 

71 

1.2 

1:58 

Housatonic  Valley 

90 

2 

63 

1.4 

1:64 

Capitol  Region 

592 

15 

66 

1.7 

1:39 

Northeastern 

41 

0 

33 

— 

— 

Southeastern 

107 

2 

47 

0.9 

1:54 

Conn.  River  Estuary 

59 

0 

51 

— 

— 

Naugatuck  Valley 

107 

2 

49 

0.9 

1:54 

South  Central 

564 

14 

91 

2.4 

1:40 

Greater  Bridgeport 

197 

9 

63 

3.0 

1:22 

Southwestern 

275 

13 

81 

3.7 

1:21 

Total 

2,090 

58 

69 

1.9 

1:36 

viding  primary  care  services.  As  in  Table  1,  these 
figures  are  separated  according  to  health  planning 
regions. 

Legend 

Figure  I.  Connecticut  Health  Planning  Regions 


The  information  elicited  from  this  survey  in  a 
single  state  was  intended  to  answer  only  a few 
well-defined  questions.  How  many  gastroenterolo- 
gists are  in  practice  in  Connecticut?  How  many 
confine  their  practice  to  consultant  services?  What 
is  the  distribution  of  gastroenterologists  relative 
to  population  and  primary  care  physicians? 

We  propose  that  this  communication  answers 
these  questions.  If  one  accepts  the  premise  that 
Connecticut  is  a representative  microcosm  of  urban 
and  rural  America,  then  the  demographic  patterns 
in  this  state  might  be  a reflection  of  national  pat- 
terns. However,  this  crosses  into  the  misty  zone  of 
speculation,  something  we  wish  to  avoid.  Only  one 
national  survey  of  gastroenterologists  has  been  pub- 
lished but  was  limited  to  an  enumeration  of  gastro- 


enterologists in  each  state.6 

Three  pertinent  facts  emerge  from  the  Connec- 
ticut survey.  First,  the  distribution  of  gastroenter- 
ologists is  uneven.  It  ranges  from  0.9  to  3.7  per 
100,000  population  in  the  various  regions  of  the 
state.  This  may  be  unsurprising  to  those  who  sensed 
that  uneven  distribution  in  any  field  of  physician 
manpower  is  predictable.  But  another  point  should 
be  emphasized.  The  four  regions  of  Connecticut 
(Northeastern,  Southeastern,  Connecticut  River 
Estuary,  and  Naugatuck  Valley)  that  have  the  great- 
est deviation  below  the  state-wide  mean  for  gastro- 
enterologists (1.9  per  100,000  population)  also  have 
the  greatest  deviation  below  the  state-wide  mean 
for  primary  care  physicians  (69  per  100,000  popula- 
tion). Three  of  these  regions  (Northeastern,  South- 
eastern, and  Connecticut  River  Estuary)  are  among 
the  four  areas  that  deviate  most  below  the  state 
mean  for  hospital  beds  (306  per  100,000  population). 
This  illustrates  that  the  deployment  of  gastroenter- 
ologists is  lowest  in  regions  that  are  also  low  in 
primary  physicians  and  hospital  beds. 

Secondly,  the  state-wide  manpower  supply  of 
practicing  gastroenterologists  is  approximately  two 
per  100,000  people.  It  is  tempting  to  speculate  about 
the  adequacy  of  this  ratio  for  provision  of  quality 
medical  care  in  digestive  diseases.  To  convert  specu- 
lation into  factual  data  will  require  further  concen- 
trated surveys  in  specific  regions  of  Connecticut. 
The  Yale  Affiliated  Gastroenterology  Program  is 
undertaking  this  task. 

Finally,  74%  of  gastroenterologists  in  Connecticut 
consider  themselves  as  providers  of  primary  medical 
care  in  addition  to  consultant  services  in  a specialty. 
We  are  presently  tabulating  more  detailed  informa- 
tion about  these  physicians  (such  as  age,  formal 
training,  hospital  affiliations,  etc.)  so  that  valid 
comparisons  can  be  made  with  those  gastroenter- 
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ologists  who  identify  themselves  as  consultants  or 
primary  physicians  only.  Suffice  it  to  say  for  the 
moment  that  the  vast  majority  of  gastroenterologists 
within  Connecticut  are  not  strict  consultants.  This 
information  helps  the  Yale  Affiliated  Gastroenter- 
ology Program  to  introduce  suitable  flexibility  in  its 
educational  goals  for  both  the  formal  trainee  and 
private  practitioner. 

This  report  should  serve  as  a bench  mark  for 
demographic  surveys  of  manpower  in  gastroenter- 
ology. In  our  judgment,  more  information  of  this 
nature  needs  to  be  gathered  on  a national  scale. 
Then  realistic  planning  can  be  developed  for  gastro- 
enterologic  health  services  and  training  programs. 
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Listing  of  Name  in  a Commercially  Sponsored  Advertising  Directory 

The  Principles  proscribe  the  solicitation  of  patients  directly  or  indirectly.  The 
House  of  Delegates  of  the  Association  has  expressed  disfavor  with  the  practice  of 
permitting  one’s  name  to  be  listed  in  a commercial  advertising  directory  because  it 
is  or  may  be  interpreted  to  be  the  indirect  solicitation  of  patients.  In  1936,  a resolu- 
tion was  introduced  in  the  House  of  Delegates.  It  reads  as  follows: 

“Whereas,  certain  commercial  interests  are  publishing  medical  directories,  listing 
physicians  by  specialty  and  otherwise,  as  available  for  insurance  and  compensation 
work,  and  other  professional  services,  and  whereas,  participating  by  listing  in  these 
lay  publications  merely  serves  for  the  profit  of  the  promoters  and  is  furthermore 
technically  indirect  solicitation  of  patients,  be  it  Resolved  that  the  Arkansas  Medical 
Society  condemns  these  practices  as  unethical  and  forbids  its  members  to  continue 
listing  their  names  in  such  directories  and  be  it  further  resolved  that  the  Arkansas 
Medical  Society  requests  the  House  of  Delegates  of  the  American  Medical  Associa- 
tion to  take  similar  action.” 

Most,  if  not  all,  listings  of  physicians  by  specialty  in  directories  published  by  com- 
mercial concerns,  are  but  subtle  ways  of  avoiding  the  pronouncement  of  the  Princi- 
ples of  Medical  Ethics  concerning  solicitation  of  patients,  under  a guise  of  buying  a 
directory  when  the  real  intent  is  the  purchase  of  the  publication  of  the  buyer’s  name 
in  the  directory  for  the  purpose  of  obtaining  patients. 

A physician  who  uses  or  permits  the  use  of  his  name  in  a commercial  directory 
that  fails  to  include  on  like  terms  and  without  discrimination  the  names  of  all  licensed 
physicians  practicing  in  the  area  served  by  the  directory  has  the  burden  of  proving 
that  his  action  is  in  keeping  with  the  Principles.  — Opinions  And  Reports,  Judicial 
Council  of  the  AM  A. 
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Gastric  Irradiation 


Klaus  Anselm,  M.D.  and  Bernard  M.  Schuman,  M.D. 


Abstract  — Gastric  irradiation  plays  a significant 
role  in  the  treatment  of  complicated  peptic  ulcer 
disease.  It  should  be  used  in  conjunction  with  stan- 
dard medical  treatment  and  should  not  take  the 
place  of  surgery,  but  rather  should  be  applied  to 
patients  who  are  poor  surgical  risks  because  of  ad- 
vanced age  or  associated  medical  diseases. 

Gastric  irradiation,  now  a proven  adjunct  to  the 
treatment  of  peptic  ulcer  disease,  was  suggested  by 
Bassler  and  carried  out  for  the  first  time  by  Bruegel 
in  1917.  Through  extensive  use,  it  was  recognized 
that  gastric  irradiation  temporarily  decreased  secre- 
tion of  hydrochloric  acid  and  promoted  the  healing 
of  peptic  ulcers.1,2 

Thirty-six  patients  with  complicated  peptic  ulcer 
disease  of  long  duration  were  treated  by  us  with 
gastric  irradiation.  Twenty-one  of  these  had  multiple 
and  severe  bleeding  episodes,  twelve  had  intractable 
pain,  two  had  gastric  outlet  obstruction  and  one  a 
recent  perforation.  Most  patients  were  considered  a 
poor  surgical  risk  because  of  advanced  age  (18  were 
over  75  years)  or  associated  diseases  (13  patients  had 
severe  heart  disease,  7 chronic  obstructive  lung  dis- 
ease, 5 chronic  brain  syndrome,  cirrhosis  and  oth- 
ers.). Two  patients  had  refused  surgery. 

Prior  to  irradiation  and  again  three  and  six  weeks 
after  completion  of  therapy  all  patients  underwent 
gastric  analysis  with  Histalog  stimulation.  The  gas- 
tric fundus  was  then  fluoroscopically  located  with 
barium,  then  treated  with  a depth  dose  of  2000  ro- 
entgen (Colbalt-60)  through  anterior  and  posterior 
portals  in  10  treatment  days.  During  that  time  all 
patients  were  maintained  on  bland  diet  and  antacids. 
Thirty  of  our  thirty-six  patients  experienced  signifi- 
cant subjective  improvement  (table)  and  adequate 
ulcer  healing  was  subsequently  demonstrated  by 
barium  studies  or  endoscopy.  Five  of  these  patients 
developed  recurrent  ulcer  problems  during  a two 
year  follow  up  period.  The  remaining  six  patients 
had  no  response  to  the  treatment  at  all.  The  follow 
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up  gastric  analysis  in  15  patients  (figure)  revealed 
a significant  decrease  of  basal  acid  secretion,  which 
corresponded  with  the  clinical  response  to  gastric 
irradiation. 

The  goal  of  gastric  irradiation,  suppression  of 
hydrochloric  acid  secretion  and  healing  of  ulcers 
was  achieved  in  75%  of  our  patients,  which  compares 
well  with  the  results  of  others.1,3  It  has  particularly 
been  proven  effective  in  the  management  of  patients 
with  peptic  ulcer  disease  and  associated  medical 
diseases,  as  chronic  obstructive  lung  disease,  heart 
disease,  renal  and  liver  disease4  as  well  as  of  patients 
with  recurrent  ulcers  after  surgery,5  of  patients  with 
peptic  esophagitis6  and  of  patients  with  rheumatoid 


CLINICAL  RESULTS  OF  RADIATION  THERAPY 

good  - no  recurrence  during  follow  up  period  25 
fair  - recurrence  within  2 years  5 

poor  - no  symptomatic  improvement  6 


BASAL  ACID  SECRETION  BEFORE  TREATMENT,  3 AND  6 WEEKS  AFTER 
TREATMENT  EXPRESSED  IN  mEq/hr 


mEq/h 


arthritis  using  ulcerogenic  medications  as  adreno- 
corticosteroids,  salicylates,  Butazolidon  and  Indo- 
methacin.4  Gastric  irradiation  has  further  proven  to 
reduce  the  recurrence  rate  as  well  as  the  rate  of  com- 
plications of  peptic  ulcer  disease. 

Nausea  has  been  the  only  side  effect,  previously 
described,1  although  all  of  our  patients  underwent 
the  treatment  without  complaints.  Local  inflamma- 
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tory  reaction  of  the  gastric  mucosa  has  been  de- 
scribed as  minimal.7  The  incidence  of  carcinoma  or 
leukemia  has  not  been  found  increased  in  long  term 
follow  ups  of  patients  having  received  gastric  ir- 
radiation. Only  irradiation  nephritis  has  been  de- 
scribed to  occur,  ten  to  twenty  years  after  therapy,8 
but  has  been  of  no  consideration  in  our  patients  with 
their  limited  life  expectancy. 
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FOR  PATIENTS  OF  ALL  AGES,  REGARDLESS  OF  RACE,  COLOR  OR  CREED.  WHO  NO  LONGER  RE- 
QUIRE GENERAL  HOSPITAL  CARE  AND  WANT  TO  BE  HELPED  TO  "GET  UP  AND  GET  WELL  FASTER." 

/"  \ 

SOUND  VIEW  HAS  AN  ACTIVE  RESTORATIVE  AND  REHABILITATIVE  PROGRAM 

WHICH  IS  WELL  KNOWN  TO  THE  MORE  THAN  150  AREA  PHYSICIANS  WHO  HAVE 
ADMITTED  THEIR  PATIENTS  TO  OUR  FACILITY. 

OUR  LARGE  NURSING  STAFF,  PHYSICAL  THERAPISTS,  OCCUPATIONAL  THER- 
APIST, SPEECH  THERAPIST  AND  SOCIAL  WORKER  ARE  CONTINUOUSLY  INVOLVED. 
PLANNING  AND  ADMINISTRATING  A REHABILITATION  PROGRAM  FOR  EACH  PATIENT. 

THREE  RESIDENT  PHYSICIANS  ARE  AVAILABLE  TO  ASSIST  THE 
^patient’s  PERSONAL  PHYSICIAN.  ^ 

SOUND  VIEW-SPECIALIZED  CARE  CENTER 

CARE  LANE,  WEST  HAVEN  (BETWEEN  V.A.  HOSPITAL  AND  NOTRE  DAME  HIGH)  934-7955 

ONE  IN  STAFF  FOR  EACH  PATIENT  MEDICARE  & BLUE  CROSS  ‘•65"  APPROVED 
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The  Institute  of  Medicine: 

Background  And  Prospects 

John  R.  Hogness,  M.D.*,  President 


The  Institute  of  Medicine  has  come  on  the  scene 
in  a period  of  rapid  change  in  the  nation’s  methods 
of  providing  and  paying  for  health  care.  The  pub- 
lic’s expectations  of  health  services  have  risen  great- 
ly, partly  as  a result  of  recent  scientific  advances. 
The  Congress,  in  response  to  increasing  public 
pressures,  has  enacted  measures  to  improve  access 
to  health  care.  However,  these  efforts  have  had  the 
effect  of  further  emphasizing  the  deficiencies  of  our 
health  system.  Fragmented  responsibilities  for 
health  services  leave  many  citizens  with  inadequate 
care  or  virtually  none  at  all.  The  lack  of  a clearcut 
national  health  policy  hampers  progress  in  health 
care  delivery,  education,  and  research. 

The  need  for  a greater  private  sector  initiative  in 
health  policy  resulted  in  the  creation  of  the  Institute 
of  Medicine  in  1970  by  the  National  Academy  of 
Sciences.  The  Institute  was  to  bring  together  pro- 
fessionals from  a variety  of  backgrounds  to  consider 
the  complex  problems  of  U.S.  health  care;  to  have 
as  its  purpose,  in  the  words  of  its  charter,  “the  pro- 
tection and  advancement  of  the  health  of  the  public.” 

The  Institute  is  a branch  of  the  National  Academy 
of  Sciences.  It  has  its  own  president,  members,  and 
governing  council  but  it  also  draws  upon  the  re- 
sources of  the  Academy  and  is  subject  to  the  same 
stipulations  of  excellence  that  have  governed  the 
Academy’s  affairs  for  more  than  a hundred  years. 
The  Institute’s  particular  task  is  to  identify,  study, 
and  analyze  the  important  issues  of  health  and  medi- 
cine in  order  to  contribute  qualitatively  to  the  na- 
tional discussions  of  them.  In  this  task,  a principal 
resource  is  its  members,  elected  both  for  their  dis- 
tinction in  medical  and  other  professions,  and  for 
their  willingness  to  work  on  the  policy  considera- 
tions that  the  Institute  undertakes. 

Origin 

The  Institute  grew  from  the  earlier  efforts  of  the 
Academy  to  develop  a capability  for  reasoned  com- 
ment on  health  issues.  During  the  1960’s,  those 
concerned  with  improving  the  health  of  Americans, 
with  the  education  of  health  professionals,  and  with 

* Dr.  Hogness  has  served  as  President  of  the  Institute  of  Medi- 
cine of  the  National  Academy  of  Sciences  since  August  I.  1971. 
He  was  formerly  Executive  Vice  President  of  the  University  of 
Washington  and  Dean  of  the  School  of  Medicine,  Seattle. 


the  sciences  basic  to  medicine  felt  an  increasingly 
urgent  need  for  an  impartial  and  broadly  repre- 
sentative body  that  could  speak  with  authority  to 
the  issues  affecting  national  health  policy. 

In  1967,  Dr.  Frederick  Seitz,  then  President  of  the 
Academy,  appointed  a twenty-member  Board  on 
Medicine  to  explore  ways  to  meet  this  need.  The 
board,  with  Dr.  Walsh  McDermott  as  chairman, 
initiated  a number  of  studies  of  issues  relating  to 
problems  of  health  in  the  United  States.  The  princi- 
ples laid  down  at  that  time  helped  to  frame  the 
organization  and  purpose  of  the  Institute  as  it 
exists  today. 

The  Board  on  Medicine  produced  two  significant 
and  timely  position  papers.  The  first,  on  cardiac 
transplantation,  was  published  in  1968  and  helped 
to  foster  a wide  recognition  of  the  experimental 
nature  of  the  procedure.  It  also  proposed  criteria 
for  the  developing  application  of  heart  transplanta- 
tion. 

The  second  position  paper,  published  in  1970, 
contributed  to  a new  concept  of  education  in  the 
health  professions  by  proposing  practical  classifi- 
cations of  the  wide  variety  of  health  workers  being 
trained  as  “physician’s  assistants.” 

As  the  board’s  work  expanded  it  became  clear 
that  a larger  working  organization  with  full-time 
direction  was  needed.  Accordingly,  the  board  pro- 
posed the  creation  of  its  successor,  the  Institute  of 
Medicine.  The  Institute  was  activated  (and  the 
Board  on  Medicine  disbanded)  in  December,  1970. 

Composition 

The  Institute  combines  in  its  make-up  the  author- 
ity of  an  honorific  society  and  the  effectiveness  of  a 
working  body.  According  to  the  Charter,  member- 
ship “shall  consist  of  not  more  than  four  hundred 
persons  selected  from  the  fields  of  health  and  medi- 
cine — clinical  medicine,  medical  education,  the 
medical  sciences,  nursing,  dentistry,  and  other 
health  professions  — and  from  other  fields  related  to 
health  and  medicine  such  as  the  natural,  social  and 
behavioral  sciences,  law,  administration,  govern- 
ment service,  and  engineering.”  At  least  one-fourth 
of  the  members  must  be  drawn  from  areas  other 
than  the  health  professions. 

The  active  membership  now  stands  at  151,  and 
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will  add  about  60  new  members  in  June,  1973.  The 
average  age  of  current  members  is  50;  64  percent 
hold  M.D.  degrees.  Members  serve  for  a term  of 
five  years  and  can  be  re-elected  for  a second  term. 
Upon  completing  one  or  two  terms,  or  upon  attain- 
ing the  age  of  66,  they  are  transferred  to  the  roll  of 
Senior  Members.  Senior  Members  may  not  vote, 
hold  office,  or  serve  as  members  of  the  Institute 
Council. 

Activities 

The  Institute  of  Medicine,  like  its  parent,  the  Na- 
tional Academy  of  Sciences,  responds  to  requests 
for  informed  advice  from  the  Congress  and  various 
departments  of  the  Executive  branch.  But  beyond 
assistance  to  government  agencies,  the  Institute  has 
among  its  primary  aims  the  identification  of  import- 
ant problems  before  they  become  critical,  and  the 
study  of  already  apparent  issues  for  which  addi- 
tional analysis  might  help  define  policy. 

The  Institute,  in  general,  concentrates  on  those 
issues  or  problems  that  affect  more  than  one  health 
profession  or  segment  of  the  health  care  enterprise. 
Because  of  the  experience  and  diversity  of  its  mem- 
bership, the  Institute  is  uniquely  equipped  to 
examine  issues  in  medical  science,  education,  service 
and  ethics  as  they  relate  to  each  other. 

To  accomplish  its  purpose,  the  Institute  issues 
authoritative  statements  on  matters  of  public  health 
policy,  sponsors  conferences  at  which  invitees  can 
discuss  issues  of  wide  professional  interest,  and 
conducts  studies  requiring  the  assembly  of  individ- 
ual technical  staffs  and  the  formation  of  separate 
Institute  steering  committees. 

The  following  have  been  accomplished  or  are  in 
process  of  completion: 

A Review  of  the  National  Cancer  Program  Plan, 
which  was  performed  by  a committee  of  Institute 
members  and  other  experts  in  the  fall  of  1972.  The 
review,  conducted  at  the  request  of  the  National 
Cancer  Institute,  included  an  evaluation  of  the  way 
in  which  scientific  priorities  had  been  determined 
and  the  proposed  techniques  for  managing  the  pro- 
gram. The  report  of  the  ten-member  review  com- 
mittee, chaired  by  Dr.  Lewis  Thomas  of  Yale  Uni- 
versity (soon  to  become  president  of  the  Memorial 
Sloan-Kettering  Cancer  Center),  was  presented  to 
the  National  Cancer  Institute  on  December  15, 
1972.  Several  recommendations  were  incorporated 
in  the  final  version  of  the  five-year  plan,  which  was 
submitted  to  the  White  House  in  April,  1973. 

A Program  to  Outline  the  Dimensions  of  a New  Sys- 
tem of  Medical  Ethics,  which  was  initiated  in  No- 
vember, 1972.  A 13-member  committee,  headed  by 
Dr.  F.  C.  Redlich,  most  recently  dean  of  Yale  Uni- 


versity School  of  Medicine,  is  developing  areas  of 
research  concerning  the  ethical  issues  involved  in  all 
segments  of  health  care  decision-making  in  order  to 
define  further  major  studies  or  policy  statements 
in  this  area.  The  committee  has  identified  particu- 
lar scholars  deemed  competent  to  assess  the  issues 
within  various  topical  categories.  Papers  will  be 
commissioned  from  these  experts,  and  presented 
for  discussion  at  a conference  planned  for  Novem- 
ber, 1973. 

A Study  of  the  Costs  of  Education  in  Eight  Different 
Health  Professions,  which  was  undertaken  in  the 
summer  of  1972.  The  study  has  its  origin  in  the  Com- 
prehensive Health  Manpower  Training  Act  of  1971, 
which  stipulates  that  the  Secretary  of  HEW  ask 
the  NAS  to  determine  the  average  annual  cost  per 
student  for  education  in  medicine,  dentistry,  nurs- 
ing, optometry,  osteopathy,  pharmacy,  podiatry, 
and  veterinary  medicine.  Data  are  now  being  ob- 
tained from  selected  professional  schools  in  each 
specialty  and  analyzed  to  determine  what  may  ac- 
count for  the  variations  in  cost  within  a given  pro- 
fession. Recommendations  will  be  made  for  using 
the  data  to  establish  levels  of  Federal  support  for 
schools  in  these  health  fields.  Uniform  national 
standards  of  cost-finding  and  reporting  will  also 
be  proposed. 

An  interim  report  of  the  study  was  submitted  to 
Congress  on  March  30,  1973.  The  final  report  is  due 
in  January,  1974. 

Principal  Committees 

To  give  the  Institute’s  program  adequate  ground- 
ing in  substantive  issues,  three  long-term  commit- 
tees have  been  established.  Each  is  responsible  for 
a specified  area  of  the  health  enterprise,  and  each 
has  three  functions:  to  inform  the  membership  of 
major  trends  in  policy  formulation,  to  produce  policy 
statements  and  background  papers  on  important 
issues,  and  to  propose  larger  studies  requiring  the 
examination  of  existing  data  and  the  acquisition  of 
new  information. 

The  committees,  established  for  three-year  peri- 
ods, are: 

Committee  on  Science  Policy  for  Medicine  and 
Health,  which  will  examine  trends  in  Federal  support 
of  research,  the  place  of  the  social  and  behavioral 
sciences  in  medical  study,  and  the  nature  and  level 
of  research  effort  required  to  maintain  steady  ad- 
vances in  the  prevention  and  treatment  of  disease. 

Committee  on  Education  in  the  Health  Profes- 
sions, which  will  study  the  nature  of  the  appropriate 
educational  processes  and  the  factors  that  determine 
how  those  processes  respond  to  the  increase  of 
knowledge  in  the  health  sciences  and  the  expression 
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of  society’s  needs  for  certain  types  and  quantities 
of  health  manpower. 

Committee  on  National  Health  Care  Plans,  which 
will  keep  track  of  the  many  and  varied  proposals  for 
national  health  insurance  and  evaluate  trends  in 
national  changes  in  the  financing  and  organization 
of  health  services. 

These  committees  were  formed  recently  to  enable 
the  Institute  to  anticipate  developments  and  thus 
respond  quickly  with  information  and  evaluations 
that  can  influence  constructive  change  in  U.S.  poli- 
cies for  medicine  and  health. 

Short-Term  Projects 

Also  initiated  in  the  year  which  ends  June  30, 
1973  have  been  several  short-term  activities: 

A budget  analysis  (staff  paper)  — to  identify  trends 
in  Federal  budgetary  alterations  of  health  programs 
over  the  past  several  years,  along  with  a data-based 
profile  of  what  the  Administration's  new  budget 
implies  for  the  future. 

A policy  statement  on  the  supply  of  hospital  beds  — 
will  (1)  report  the  available  facts  on  hospital  bed 
facilities,  (2)  present  theoretical  models  of  the  major 
influences  on  hospital  bed  supply,  and  (3)  recom- 
mend ways  to  adjust  the  supply  in  order  to  achieve 
the  best  use  of  existing  facilities  and  appropriate 
planning  for  future  hospital  construction. 

A policy  statement  on  mechanisms  for  quality  care 
assurance  — will  consider  (1)  current  techniques  for 
measuring  and  monitoring  quality,  (2)  minimum 
versus  optimal  standards,  (3)  the  general  effective- 
ness of  federal  regulations  in  medical  areas,  and  (4) 
the  implications  of  such  mechanisms  as  Professional 
Standards  Review  Organizations  and  a proposed 
National  Commission  for  Quality  Care  Assurance. 
A background  paper  on  health  maintenance  organ - 
izations  — will  summarize  information  about  the 
known  legal,  economic,  and  professional  barriers 
to  HMO  development,  and  suggest  ways  of  enabling 
HMOs  to  receive  a fair  test  within  a “free  market” 
system. 

The  latter  three  projects  are  being  handled  by 
temporary  committees,  composed  of  Institute  mem- 
bers and  other  professionals.  In  the  future,  as  indi- 
cated earlier,  the  three  large  policy  committees  may 
themselves  elect  to  prepare  definitive  statements. 

The  Institute’s  findings  and  recommendations 
are  communicated  by  press  conferences,  briefings, 
and  speeches  — as  well  as  by  formal  reports  — to  the 
public  and  its  representatives  responsible  for  policy 
decisions. 

Fellowship  Program 

A new  program  of  fellowships  in  public  health 
policy  is  being  organized  by  the  Institute  with  a 


grant  from  the  Robert  Wood  Johnson  Foundation. 
The  program,  to  be  conducted  in  cooperation  with 
the  American  Political  Science  Association,  is  de- 
signed to  acquaint  young  health  professionals  with 
the  methods  of  government  in  arriving  at  decisions 
on  issues  of  medical  care,  research,  and  education. 
Candidates  will  be  selected  on  a nationwide  com- 
petitive basis  from  among  applicants  recommended 
by  health  science  centers.  The  applicants  principally 
will  be  preparing  for  academic  careers  in  health 
fields.  Six  fellowships  will  be  awarded  annually, 
beginning  in  1974. 

Johnson  Fellows  will  be  based  in  Washington  for 
the  academic  year  term  of  their  studies.  The  year 
will  begin  with  a six-  to  eight-week  orientation  pro- 
gram in  the  current  issues  of  national  health  policy 
and  the  Federal  offices  in  which  those  issues  are 
under  consideration.  Following  this  period,  the  fel- 
lows will  be  incorporated  into  the  APSA  Congres- 
sional Fellows  Program  and  assigned  as  staff  to 
congressional  offices  active  in  health  affairs. 

Solutions  to  the  major  health  problems  confront- 
ing the  nation  will  require  a far  more  coherent  ap- 
proach to  planning  than  has  been  used  in  the  past. 
The  Institute  of  Medicine  proposes  to  foster  a more 
integrated  approach  by  developing  studies  and  posi- 
tion papers  that  deal  with  the  larger  issues  in  health 
care  and  the  conduct  of  research  and  education  for 
the  advancement  of  that  care.  By  examining  the 
interconnections  between  issues  in  the  organization 
of  medical  and  health  services,  the  preparation  of 
health  professionals,  and  the  pursuit  of  new  knowl- 
edge, the  Institute  hopes  to  provide  a better  under- 
standing of  the  choices  that  lie  ahead. 


Disposal  of  Records  After  Retirement 

From  an  ethical  point  of  view  a physician  is  under 
no  obligation  to  turn  his  records  over  to  his  patients. 
In  the  best  interest  of  the  patient,  however,  when  a 
physician  contemplates  moving  from  a community  or 
retiring  from  practice,  he  might  notify  the  patients 
on  his  active  list  of  the  fact  that  he  intends  to  leave 
and  encourage  the  patient  to  seek  the  services  of 
some  other  doctor  of  medicine.  The  physician  could 
also  suggest  that,  with  the  consent  of  the  patient,  ar- 
rangements can  be  made  to  permit  a succeeding  phy- 
sician, designated  with  reasonable  time  by  the  patient, 
to  review  these  records.  In  this  way  the  patient’s  best 
interests  may  be  served.  — Opinions  And  Reports, 
Judicial  Council  of  the  AM  A. 
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•3’muhel:  A Binuntatmi  hi  iExtntiU'ii  Nursing  (Earr 


"Live  Exotic  Birds  Displayed  as  Restful  Therapy  for  Patients" 


Dear  Doctor: 

The  management  of  Sanibel  is  proud  to  offer  you  and  your  patients 
one  of  the  finest  extended  care  centers  in  the  state. 

Sanibel  is  located  in  suburban  Middletown  minutes  from  downtown 
general  hospital  and  professional  offices.  It  provides  you  with  the 
surety  of  considerate  assistance  that  has  become  the  Sanibel  hallmark. 

Please  call  or  write  for  more  information.  Visit  us  any  time  to  assure 
yourself  we  are  everything  we  say. 


Respectfully, 

JUpAm*  W.  3iJa, 

Owner  and  Director 


THE  SANIBEL  FAMILY  OF  GUEST  HOMES  AND  CONVALESCENT  CENTERS 

Glendale,  Inc.,  Route  9,  Chester 

Sanibel  Hospital,  South  Main  Street,  Middletown  347-1696 
Chestelm,  Inc.,  Route  151,  Moodus  873-8481 
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The  President’s  Page 


Presidential  Inaugural  Address 

Dr.  Grendon,  Distinguished  Guests,  Colleagues,  Friends: 

I am  indeed  honored  to  assume  the  presidency  of  the  Connecticut  State  Medical 
Society,  and  I can  assure  you  that  it  is  my  earnest  desire  to  carry  out  the  duties  of 
my  office  in  complete  accord  with  the  inaugural  oath  I have  just  taken.  My  prede- 
cessor— Dr.  David  A.  Grendon  — has  set  a high  standard  of  achievement  for  all  who 
follow  him,  and  it  is  my  intention  to  work  diligently  toward  measuring  up  to  that 
standard  during  my  own  tenure. 

Within  the  past  several  months,  the  leadership  of  our  Society  — moved  by  a de- 
sire to  be  sure  that  the  organization  is  functioning  as  effectively  as  it  might  to  meet 
the  challenges  of  today  — has  been  reflecting  on  where  we  have  been  going  in  recent 
years  and  whether  some  changes  in  the  priorities  we  have  been  giving  to  the  Soci- 
ety’s diverse  activities  may  not  now  be  in  order. 

These  sessions  in  self-evaluation  will  continue  during  the  coming  year,  and, 
while  it  is  a bit  too  early  in  the  game  to  draw  final  conclusions,  it  has  become  clear 
to  many  of  us  that  three  of  the  greatest  areas  of  challenge  to  our  profession  in  1973 
are  concerned  with:  (1)  the  availability  of  medical  care;  (2)  the  quality  of  medical 
care;  and  (3)  the  costs  of  medical  care. 

All  three  — availability,  quality  and  costs  — demand  our  most  careful  attention; 
all  three  require  that  we  obtain  accurate  information  about  them  as  an  important 
first  step  so  that  we  may  then  correctly  assess  their  strengths  as  well  as  their 
shortcomings,  and,  in  turn,  take  the  proper  actions  to  fulfill  our  obligations  to  the 
people  of  Connecticut. 

That  is  the  sequence  we  must  follow  if  we  are  to  make  a meaningful  contribution 
to  the  contemporary  medical  scene.  Without  accurate  information  — without  the 
facts,  we  are  prone  to  arrive  at  erroneous  conclusions  and  direct  our  energies  to 
curing  ills  of  our  system  that  do  not  exist  or  are  of  minor  significance  instead  of 
to  those  that  really  need  remedying. 

For  example,  at  a recent  national  leadership  conference  the  question  was  asked 
of  a large  group  of  presumably  knowledgeable  physicians  how  they  viewed  the 
availability  of  medical  care  as  a problem  in  their  respective  communities.  To  the 
great  surprise  of  practically  all  of  the  respondents,  a presentation  of  the  facts  about 
availability  and  the  results  of  a poll  taken  of  the  views  of  a cross-section  of  the 
public  demonstrated  to  them  quite  convincingly  that  availability  is  not  the  critical 
problem  that  political  soothsayers  would  have  us  and  our  patients  believe.  The 
shortage  of  physicians  in  America,  where  it  exists,  is  due  more  to  maldistribution 
than  to  insufficient  numbers.  Flence,  since  our  medical  schools  are  graduating  larger 
and  larger  classes,  it  should  follow  that  many  of  the  new  doctors  will  gravitate  to 
areas  of  low  saturation  if  for  no  more  exalted  reason  than  to  earn  a living.  The  fact 
is  that  facetious  but  valid  warnings  are  already  being  sounded  that,  by  1980,  there 
will  be  such  a surfeit  of  physicians  that  it  may  become  necessary  for  some  to  give 
away  toasters  and  electric  blankets  to  encourage  patronage.  The  point  I seek  to 
make  here  is  that  while  it  is  certainly  important  that  medical  care  be  available  to 
all  who  need  it,  we  must  recognize  availability  as  a problem  which  is  being  dealt 
with  intelligently  and  promises  to  be  resolved  in  the  foreseeable  future. 

Similarly,  it  seems  to  me,  we  would  be  imprudent  to  squander  the  largest  por- 
tion of  our  energies  on  the  issue  of  the  quality  of  medical  care.  Current  surveys  by 
many  impartial  agencies  — the  most  recent  by  the  Health  Insurance  Council  of 
America  — are  establishing  the  fact  that  patient  complaints  about  today’s  medical 
care  are  much  more  frequently  concerned  with  costs  than  with  quality.  These  sur- 
veys indicate  that  the  average  American  seems  to  be  quite  satisfied  with  the  kind 
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of  care  he  is  receiving  from  the  vast  majority  of  the  nation’s  practitioners;  that 
it  is  the  costs  of  health  services  that  are  becoming  increasingly  the  Number  1 causes 
of  his  dissatisfaction  with  the  present  system. 

I believe,  therefore,  that  accurate  information  about  costs  must  be  made  avail- 
able to  us  if  we  are  to  reach  the  correct  conclusions  about  costs  and  thus  be  en- 
abled to  take  the  right  actions  to  hold  the  line  or  even  reduce  them.  For  many  years 
past,  we  have  been  taking  a right  action  in  endorsing  a functional  network  of  peer 
review  mechanisms  within  our  component  County  Associations  which  espouse  the 
basic  premise  that  the  assessing  of  unconscionable  fees  borders  on  the  unethical 
and  that  the  profession-at-large  has  a duty  to  protect  patients  against  excessive 
charges.  We  cannot  yet  claim  to  have  achieved  perfection  in  carrying  on  this  im- 
portant activity,  but  we  have  made  substantial  progress  toward  that  end  and  will 
continue  to  do  so  in  concert  with  government  if  need  be. 

However,  1 am  personally  convinced  that  riding  herd  only  on  one  component  of 
the  costs  of  health  services  — the  physician’s  fee  will  not  suffice  to  allay  the  public’s 
dissatisfaction  in  this  important  area  of  medical  care.  1 am  convinced  that  Medicine 
must  exercise  a leadership  role  in  seeing  that  comparable  review  is  made  of  the 
charges  assessed  by  non-physician  providers  within  the  total  system;  that  we  must 
promote  the  same  diligence  in  seeking  to  limit  or  reduce  all  costs  attributable  to 
good  care  as  we  have  been  promoting  within  our  own  ranks.  Only  then,  it  seems 
to  me,  can  we  hope  to  still  the  public’s  outcry  against  the  financial  burden  of 
being  sick. 

Fairness  to  the  consumers,  in  itself,  is  enough  of  a motive  for  us  to  exercise  this 
leadership.  But  there  is  also  another  perhaps  less  unselfish  — motive  which  should 
prompt  us  to  act.  It  is  ironic  — but  nevertheless  a fact  — that  when  non-physician 
costs  escalate,  public  criticism  is  seldom  directed  to  the  non-physician  provider 
but,  more  often  than  not,  to  the  medical  profession,  accompanied  by  a predictable 
political  clamor  for  changes  to  be  made  in  the  medical  care  system  — to  foundations, 
HMOsand  the  like.  In  most  instances,  the  changes  advocated  call  for  a considerable 
loss  of  self-determination  by  the  individual  physician  and  by  his  patients  — a loss 
that  would  be  unwelcome  to  most. 

How,  then,  shall  we  proceed?  What  can  we  do  to  reduce  costs  without  reducing 
quality?  How  do  we  practice  the  politican’s  art  that  of  the  possible? 

To  begin  with,  we  must  advocate  that  all  insurance  coverage  include  provision 
for  pre-admission  testing  and  outpatient  services  without  penalty  to  the  patient. 
It  would  serve  no  useful  purpose  here  for  me  to  describe  in  detail  the  intricate 
working  of  the  state’s  Blue  Cross  and  Blue  Shield  plans,  which  exist  as  separate 
tax-exempt  corporations.  However,  in  some  areas  of  Connecticut,  subscribers  who 
are  enrolled  in  both  plans  are  paying  twice  for  the  same  covered  services  because 
each  operates  and  monitors  its  plan  as  if  the  other  did  not  exist.  In  my  opinion, 
these  two  corporations  should  be  encouraged  to  function  in  concert  in  order  to  best 
meet  the  great  public  need  for  coverage  of  services  rendered  both  within  and  out- 
side of  institutions.  No  peer  review  system,  whether  it  be  a Professional  Standards 
Review  Organization  or  some  other,  will  succeed  unless  this  type  of  private  in- 
surance becomes  more  readily  available  — and  soon. 

Medical  care  for  physical  ills  which  throws  the  patient  into  deep  financial  diffi- 
culties is,  in  some  respects,  of  poor  quality  for  that  reason  alone.  Peace  of  mind  for 
the  patient  is  almost  as  important  to  him  as  is  peace  of  heart  or  peace  of  stomach. 
As  a physician  who  is  responsible  for  the  patient  being  admitted  to  a hospital,  it 
is  certainly  a proper  concern  of  mine  what  services  he  receives,  the  quality  of  those 
services  and  the  amount  that  he  has  to  pay  for  them  whether  out-of-pocket  or 
through  a third  party  payor.  But  where  do  1 turn  to  find  out  why  my  patient  is 
charged  $4.00  a day  for  that  mysterious  item  known  as  “routine  special  services” 
which,  cumulatively,  costs  the  Connecticut  public  many  millions  of  dollars  each  year? 
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Until  recently,  there  was  no  source  that  could  be  counted  on  to  make  such  in- 
formation available.  Today,  there  is  one.  Although  I suspect  that  many  of  my 
colleagues  may  hold  a contrary  view,  it  is  my  personal  opinion  that  the  General 
Assembly’s  creation  of  a hospital  cost  commission  was  not  an  unwise  move  and 
that  we  should  give  the  new  commission  our  full  support  when  it  comes  into  being. 
We  should  reserve  our  criticisms  for  its  shortcomings  as  to  performance,  if  such 
come  to  light,  after  it  is  functioning,  and  not  condemn  it  in  advance  for  imagined 
harm.  Cost  economies  can,  of  course,  infringe  on  the  autonomy  of  both  doctors 
and  hospitals  but  it  is  not  a foregone  conclusion  that  they  will  do  so.  As  I said  earlier 
in  this  address,  physicians  must  contribute  leadership  and  expertise  to  efforts  to 
control  health  care  costs  which  extend  beyond  the  limits  of  our  own  fees,  and  it 
does  seem  to  me  that  support  of  the  intended  purposes  of  the  hospital  cost  com- 
mission would  constitute  a meaningful  exercise  of  that  responsibility  on  the 
part  of  the  Society. 

In  closing,  I make  the  observation  that,  having  been  close  to  the  socio-economics 
of  medicine  for  a number  of  years  past,  I cannot  help  but  feel  the  great  ferment 
that  is  taking  place  today.  That,  as  an  officer  of  the  Society,  it  should  be  exciting 
to  be  close  to  this  changing  scene  — I think.  That  we  can  meet  the  challenges  that 
face  us  — I hope.  And  that  we  may  all  remain  in  good  health  to  see  their  satisfactory 
fulfillment  — 1 pray. 

Thank  you. 

Sidney  L.  Cramer,  M.D. 

President 


Purchase  of  Medical  Practice  on  Percentage  Basis 

The  purchase  of  a medical  practice  on  a percentage  basis  is  contrary  to  and  in 
violation  of  the  Principles.  A physician  may  pay  anything  he  wants  to  for  the  practice 
as  long  as  a set  price  is  established,  but  it  is  unethical  for  a physician  to  pay  a per- 
centage of  the  income  of  the  practice  that  he  has  purchased  as  payment  for  it.  The 
use  of  a percentage  of  fees  or  an  indefinite  sum  as  the  purchase  price  for  a medical 
practice  results  in  dividing  fees  paid  for  professional  service  with  a third  party  — a 
stranger  to  the  physician-patient  relationship.  Once  a price  has  been  established  it 
may  be  paid  according  to  the  mutual  agreement  of  the  parties.  Payment  of  such  an 
established  price  predicated  on  a percentage  of  the  income  of  the  purchaser  is  not 
contrary  to  the  Principles.  It  is  axiomatic  that  a physician  must  bill  a patient  for  pro- 
fessional services  that  he  renders  to  the  patient.  He  must  not  divide  that  fee  with 
another.  Such  practice  violates  the  physician-patient  relationship  and  may  be  re- 
garded as  a commission  for  having  referred  the  patient.  Further,  the  use  of  a per- 
centage arrangement  indirectly  tends  towards  solicitation  of  patients  for  or  on  behalf 
of  the  purchasing  physician,  because  the  seller  clearly  derives  greater  profit  from 
greater  income.  — Opinions  And  Reports,  Judicial  Council  of  the  AM  A. 
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Connecticut  Physicians: 

Maybe  our  competition  would  have  responded 
to  this  Westport  office  fire  as  fast  as  the 
phone  company  did.  Maybe  they  have  a full 
emergency  crew  that  would  have  put  in  a 
14-hour  Sunday  like  ours  did.  Maybe  they 
would  have  had  all  the  phones  working  again 
by  Monday  morning,  too.  Maybe. 


In  communications  we  mean  business.  Just  ask. 

Call  Bob  Houley  toll-free  at  1-800-922-4605  @ Southern  New  England  Telephone 


Letters  To  The  Editor 

Letters  to  the  Editor  are  welcomed  and  will  be  published,  if 
found  suitable,  as  space  permits.  Like  other  material  submitted 
for  publication,  they  must  be  typewritten  double  spaced  (in- 
cluding references),  must  not  exceed  1-1/2  pages  in  length  and 
will  be  subject  to  editing  and  possible  abridgment. 

To  the  Editor:  The  new  format,  style  and  direction  taken  by 
Connecticut  Medicine  are  commendable,  as  exemplified  by  the 
March,  April  and  May  1973  issues. 

I find  myself  looking  forward  to  receiving  and  reading  the 
“new”  Journal. 

Sincerely  yours, 

William  L.  West,  M.D.,  Clerk 

New  Haven  County  Medical  Association 


The  Truth  About  the  Connecticut  Proficiency  Testing  Program 

To  the  Editor:  We  are  writing  in  reply  to  Dr.  Roy  Barnett’s  ed- 
itorial which  appeared  in  the  April  1973  issue  of  Connecticut 
Medicine.  In  this  letter.  Dr.  Barnett  has  basically  alleged  the 
following: 

1.  The  Connecticut  State  Department  of  Health  has  initiated 
a new  survey  program  in  blood  banking.  He  said  there  is  no  need 
for  this  program  as  it  is  a duplication  of  professional  programs 
such  as  those  maintained  by  the  College  of  American  Path- 
ologists (CAP). 

2.  He  said  the  introduction  of  this  program  is  going  to  in- 
crease hospital  costs  and  the  administration  of  the  program  is 
costing  the  taxpayers  of  Connecticut  a substantial  amount  of 
money. 

3.  He  claims  the  State  Department  of  Health  lacks  the  experts 
and/or  expertise  to  conduct  an  adequate  program  in  this  area. 

In  regards  to  Dr.  Barnett’s  letter,  may  we  point  out  the  fol- 
lowing: 

1.  The  program  in  question  is  not  a proficiency  testing  pro- 
gram in  blood  banking  but  rather  one  limited  to  blood  grouping 
and  typing.  The  laboratories  receive  a single  blood  specimen  for 
ABO  grouping  and  Rh  typing  only.  They  are  not  required  to 
perform  the  more  complex  tests  associated  with  blood  banking. 

2.  The  Connecticut  Laboratory  Standards  Program  is  man- 
date by  statute  to  insure  the  best  possible  laboratory  services 
for  all  patients  using  both  hospital  and  private  clinical  labora- 
tories. Since  successful  participation  is  necessary  for  annual  re- 
registration and  approval  of  laboratory  facilities,  our  program 
is  not  a duplication  of  the  private  professional  programs  which 
have  no  legal  control.  Dr.  Barnett  failed  to  recognize  the  fact 
that  the  Connecticut  State  program  is  the  official  program  for 
Medicare-certified  laboratory  facilities.  Effective  this  summer, 
the  department  will  be  conducting  the  inspections  and  a number 
of  proficiency  testing  programs  for  the  Federal  Interstate  Pro- 
gram. We  are  the  second  state  to  be  granted  this  responsibility. 

3.  Participation  in  a professional  testing  program,  such  as 
that  maintained  by  the  College  of  American  Pathologists,  may 
cost  the  laboratory  (i.e.  the  hospital  and  its  patients)  up  to  500 
dollars  or  more  annually  just  for  enrollment.  According  to  the 
official  report  we  received  from  the  CAP,  Connecticut  hospital 
laboratories  will  spend  $15,383.  during  1973  just  to  be  enrolled 
in  their  proficiency  testing  programs.  Dr.  Barnett  is  a CAP 
committee  member  and  is  naturally  loyal  to  that  program. 

As  the  immunohematology  specimen  is  mailed  out  along  with 


the  routine  hematology  specimens  in  the  Connecticut  program, 
the  department  incurs  little  additional  expense  as  a result  of 
this  additional  specimen.  When  an  immunohematology  specimen 
is  shipped,  one  less  specimen  for  CBC  proficiency  is  sent.  As 
laboratories  are  encouraged  to  include  proficiency  testing  speci- 
mens along  with  the  routine  work,  we  would  estimate  that  their 
cost  for  examining  all  of  the  hematology  and  immunohematology 
specimens  is  less  than  30  dollard  annually. 

4.  The  Connecticut  program  is  run  in  strict  accordance  with 
the  guidelines  for  proficiency  testing  established  by  the  USPHS 
Center  for  Disease  Control.  For  each  program,  well  recognized 
reference  and  referee  laboratories  outside  Connecticut  are  selected 
in  order  to  aid  the  department  in  the  evaluation  of  results.  Dr. 
Barnett’s  comments  concerning  our  lack  of  experts  in  blood  bank- 
ing is  insulting  and  ridiculous!  This  department  consulted  a 
number  of  acknowledgeable  laboratorians  both  within  and  out- 
side Connecticut  when  formulating  this  program.  Surely  one 
does  not  need  to  be  a recognized  expert  in  blood  banking  in  order 
to  know  that  a laboratory  has  made  a mistake  when  it  identifies 
a blood  group  or  type  incorrectly. 

Of  the  128  hospital  and  private  clinical  laboratories  in  Con- 
necticut, 89  perform  blood  grouping  and  typing  and  all  are 
proficiency-tested  by  this  department.  Of  the  36  general  hos- 
pitals, only  20  are  participating  in  the  CAP  blood  bank  pro- 
ficiency program. 

5.  Dr.  Barnett’s  letter  suggests  that  the  department  use  bias 
and  confine  its  programs  to  the  private  laboratories.  He  sug- 
gests that  they  need  the  supervision  and  the  proficiency  testing  — 
not  the  hospitals.  We  do  not  wish  to  make  a big  issue  of  the  levels 
of  proficiency  achieved  by  hospitals  vs.  private  clinical  labora- 
tories but  in  most  instances,  the  proficiency  achieved  by  private 
clinical  laboratories  in  Connecticut  is  every  bit  as  good  as  that 
achieved  by  the  hospital  laboratories. 

In  closing,  we  would  like  to  point  out  that  the  goal  of  the  Con- 
necticut Laboratory  Standards  Program  is  laboratory  improve- 
ment. These  proficiency  testing  programs  are  closely  integrated 
with  other  aspects  of  the  overall  laboratory  standards  program 
such  as  inspection,  consultation,  and  training. 

The  March  1973  Connecticut  Health  Bulletin  carried  a more 
detailed  summary  of  the  state-wide  proficiency  testing  program. 

William  F.  Vincent,  Ph.D. 

William  W.  Ullmann,  Ph  D. 

Louis  J.  Michini,  Ph.D. 

Connecticut  State  Department  of  Health  Laboratories, 

Hartford,  Connecticut 


Editor’s  Note:  The  above  letter  was  referred  to  the  author  of 
the  article  in  question,  who  offers  the  following  reply: 

To  the  Editor:  In  response  to  the  letter  from  Drs.  Ullman,  Vin- 
cent and  Michini,  here  is  my  comment. 

In  the  case  of  medical  licensure  examinations  the  Connecticut 
State  Health  Department  confers  on  proficiency  examinations 
administered  by  a private  agency,  the  National  Board  of  Medical 
Examiners,  a status  equivalent  to  alternative  tests  administered 
by  the  State  Agency;  physicians  may  submit  results  of  either 
examination  as  a perquisite. 

In  the  case  of  clinical  laboratories  the  Health  Department 
denies  equivalent  status  to  CAP  proficiency  tests  (which  are 
accepted  by  the  Federal  Government  and  over  thirty  State  Health 
Departments)  and  insists  that  only  State  run  examinations  are 
acceptable. 

Having  made  this  arbitrary  ruling  against  free  enterprise  they 
then  claim  that  their  own  regulations  prevent  them  from  ac- 
cepting CAP  results. 
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My  editorial  is  factually  correct.  Dr.  Ullman’s  letter  and  this 
reply  may  help  clarify  the  more  basic  issue,  and  to  raise  the  basic 
question:  why  does  the  Health  Department  insist  on  this  stance? 
Does  the  State  Health  Department  really  believe  that  their  ex- 
pertise is  intrinsically  superior  to  that  of  privately  employed 
scientists?  Or  is  their  point  that  they  must  justify  the  increase 
from  “a  part-time  endeavor  for  the  director  of  the  state  health 
laboratory  to  one  which  occupies  a fair  amount  of  the  time  and 
skills  of  8 members  of  the  Staff’  as  indicated  in  Dr.  Vincent's  re- 
cent article  in  the  Connecticut  Health  Bulletin(87,59,  March  1973)? 

Roy  N.  Barnett.  M.D. 

Director  of  Laboratories 

The  Norwalk  Hospital 
Norwalk,  Conn. 


CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40c  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  1st  of  the  month 
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Although  CONNECTICUT  MEDICINE  believes  the  Class- 
ified Advertisements  in  these  columns  to  be  from  reputable 
sources,  CONNECTICUT  MEDICINE  does  not  investigate  the 
offers  made  and  assumes  no  responsibility  concerning  them. 

CONNECTICUT  MEDICINE  reserves  the  right  to  decline  or 
withdraw  advertisements  at  our  discretion.  Every  care  is  taken 
to  avoid  mistakes  but  responsibility  cannot  be  accepted  for  clerical 
or  printers  errors. 


EMERGENCY  ROOM  PHYSICIAN  for  100-bed  full  service 
community  hospital.  Must  be  eligible  for  Connecticut  licensure. 
No  weekend  coverage.  Attractive  salary,  excellent  benefits. 
Resume  to  Administrator,  World  War  11  Memorial  Hospital, 
Meriden,  Conn.  06450. 


WANTED  College  physician,  35  or  40  hr.  week  plus  alternating 
nights  and  weekends.  30  week  academic  year.  Co-ed,  2000  stu- 
dents. most  residential.  Equal  opportunity  employer.  Write  Mary 
N Hall,  M.D.,  Box  1634,  Connecticut  College,  New  London, 
Conn.  06320. 


By  Patronizing 
Our  Advertisers 


You  Help  Support 
CONNECTICUT  MEDICINE 


TIRED  OF  THE  HECTIC  PACE)?  Then  join  the  “nine-to- 
fivers.”  AEtna  Life  & Casualty,  leading  Hartford-based  insurer, 
needs  a physician  to  provide  medical  advice  and  counsel  on 
insurance  claim  matters.  Some  teaching  and  writing  involved. 
No  patient  contact. 

We’ll  offer  you  a 37!/2  hour,  five  day  week  (with  no  3 a.m.  phone 
calls  and  weekends  free).  Along  with  a liberal  retirement  plan, 
free  and  contributory  insurance,  ample  vacation  time  and  a host 
of  other  benefits.  If  interested,  send  your  resume  to  E.  Meinke, 
Personnel  Dept.,  AEtna  Life  & Casualty,  Hartford,  Conn.  06115. 
An  equal  opportunity  employer. 


FULLTIME  PHYSICIAN  for  employee  health  services  depart- 
ment of  leading  Hartford  insurance  organization.  Many  employ- 
ment exams  and  periodic  physicals  at  AEtna  suggest  someone 
with  strong  diagnostic  skills.  Preferably  from  general  practice 
or  internal  medicine.  Here’s  an  opportunity  to  work  regular 
hours  with  weekends  free.  And  to  qualify  for  retirement,  medical 
and  other  company  benefits.  If  this  sounds  good  to  you  at  a 
minimum  salary  of  $25,000,  send  your  resume  to:  E.  J.  Meinke, 
AEtna  Life  & Casualty,  Hartford,  Conn.  061 15.  An  equal  oppor- 
tunity employer. 


PHYSICIAN  PLACEMENT  SERVICE 

The  Connecticut  State  Medical  Society  maintains  a 
placement  service  for  the  convenience  of  Connecticut 
physicians,  hospitals  and/or  communities  in  search  of 
candidates  for  positions  available  in  our  state.  A de- 
scription of  such  opportunities  should  be  forwarded  to 
the  Physician  Placement  Service,  160  St.  Ronan  Street, 
New  Haven.  Connecticut  06511.  (203-865-0587). 

Physicians  wishing  to  locate  in  Connecticut  are  in- 
vited to  submit  a resume  to  be  kept  on  file  with  the 
Physician  Placement  Service.  Candidates  are  requested 
to  inform  the  Society  when  they  are  no  longer  available 
for  consideration  for  opportunities  which  might  be 
available  in  Connecticut. 

Journal  announcements  under  "Placement  Wanted” 
or  “Placement  Opportunities”  will  now  be  processed 
as  classified  advertisements.  Anyone  wishing  to  place 
such  an  announcement  must  submit  copy  by  the  first 
of  the  month,  two  months  before  the  month  of  issue. 

Classified  advertisements  must  be  paid  in  advance, 
payable  to  CONNECTICUT  MEDICINE.  Charges  are 
as  follows:  $20.00  for  25  words  or  less;  40c  for  each 
additional  word;  $2.00  extra  if  keyed  through  CON- 
NECTICUT MEDICINE. 
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The  Connecticut  Ambulatory  Care  Study 
(CACS):  Its  Inception,  Concepts, 
and  Conduct* * 

Daniel  Hamaty,  M.D.,  FACP 


The  CACS  was  conceived  by  the  Connecticut 
State  Medical  Society’s  (CSMS)  Statewide  Medi- 
cal Planning  Committee  (SWPC),  which  was  formed 
in  1970  to  study  the  present  status  of  medical  care 
and  related  matters  in  Connecticut;  to  identify  pres- 
ent and  future  medical  needs  of  the  state,  and  plan 
programs  to  satisfy  such  needs. 

CACS  is  an  effort  to  gather  data  related  to  the 
quality  and  character  of  private  medical  practice  to 
present  to  those  who  are  responsible  for  the  direc- 
tion of  the  changes  in  medical  practice.  The  SWPC 
looked  at  data  supporting  one  group  of  economic 
and  political  planners  who  sum  up  their  position 
with  claims  of  crisis  “in  medical  care,”  (inefficient), 
“cottage  industry,”  “ghetto  areas”  (medically  de- 
prived) and  “doctor  shortage.”  The  SWPC  decided 
that  factual  information  and  valid  statistics  are  not 
available  from  the  private  practice  point  of  view.  It 
has  not  taken  the  position  that  it  would  like  to  repute 
all  of  these  claims,  but  that  they  are  hypothetical 
until  more  data  is  gathered. 

A research  project  of  this  magnitude  obviously 
needed  expert  advise,  guidance,  and  funds  to  support 
the  staff  to  complete  it.  The  Connecticut  Regional 
Medical  Program  (CRMP)  was  the  logical  organiza- 
tion from  which  to  seek  all  three  of  these  elements. 
Meetings  with  CRMP,  Yale  University  (Yale), 
University  of  Connecticut  (U  Conn)  and  an  ad  hoc 
subcommittee  of  the  SWPC  crystallized  the  con- 
cepts and  outlined  the  objectives  and  scope  of  the 
study.  For  practical  reasons,  the  Study  was  limited 
to  primary  physicians  (general  practitioners,  intern- 
ists, and  pediatricians)  and  to  two  areas  (New  Haven 
and  Hartford).  Also,  for  comparison,  hospital  clinics 
and  group  practice  organizations  are  asked  to  par- 
ticipate. 

The  House  of  Delegates  of  the  CSMS  at  its  annual 
meeting  on  April  25,  1972  voted  to  charge  the  Coun- 
cil to  be  the  fiscal  and  administrative  agent  for 
the  CSMS  in  all  matters  relating  to  the  CACS.  On 

DR.  DANIEL  HAMATY,  Director  CACS  formerly  practicing 
rheumatologist  and  Director  of  Office  Self-Audit  Service,  Charles- 
ton, West  Virginia. 

* February  1,  1973. 


May  11,  1972,  the  Council  voted  to  designate  the 
SWPC  as  the  administrative  agent  for  the  Council 
in  continuing  plans  for  preparing  and  submitting  a 
grant  (contract)  request  for  the  Study  to  the  Depart- 
ment of  Health,  Education,  and  Welfare.  Following 
its  development  and  two  meetings  with  hospital  and 
group  practice  representatives,  the  draft  of  CACS 
was  submitted  to  Regional  Medical  Program  in 
Washington  (RMPS)  on  June  9,  1972.  On  June  28, 
the  Council  voted  to  receive  for  filing  the  request 
and  efforts  were  accelerated  to  find  a Study  Direc- 
tor. Since  Drs.  James  E.  C.  Walker  and  Donald 
Riedel  were  designated  as  co-principal  investigators 
to  the  principal  investigator.  Dr.  Frederick  Weber, 
they  assisted  the  SWPC.  CRMP  funded  this  start- 
up, pre-award  period,  thus  assuring  the  progress  of 
these  steps.  They  since  have  had  no  further  direct 
involvement.  After  several  interviews  and  inquiries, 
Dr.  Daniel  Hamaty,  Director  of  the  West  Virginia 
Office  Self-Audit  Assistance  Service,  was  referred 
by  Dr.  Walker,  after  a member  of  his  staff  inter- 
viewed Dr.  Hamaty  in  Charleston,  W.V.,  December, 
1971.  On  August  30,  1972,  the  Council  appointed 
him  to  the  post  of  Director.  On  September  5,  1972, 
the  contract  for  CACS  was  awarded  (HSM  110-73- 
311)  through  RMPS,  (Health  Services  and  Mental 
Health  Administration  of  the  Department  of  Health, 
Education,  and  Welfare).  On  October  5,  1972,  Dr. 
David  Grendon  signed  the  contract  for  CSMS, 
beginning  the  two  year  Study  period. 

The  original  Study  proposal  outlined  the  method- 
ology in  some  detail.  It  provided  that  a group  of 
ambulatory  diagnoses  or  problems  will  be  selected, 
criteria  of  care  drawn  up  by  panels  of  physicians 
and  physicians’  offices  or  physicians  in  group  prac- 
tice audited  over  a two  week  period  to  determine 
how  well  they  meet  those  criteria.  In  hospital  clin- 
ics, the  topics  for  study  are  to  be  audited,  and  the 
physicians  are  interviewed  who  provide  a majority 
of  care  in  that  clinic.  Concurrent  data  will  be  gath- 
ered regarding  the  case  load,  office  staff  and  meth- 
ods, physicians’  schedule  of  work  and  study,  etc. 
in  an  effort  to  provide  significantly  broad  charac- 
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teristics  that  might  influence  the  level  of  quality 
performance.  The  core  objectives  of  the  Study  as 
presented  in  the  proposal  were  to  measure  quality 
of  care  of  the  conditions  under  study,  and  make 
determinations  as  to  whether  any  variation  in  quali- 
ty can  be  related  to  the  physician,  his  locality,  or 
type  of  practice,  and  his  practice-related  routines. 
It  also  proposed  to  deduce  from  these  comparisons 
a program  of  education  to  overcome  those  features 
of  knowledge  and  method  that  are  apparently  ad- 
verse to  quality  care. 

Although  a well  thought  out  method,  two  im- 
mediate considerations  were  necessary.  First,  the 
method  needed  more  and  broader  examination  by 
knowledgeable  people  who  are  of  the  nature  of  the 
types  of  physicians  and  institutions  to  be  asked  to 
participate.  Second,  there  was  need  to  work  out 
more  details  of  methodology  and  purpose  before 
asking  them  to  participate.  To  this  end,  we  have 
assembled  an  Advisory  Committee  composed  of 
the  various  types  of  people  who  would  be  asked  to 
participate  in  the  Study.  This  Advisory  Committee 
has  been  delegated  the  responsibility  for  the  scien- 
tific soundness  of  CACS,  certifying  such  to  the 
SWPC.  With  this  authority,  it  is  anticipated  that 
the  Advisory  Committee  will  see  to  the  scientific 
validity  and  acceptance  of  the  Study.  Once  having 
completed  details  of  the  methodology,  the  technical 
committees  will  be  formed  to  construct  the  elements 
of  the  Study’s  parameters:  which  diseases  or  prob- 
lems, their  criteria  of  quality  performance;  descrip- 
tive characteristics  of  the  physician,  his  office,  his 
practice,  that  may  play  a role  in  affecting  quality 
practice;  and  some  cost  parameters  that  might  be 
easily  measured.  CACS  would  like  to  look  at  the 
elusive  doctor-patient  relationship  and  the  degree 
of  application  of  sound  preventive  medicine  care 
as  well.  These  data  will  be  gathered  through  phy- 
sician interview  by  physicians,  observation  and 
questionnaire  completion  by  research  assistants, 
in  addition  to  ambulatory  record  audits  gathering 
retrospective,  concurrent,  and  accessible  follow-up 
information.  The  method  will  keep  strict  adherence 
to  a policy  of  the  least  possible  disturbance  of  the 
practicing  physician  or  his  staffs  time,  protecting 
their  anonymity  and  the  confidentiality  of  the  pa- 
tients. It  is  to  be  stressed  that  the  information  will 
be  analyzed  as  groups  and  described  as  models. 

1 he  methods  and  results  of  other  ambulatory  care 
evaluations  in  Connecticut  and  elsewhere  is  as- 
sembled and  will  be  made  available  to  the  technical 
committees  for  their  use.  The  office  practice  phy- 
sicians will  be  asked  to  participate  in  order  of  a 
random  list  of  pediatricians,  family  practitioners, 
and  internists  in  the  Hartford-New  Haven  area.  It 


is  planned  that  200  will  accept.  The  hospitals  and 
group  practices  in  these  areas  are  to  be  asked  to 
join  in  this  participation.  Allowances  will  be  made 
for  certain  differences  in  the  parameters  of  mea- 
surement in  the  different  settings  provided  these 
changes  are  accompanied  by  a statement  indicating 
the  reason  for  such  variance.  The  participants  will 
be  asked  to  choose  four  or  more  topics  from  a group 
selected  by  a technical  committee  of  peers.  Their 
choice  will  be  guided  by  the  importance  they  hold  in 
their  practice.  By  this  method,  those  in  limited  prac- 
tice may  attach  greater  personal  relevance  to  the 
Study.  The  final  report  will  be  one  that  relates  the 
quality  of  care  of  common  ambulatory  problems  in 
the  New  Haven-Hartford  area.  It  will  present  multi- 
variate analysis  of  the  differing  levels  of  quality,  re- 
lating them  to  statistically  significant  variation  as  to 
practice  type,  setting,  method  and  physician  charac- 
teristics, plus  some  statement  as  to  apparent  levels 
of  doctor-patient  relationship,  preventive  care,  and 
costs  of  direct  care.  All  measurements  will  be  by 
predetermined  criteria  and  descriptions,  as  well  as 
predetermined  comparisons  that  are  authorized  and 
validated  by  practicing  physicians.  A concurrent  sec- 
tion of  the  report  will  be  to  recommend  a system  of 
continuing  ambulatory  care  assessment  that  will 
feed  this  information  into  a medical  society  (CSMS) 
involved  continuing  education  system.  This  recom- 
mended system  shall  be  pragmatic,  use  existing  edu- 
cational institutions  and  professional  societies,  as 
well  as  be  inclusive  in  addressing  needs  for  new 
knowledge,  skills,  practice  methods,  and  habits. 

Technically  summarized,  the  CACS  is  a study  that 
will  examine  the  personnel,  institutions,  organiza- 
tion, administration,  and  objectives  of  representative 
ambulatory  care  in  New  Haven  and  Hartford;  it 
will  measure  utilization  and  outcome  of  care.  It  will 
gather  data  on  series  of  episodes  of  illness  over  a 
two  week  period,  considering  the  patient  and  his 
care  in  that  period  of  time  and  in  the  office,  clinic 
or  multispecialty  group  settings,  or  institutions.  It 
will  not  address  the  known  population  at  risk,  but 
rather  the  physicians  involved.  The  data  collected 
will  be  primarily  medical  with  concurrent  informa- 
tion gathered  on  related  administrative,  personnel, 
and  behavioral  factors  that  may  influence  such 
data.  The  data  will  be  collected  through  abstraction 
of  medical  records,  completion  of  questionnaires 
and  survey  style  interviews  by  physicians  and  trained 
responsible  research  assistants.  Approximately  20 
case  histories  each  of  4 or  5 common  ambulatory 
problems  will  be  the  source  of  medical  data;  the 
physician  as  a person  and  his  practice  setting  will  be 
the  source  of  the  personnel,  administrative,  and 
behavioral  data.  The  scientific  method  will  be 
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evaluative,  not  experimental  or  descriptive;  the 
parameters  will  be  predetermined  by  peer  groups  of 
the  ones  to  be  studied.  The  Study  recognizes  a priori 
biases  in  the  sample  of  the  participants,  since  they 
are  to  be  voluntary;  in  the  introduction  of  observers 
as  well  as  new  procedures  for  the  observation  period; 
in  observer  variation  since  12  or  more  observers 
will  be  involved,  and  in  observor  error  since  this  is 
a relatively  new  field.  With  this  prestudy  recogni- 
tion, we  feel  these  biases  can  be  minimized  through 
continuous  attention  to  their  affect. 

As  Dr.  David  M.  Kessner  recently  reiterated- 
“There  are  three  purposes  to  evaluation:  to  support 
good  medical  practice  by  identifying  its  efficacious 
and  efficient  elements,  to  indicate  areas  of  practice 
in  need  of  improvement  and  to  provide  ongoing 


education  to  physicians  about  their  own  practices.” 
The  CACS  is  a study  of  ambulatory  care  initiated 
by  the  Connecticut  State  Medical  Society  to  start 
to  do  just  this.1 

The  Society  wishes  to  involve  as  many  physicians 
and  their  academic  and  research  colleagues,  regard- 
less of  their  membership  or  past  experiences  with 
the  Society.  The  Connecticut  State  Medical  Society 
wishes  the  Study  to  be  scientifically  sound,  and 
on  that  soundness  to  bring  the  factions  of  the  medi- 
cal profession  to  this  and  other  tasks  where  there  is 
unanimity  of  purpose  and  incontestable  benefit  to 
the  people. 

1.  Kessner,  David  M,  el.  at:  Assessing  Health  Quality — the 
Case  for  Tracers.  N.  Engl.  J.  Med.  288: 189-194,  1973. 


Records  on  Termination  of  Partnership 

When  two  or  more  physicians,  who  are  partners  in  the  practice  of  medicine, 
terminate  the  partnership  relationship,  any  question  regarding  possession  of 
patients’  clinical  records  should  be  determined  on  the  basis  of  what  is  best  for  the 
patients.  In  case  of  disagreement,  the  proper  committee  of  the  local  medical  soci- 
ety should  assist  in  resolving  the  problem. 

When  a physician-employee  terminates  his  relationship  with  an  individual  phy- 
sician, a group  of  physicians  or  a clinic,  the  accepted  principle  is  that  the  employer 
is  entitled  to  possession  of  clinical  records  of  all  the  patients.  However,  should  the 
physician-employee  have  need  to  review  these  records  in  the  best  interests  of  a 
patient  under  his  care,  their  contents  should  be  available  to  him,  with  the  consent 
of  the  patient.  — Opinions  And  Reports,  Judicial  Council  of  the  AM  A. 


Sale  or  Purchase  of  Physician’s  Records 

A physician,  retiring  from  practice,  may  not  ethically  sell  his  patients’  records  to 
another  physician.  His  records  have  been  developed  during  the  physician-patient 
relationship.  To  sell  records  would  tend  to  make  patient  subject  to  barter  to  the 
highest  bidder.  For  the  patient’s  benefit,  however,  but  only  with  his  consent,  these 
records  may  be  transferred  to  a physician  of  his  choice.  A reasonable  charge  for 
secretarial  or  duplicating  service  connected  with  such  transfer  is  not  improper. 

Further,  according  to  Section  9 of  the  Principles  of  Medical  Ethics,  a physician 
may  not  reveal  the  confidences  entrusted  in  him  in  the  course  of  medical  attendance. 
The  physician’s  records  summarizing  these  confidences  are  cloaked  with  this  same 
protection.  To  transfer  a patient’s  records  without  his  consent  would  violate  this 
confidence. 

A physician  may  not  ethically  purchase  such  records  from  a retiring  physician  or 
from  the  estate  of  a deceased  physician.  — Opinions  And  Reports,  Judicial  Council 
of  the  AM  A. 
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Reflections  From  The  Dean’s  Office 


Robert  U.  Massey,  M.D. 


First,  I believe  I should  apologize  for  the  title  of 
this  column.  It  sounds  pompous  and  it  undoubtedly 
is  not  original.  Reflections  from  anyone  in  his  office 
or  anywhere  else  tend  to  be  trivial;  a medical  school 
dean’s  may,  in  addition,  be  parochial. 

However,  from  time  to  time  there  are  matters 
which  seem  important  to  me  regarding  medicine, 
medical  education,  and  our  own  School  of  Medicine 
which  1 need  to  share  with  my  colleagues  in  Con- 
necticut. Your  editor  has  been  generous  enough  to 
allow  me  a few  inches  of  type  each  month  in  Con- 
necticut Medicine  to  do  that. 

There  has  been  news  in  recent  months  which  most 
of  you  have  seen  about  a change  in  Federal  policy 
in  the  funding  of  biomedical  research  and  the  train- 
ing of  medical  scientists.  Other  Federal  programs 
relating  to  health  and  medical  education  are  also 
being  changed  or  brought  to  a close.  Regional  Medi- 
cal Programs  are  to  be  terminated.  Proposed  Fed- 
eral appropriations  spell  sharp  cutbacks  in  almost 
all  areas  in  which  medical  schools  and  teaching 
hospitals  are  involved. 

About  two  months  ago  medical  schools  were 
asked  by  the  Association  of  American  Medical  Col- 
leges to  estimate  the  effects  of  the  anticipated  re- 
ductions in  Federal  support  on  teaching,  research, 
and  patient  care  in  their  own  and  in  their  affiliated 
teaching  hospitals.  An  analysis  of  this  survey  has 
recently  been  prepared  under  the  title  “Implications 
of  the  President’s  Fiscal  Year  1974  Budget  Recom- 
mendations on  Programs  of  the  Nation’s  Medical 
Schools.”  Several  facts  stand  out  sharply  in  that 
report  which  may  have  serious  implications  for 
America’s  place  in  the  world  of  medicine  during  the 
remaining  years  of  this  century.  The  quality  of  edu- 
cation which  our  medical  students  will  receive  and 
the  quality  of  the  work  our  investigators  will  do  will 
have  much  to  do  with  the  quality  of  medical  care 
the  American  people  will  receive  in  the  future.  The 
proposed  Federal  budget  represents  a 25  percent 
drop  in  expected  Federal  support  for  medical  school 
programs  for  this  coming  academic  year.  It  is  10 
percent  lower  than  the  1972  funds  for  the  same  pur- 
poses. In  the  face  of  increasing  medical  student 
enrollment  there  will  be  a loss  of  one  faculty  posi- 
tion in  twelve.  Medical  student  numbers  will  have 
risen  from  35,000  in  1969  to  an  estimated  50,000 
students  in  1974.  With  this  very  sudden  change  in 
the  funding  ground  rules,  one  third  of  the  schools 
are  now  talking  about  reduction  in  the  class  size  for 
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future  years.  Finally,  and  perhaps  most  important 
for  the  years  to  come,  new  research  proposals  will 
be  cut  by  at  least  40  percent,  along  with  a marked 
reduction  in  the  number  of  young  medical  scientists 
being  prepared  to  be  the  teachers  and  investigators 
of  the  future. 

Perhaps  in  the  long  sweep  of  the  history  of  our 
profession  and  of  biological  science  these  little  ad- 
justments in  priority  setting  by  governments  are  of 
almost  no  importance.  Medical  schools  will  survive 
and  even  prosper  as  they  depend  more  and  more  on 
income  from  medical  practice,  tuition,  and  fees  to 
sustain  their  programs.  Research  efforts  in  this 
country  will  decline;  faculties  will  inspire  fewer 
students  as  they  themselves  lose  inspiration.  Their 
numbers  will  decrease  as  the  numbers  of  students 
increase.  The  pressure  to  “produce”  more  physi- 
cians will  continue  because  of  a simplistic  notion 
that  this  will  drive  the  cost  of  medical  care  down, 
and  because  care  will  become  increasingly  costly 
for  those  diseases  which  we  can  neither  prevent  nor 
cure.  Prevention  and  cure,  the  only  keys  to  effecting 
a real  reduction  in  the  terrible  cost  of  physical  and 
mental  disease  and  its  treatment,  will  come  slowly 
if  at  all  from  laboratories  working  at  less  than  half 
capacity  and  manned  by  a decreasing  number  of 
skilled  hands  and  facile  minds. 

History,  especially  the  history  of  medicine  or 
science,  may  note  that  America’s  30-year  Golden 
Age  of  medical  discovery  and  60-year  Golden  Age 
of  medical  education  came  to  a simultaneous  end  in 
the  mid  seventies.  It  might  be  instructive  to  specu- 
late whether  the  historians  of  the  future  will  believe 
that  this  reflected  a change  in  national  priorities  or 
whether  in  fact  it  caused  this  change. 

I am  an  optimist  and  am  convinced  that  man  will 
find  an  answer  to  his  major  health  problems:  men- 
tal disease,  vascular  disease,  cancer,  and  genetic 
disorders.  The  generation  of  biomedical  scientists 
now  living  and  their  immediate  predecessors  have 
acquired  much  of  the  basic  information  needed  to 
solve  these  problems.  Discoveries  in  the  past  two 
decades  are  now  saving  us  an  estimated  5 billion 
dollars  annually.  There  has  grown  a powerful  mo- 
mentum which  would  be  tragic  to  lose.  Our  medical 
centers  represent  nuclei  of  creative  talent,  effective 
teams,  enthusiastic  students  and  teachers,  and  func- 
tioning laboratories,  which  could  if  unsustained 
come  apart  in  a year  or  two.  It  might  take  a genera- 
tion to  put  it  all  together  again. 

Meanwhile  the  leadership  in  our  profession  will 
have  gone  somewhere  else,  and  another  vital  ele- 
ment will  have  gone  out  of  our  National  life. 
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Thomas  Pell  (1613  — 1669), 
Connecticut’s  First  Physician  and  Surgeon 

Melville  Roberts,  M.D.,  Juliet  Vilinskas,  M.D.,  and  William  C.  Butterfield,  M.D. 


Abstract  — Thomas  Pell  was  the  first  physician 
and  surgeon  noted  in  the  earliest  records  of  the  New 
Haven  Colony.  He  was  born  in  England  in  1613  and 
died  in  Fairfield,  Connecticut  in  1669.  He  served  as 
a surgeon  during  the  war  with  the  Pequot  Indians 
and  later  practiced  in  New  Haven  and  Fairfield.  He 
is  best  known  for  his  purchase  from  the  Indians  of 
a large  tract  of  land  in  what  is  now  Westchester 
County,  New  York.  Two  towns  in  the  area,  Pelham 
and  Pelham  Manor,  still  bear  his  name. 

Historical  priority  is  frequently  difficult  or  impos- 
sible to  establish.  Who  the  first  physician  was  to 
practice  in  Connecticut  can  probably  never  be 
known  with  absolute  certainty.  There  is  no  doubt, 
however,  that  Thomas  Pell  was  the  first  medical 
practitioner  noted  in  the  earliest  records  of  the  New 
Haven  Colony  and  it  is  likely  that  he  was  Connec- 
ticut’s first  physician  and  surgeon.1,2  His  career 
was  extraordinary. 

He  was  born  in  Southwick,  England  in  1613,  the 
son  of  Reverend  John  Pell  and  the  brother  of  Rev- 
erend and  Right  Honorable  John  Pell,  D.D.,  an 
Oxford  professor  of  mathematics  and  ambassador 
to  the  Swiss  Cantons  during  Cromwell’s  reign.  As  a 
boy  Thomas  Pell  served  as  page  to  Prince  Charles 
and  when  Charles  became  King  Charles  I young 
Thomas  was  appointed  Gentleman  of  the  Bed- 
chamber, apparently  a position  of  importance.3 

On  April  5,  1635  Thomas  Pell,  aged  22,  booked 
passage  for  New  England  on  the  ship  “Planter” 
accompanied  by  Marie  Pell,  aged  26,  and  Marie 
Pell,  aged  one.  Who  the  two  Maries  were  and  what 
became  of  them  is  unknown.  It  is  possible  that  they 
were  responsible  for  his  sudden  and  mysterious 
departure  from  England.3  There  is  no  known  record 
of  Pell  having  married  prior  to  leaving. 

After  landing  in  Boston  he  first  settled  in  Dor- 
chester, Massachusetts  and  then  made  his  way  to 

DR.  MELVILLE  ROBERTS,  Chairman,  Division  of  Neuro- 
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the  New  Haven  Colony  where  he  married  Lucy 
French,  the  widow  of  Francis  Brewster.  It  is  here 
that  the  first  records  referring  to  him  as  a physician 
and  surgeon  are  to  be  found.3  There  is  no  record  of 
his  medical  training.  He  held  no  academic  degrees. 

He  served  as  surgeon  at  Fort  Saybrook  under  Lt. 
Governor  Lion  Gardiner  in  1637  and  1638  during  the 
bloody  war  with  the  Pequot  Indians.4  In  June  1637 
Lion  Gardiner  wrote  of  a group  of  soldiers  he  had 
sent  to  counterattack  the  Pequots:  “ . . . and  sent 
Mr.  Pell  the  surgeon  with  them,  and  the  Lord  God 
blessed  their  design  and  way  so  that  they  returned 
with  victory,  to  the  Glory  of  God  and  the  honor  of 
our  nation,  having  slain  300  men  (Pequot  Indians), 
burnt  their  fort  and  taken  many  prisoners.4  The  fort 
referred  to  was  a stockade  of  logs  the  Indians  built 
around  their  camp  for  protection  against  the  English. 
Although  the  Pequots  were  vicious  fighters  they 
were  unable  to  stand  against  the  English  and  first 
withdrew  into  the  swamps  of  Fairfield  and  finally 
moved  west  out  of  the  area.  Although  Pell  served 
as  a surgeon  during  the  fighting  there  is  no  note  of 
the  specific  treatment  he  rendered.  After  the  war 
he  was  listed  among  10  soldiers  who  settled  in  Fair- 
field.3 

Pell  also  practiced  medicine  in  the  Town  of  New 
Haven.  He  is  mentioned  in  the  record  of  the  January 
29,  1660  town  meeting  of  New  Haven  when  one  of 
the  local  physicians,  Mr.  Augur,  threatened  to  leave 
because  his  patients  were  not  paying  promptly. 
“Mr.  Augur  disclosed  that  (it  having  pleased  God 
to  visit  the  town  sorely  by  sickness  the  last  two 
years)  his  stock  of  physic  is  gone,  and  how  to  procure 
more  out  of  his  returns  he  saw  not,  being  disabled 
by  the  non-payment  of  some  and  the  unsuitable 
payment  of  others.  Mr.  Augur  signified  his  inten- 
tion to  stop  practicing  because  pay  was  not  brought 
in  with  satisfactory  promptness.  He  is  at  this  time 
the  only  physician  in  the  Town  of  New  Haven,  Mr. 
Pell  and  Mr.  Westerhouse  having  removed  some 
years  before.”6 

On  November  14,  1654  Pell  purchased  a large 
tract  of  land  (9,160  acres)  from  the  Indians.7  They 
previously  had  sold  the  land  to  the  Dutch.  It  was 
located  in  territory  that  was  in  dispute  between  the 
British  and  the  Dutch  in  what  is  now  Westchester 
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County,  New  York.  Pell  claimed  that  his  purchase 
ran  from  the  Bronx  River  to  the  present  Connecticut 
line,  but  he  was  eventually  allowed  only  from  Hutch- 
inson’s River.  The  British,  of  course,  encouraged 
Pell,  hut  the  Dutch  were  furious  and  protested 
strongly.  On  April  22,  1655  the  following  letter  was 
sent  to  Pell  at  the  direction  of  the  Right  Honorable 
Petrus  Stuyvesant,  Director-General  of  the  Province 
of  New  Netherland:  “ . . . 1 notify  and  make  known 
to  you,  and  all  whom  it  may  concern,  that  you  and 
your  associates  have,  not  only  settled  on  the  lands 
aforesaid,  which  were,  many  years  ago,  purchased 
by  the  Dutch  nation  and  taken  possession  of  by 
deeds  from  General  Kiest,  of  blessed  memory,  but 
by  usurpation,  in  violation  of  the  Treaty  of  Hart- 
ford . . .”  The  letter  went  on  to  demand  that  the  land 
be  vacated  within  15  days.7  Pell  did  not  give  up  the 
land  and  the  Dutch  were  in  no  position  to  force  him 

TABLE  I 

MEDICAL  EQUIPMENT  INCLUDED  IN  THE 
INVENTORY  OF  THOMAS  PELL’S  ESTATE 


3 surgeon’s  saws  1.10.00 

case  of  silver  tools  7.00 

surgeon’s  tools  2.02.00 

surgeon’s  chest  with  glasses  and 

allopath  with  a small  portion  of  drugs  4.00 

a parcel  silver  in  a chest  drugs  3.00.00 

gold  scales  and  weights  7.00 

case  barber’s  tools  1.05.00 

Culpeper’s  dispensatory,  with  3 other  small  books  10.00 

6 alchymy  spoons  15.00 


out.  At  a session  of  the  General  Assembly  in  Hart- 
ford, May  10,  1663,  Pell  was  given  official  sanction 
to  hold  the  land.  After  the  Dutch  had  been  forced 
from  New  Amsterdam  Pell’s  Indian  purchase  of 
1654  was  granted  to  him  as  an  enfranchised  town- 
ship and  manor  by  the  Duke  of  York.  He  thus  became 
the  first  Lord  of  the  Manor  of  what  are  now  the 
towns  of  Pelham  and  Pelham  Manor,  New  York. 

On  June  24,  1664,  he  granted  ten  families  the 
privilege  of  settling  on  his  land.  Rattlesnakes  must 
have  been  a menace  in  the  area  because  the  settlers 
agreed  in  writing  to  set  aside  one  day  in  the  Spring 
of  each  year  for  the  purpose  of  destroying  rattle- 
snakes. 

Pell  died  at  his  home  in  Fairfield  in  September 
1669.  His  medical  equipment  was  listed  in  the  inven- 
tory of  his  many  belongings  along  with  their  ap- 
praised value  in  pounds  (Table  I).3 

REFERENCES 

1.  Saybrook  Tercentenary  Committee:  In  the  Land  of  the 
Patentees,  Saybrook  in  Connecticut.  Saybrook,  Connecticut, 
Acton  Library,  1935. 

2.  Ferris,  H.  B.:  Some  Early  Medical  Teachers  in  Connecticut. 
Bull.  Soc.  Med.  Hist.  Chicago.  3:133-150,  1923. 

3.  Pell  Family  Association:  Pelliana.  Rutland,  Vermont,  Pell 
Family  Association,  1936. 

4.  Gates,  G.  C.:  Saybrook  at  the  Mouth  of  the  Connecticut. 
Saybrook,  Conn.,  G.  C.  Gates,  1935. 

5.  Schenck,  E.  H.:  The  History  of  Fairfield.  New  York,  E.  H. 
Schenck,  1889. 

6.  Atwater,  E.  E.:  History  of  the  Colony  of  New  Haven.  Meri- 
den, Conn.,  The  Journal  Publishing  Co.,  1902. 

7.  Barr,  L.:  Ancient  Town  of  Pelham.,  Pelham  Manor,  N.Y., 
Lockwood  Barr,  1946. 


Publication  of  Medical  Studies  of  Public  Figures  After  Their  Death 

Most  scientific-medical  articles,  case  studies,  case  reports  and  clinico-pathological 
reports  are  based  on  actual  medical  experiences  with  patients.  Medicine  does  not 
find  it  necessary  to  identify  these  patients.  While  one  need  not  condemn  those  who, 
after  the  death  of  public  figures,  discuss  the  medical  condition  of  those  people  while 
they  were  alive,  respect  for  the  dignity  of  man,  respect  for  the  deceased,  and  respect 
for  the  medical  profession  strongly  suggest  that  only  some  clear  and  meaningful 
benefit  would  justify  such  discussion.  — Opinions  And  Reports,  Judicial  Council  of 
the  AM  A. 
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Human  Experimentation 

Statement  of  the  American  Medical  Association 


Modern  technological  advances  have  made  us  in- 
creasingly aware  of  the  potential  of  science,  particu- 
larly in  the  area  of  biomedicine.  Let  me  emphasize, 
however,  that  the  American  Medical  Association 
has  a long  history  of  active  concern  over  how  this 
potential  can  be  realized  without  violating  human 
ethical  and  moral  values.  This  concern  was  express- 
ed formally  in  1947  when  the  Association’s  House 
of  Delegates  enunciated  ethical  standards  for  medi- 
cal research  with  human  subjects.  The  Association 
proceeded  thereafter  to  adopt  internationally  ac- 
knowledged standards  when  it  endorsed  the  1964 
Declaration  of  Helsinski,  the  World  Medical  Asso- 
ciation’s Guidelines  for  Clinical  Investigation.  In 
1966  the  AMA  House  of  Delegates  augmented  these 
guidelines  when  it  adopted  ethical  guidelines  for 
clinical  investigation,  a copy  of  which  is  submitted 
for  the  record.  We  are  gratified  to  find  that  you 
share  our  commitment  to  the  ethical  treatment  of  our 
fellow  man  in  the  attainment  and  use  of  technology. 

The  practice  of  medicine  is  both  an  art  and  a 
science,  and  we  are  constantly  seeking  new  means 
to  improve  the  quality  and  length  of  life.  The  evo- 
lution of  sound  medical  practice  through  the  years 
has  reduced  the  incidence  of  pain  and  has  done 
much  to  advance  the  cause  of  human  dignity.  These 
procedures,  however,  today  as  always,  require  the 
weighing  of  risk  against  benefit  at  every  level  of 
professional  discretion.  It  is  evident  that  there  is 
a certain  degree  of  risk  attendant  to  any  medical 
procedure. 

But  if  we  are  to  continue  to  improve  our  high 
standards  of  patient  care,  we  must  maintain  our 
initiatives  in  biomedical  research.  The  accomplish- 
ments of  modern  medical  practice  testify  to  the 
merits  of  continued  research.  Such  advances  are 
hard  won,  but  the  benefits  are  beyond  question. 

Medicine  as  a science  must  conduct  experimen- 
tation if  it  is  to  progress  rather  than  stagnate.  Ex- 
perimentation is  an  essential  principle  of  all  sciences, 
be  they  biological  or  physical.  Scientific  experiments 
are  conducted  both  to  test  new  hypotheses  and  also 
to  reexamine  the  validity  of  accepted  hypotheses. 

A medical  experiment  with  human  subjects  is 
sometimes  referred  to  as  a clinical  trial.  As  such  it 
should  be  a test  of  a reasonable  hypothesis  based  on 
sound  laboratory  data.  It  should  not  be  a random 
groping  for  information.  A well  designed  clinical  trial 
has  elements  in  its  design  which  assure  that  it  will 
be  a useful  and  a justifiable  undertaking.  The  essen- 


tial features  of  a sound  experimental  design  fall  into 
two  categories:  scientific  and  ethical. 

1.  A “Control  group”  must  be  established  against 
which  one  can  compare  the  treatment  group. 
Persons  placed  in  the  control  group  must  be 
comparable  in  as  many  respects  as  possible  to 
those  receiving  the  experimental  treatment. 

2.  Sufficient  numbers  of  people  must  be  enroll- 
ed in  the  control  and  the  treatment  group 
to  make  any  differences  in  outcome  statis- 
tically meaningful.  However,  unnecessary 
numbers  of  subjects  should  not  be  used  so 
that  any  undesirable  effects  of  the  experi- 
ment are  minimized. 

3.  The  effects  anticipated  from  the  experimental 
procedure  must  be  measurable  and  if  pos- 
sible quantifiable. 

4.  The  results  of  the  experiment  should  be  pub- 
lished as  quickly  as  possible  and  made  widely 
available  to  the  medical  community.  This  not 
only  assures  an  exchange  of  information 
among  researchers  and  prompt  transmission 
of  such  information  to  practitioners,  but  also 
prevents  redundant  and  possibly  hazardous 
testing. 

5.  Participants  in  any  human  experiment  must 
give  informed  consent.  The  purpose  of  the 
experiment,  the  potential  benefits,  the  po- 
tential risks,  the  safeguards  being  employed 
should  be  revealed.  Because  of  complex  tech- 
nical factors  involved,  many  persons  will  rely 
on  the  integrity  and  knowledge  of  the  physi- 
cian who  recommends  their  participation. 
This  dependency  of  the  patient  on  his  physi- 
cian is  a sacred  trust  and  must  not  be  abused 
or  exploited. 

6.  Adequate  safeguards  must  be  built  into  the 
design  of  the  experiment  to  assure  regular 
and  frequent  review  of  its  progress  by  indi- 
viduals not  directly  conducting  the  experiment. 

Keeping  the  above  principles  of  clinical  trials  in 
mind  we  can  now  confront  the  difficult  central  issue 
which  underlies  all  human  experiments.  A human 
experiment,  by  its  very  nature,  establishes  a set  of 
circumstances  which  will  place  some  of  the  partici- 
pants at  a calculated  disadvantage.  Generally  a trial 
is  established  to  answer  the  question,  “Is  treatment 
A better  than  treatment  B?”  No  definitive  answer 
to  this  question  can  be  obtained  until  the  test  is  con- 
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ducted  over  an  adequate  period  of  time  and  suffi- 
cient data  has  been  gathered  by  which  to  measure 
the  relative  response  of  the  subjects. 

Through  the  process  of  clinical  investigation, 
which  we  have  described  here,  drugs  and  procedures 
become  available  for  widespread  usage  in  patient 
care.  The  question  has  been  raised,  however,  as  to 
the  discretion  vested  in  the  prescribing  physician 
once  the  pharmaceutical  product  has  been  approved 
by  the  Food  and  Drug  Administration.  In  the  course 
of  these  hearings  testimony  has  been  given  on  the 
package  insert,  the  regulatory  powers  of  the  FDA, 
the  physician’s  privilege  to  prescribe  and  whether 
departure  from  the  package  insert  constitutes  a med- 
ical experiment. 

Under  the  statute  a new  drug  cannot  be  marketed 
until  it  has  been  approved  by  FDA.  Approval  is 
granted  on  the  basis  of  satisfying  requirements  for 
demonstrating  the  safety  and  effectiveness  of  the 
drug  for  a stated  use;  and  the  approved  use  must  be 
shown  on  the  drug  label.  While  the  law  specifies 
the  conditions  under  which  a manufacturer  may  in- 
troduce a new  drug  into  interstate  commerce,  it  does 
not  control  the  uses  a physician  may  make  of  sub- 
stances categorized  as  drugs.  Clearly,  Congress  did 
not  intend  that  the  FDA  regulate  or  interfere  with 
the  practice  of  medicine,  and  this  has  been  specifi- 
cally acknowledged  by  FDA. 

The  package  insert  is  a document  which  limits 
the  claims  that  a manufacturer  may  make  for  the 
product  and  outlines  the  conditions  for  which  the 
product  can  be  shipped  in  interstate  commerce. 
The  information  given  in  the  insert  is  relatively  in- 
complete, chosen  with  safety  uppermost  and  is  ex- 
tremely useful  in  a limited  sense.  It  is  regulatory  in 
nature;  it  is  not  a scientific  document.  By  its  nature 
and  purpose  it  has  certain  shortcomings.  For  ex- 
ample, it  lists  all  known  adverse  reactions  but  does 
not  weigh  the  frequency  of  their  occurrence.  A re- 
action which  occurs  in  one  in  a million  patients 
appears  in  the  same  list  as  one  occurring  one  in  a 
thousand.  Furthermore,  risks  must  always  be  judged 
in  relationship  to  the  benefit  in  each  individual  pa- 
tient. This  insert  serves  as  a warning  or  a reminder 
but  it  cannot  be  the  final  guide  to  prescribing.  More- 
over, the  doses  listed  in  the  insert  are  average  doses 
and,  while  they  do  apply  to  most  patients,  patients 
differ  widely  in  their  need  for  and  their  response  to 
a given  drug.  If  the  dose  schedule  in  the  package 
insert  allowed  too  great  a latitude  the  document 
would  lose  its  intended  warning  character.  By  the 
same  token,  if  physicians  are  forced  to  prescribe  only 
within  the  dosage  range  published  in  the  insert,  some 
patients  would  be  seriously  harmed. 


Approval  by  the  FDA  of  a new  drug  application, 
or  marketing  approval,  is  not  and  should  not  be  con- 
sidered conclusive  evidence  of  either  safety  or  ef- 
ficacy. FDA  approval  simply  means  that  there  has 
been  a sufficient  number  of  clinical  trials  to  warrant 
making  the  “new  drug”  available  for  use  by  all  phy- 
sicians. Thus,  the  broad  experience  of  expanded  use 
becomes  the  important  consideration  for  the  pre- 
scribing physician.  The  prescribing  physician  is  the 
best  person  to  judge  what  is  needed  for  his  patient. 

Let  me  cite  a few  instances  where  patients  would 
have  been  denied  beneficial,  and  in  some  cases  life- 
saving therapy  if  the  use  of  the  drug  were  limited 
only  to  labeled  uses.  Lidocaine  Hydrochloride  was 
introduced  and  is  still  used  as  a local  anesthetic.  For 
many  years,  however,  this  drug  had  widespread 
recognized  use  as  an  antiarrhythmic  agent  prior  to 
formal  recognition  in  labeling. 

Propranolol  Hydrochloride,  labeled  for  treating 
various  cardiac  arrythmias,  subaortic  stenosis,  and 
pheochromocytoma,  is  also  used  effectively  for  treat- 
ment of  hypertension  and  angina  pectoris  in  some 
patients.  Other  clinical  uses  include  treatment  of 
chronic  alcoholics  and  persons  addicted  to  heroin. 

Diphenylhydantoin  is  an  anticonvulsant  drug  used 
to  treat  epilepsy.  It  has  subsequently  been  found  to 
be  a useful  agent  in  treating  certain  cardiac  arrhyth- 
mias. It  may  well  be  the  drug  of  choice  for  treating 
toxic  arrhythmias  caused  by  digitalis  overdosage. 

These  examples  do  not  reflect  adversely  upon  the 
Food  and  Drug  Administration.  They  simply  demon- 
strate that  the  FDA  regulatory  process  cannot  be 
expected  to  represent  the  sum  total  of  scientific 
thought.  The  FDA  was  never  expected  to  perform 
such  a function,  and  no  public  or  private  agency,  no 
matter  how  prestigious,  can  be  expected  to  become 
the  sole  repository  of  truth. 

Individual  responsibility  must  continue  to  be  the 
foundation  upon  which  the  physician-patient  re- 
lationship rests. 

It  is  the  Committee’s  hope  that  these  hearings  will 
encourage  continued  support  of  and  advancement 
of  biomedical  research.  If  we  are  to  continue  to  in- 
crease our  knowledge  and  continue  to  improve  med- 
ical care  for  the  benefit  of  society,  medical  research 
using  human  subjects  is  essential.  Statement  of  the 
American  Medical  Association,  March  8, 1973. 


Before  the  Subcommittee  on  Health  Committee  on  Labor  and 
Public  Welfare  United  States  Senate.  By  William  R.  Barclay, 
M.D.,  Assistant  Executive  Vice  President  of  the  AM  A. 
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Connecticut  Physicians’  Art  Association  Awards 


The  Connecticut  Physicians’  Art  Association  ex- 
hibit was  held  April  24,  25  and  26  at  the  181st  annual 
meeting  of  the  Connecticut  State  Medical  Society 
at  the  Hartford  Hilton  Hotel. 

The  “Best  in  Show”  award  was  given  to  Barbara 
Ruderman,  wife  of  Dr.  Mark  Ruderman  of  West 
Hartford,  for  her  silk  screen  print,  “The  Beehive,” 
and  the  John  M.  Freiheit  award,  given  by  the  New 
Haven  County  Medical  Association,  went  to  Dr.  Jo- 
seph L.  Horowitz  of  Trumbull  for  his  lead  repousse', 
“Ellen.” 

In  the  professional  class  in  oil,  Dr.  William  Schnei- 
der of  Rockville  won  first  for  “Night  Life”  with 
Kathleen  von  Graevenitz,  wife  of  Dr.  Alexander  von 
Graevenitz  of  New  Haven,  for  “Harbour  Scene.” 
Professional  water  color  winners  are  Sheila  Antell, 
Southport,  wife  of  Dr.  M.J.  Anted,  first  for  “Hospi- 
tal Corridor;”  second,  Helene  Glass,  Bristol,  wife  of 
Dr.  H.  Glass,  “Design  with  Pear;”  and  honorable 
mention  to  Ruby  Gilman,  Storrs,  wife  of  Dr.  Ralph 
Gilman  for  “John  Smith’s  Bay.”  Helene  Glass  also 
received  the  first  award  in  mixed  media  for  “Old 
Dubrovnik,”  and  Sheila  Anted  second  award  for 
“The  Garden.” 

In  the  Intermediate  group,  Eleanor  Anderson, 
West  Hartford,  wife  of  Dr.  Albim  Anderson,  received 
a first  award  for  her  acrylic  “Pears  and  Lightbulbs;” 
Margaret  Hayes,  Hamden,  wife  of  Dr.  Mark  Hayes, 
second  for  her  oil  painting,  “Empyrean.” 

Cecilia  Tummillo,  daughter  of  Dr.  Mary  A.  Tum- 
millo,  Windsor,  won  a first  award  for  her  water 
color,  “Spanish  Castle,”  with  second  to  Barbara 
Olson,  wife  of  Dr.  Lowed  E.  Olson,  North  Haven, 
for  “Three  Graces,”  and  honorable  mention  to  Liesel 
Braun,  wife  of  Dr.  Rudolf  Braun,  Bridgeport,  for 
“Spanish  Window.” 

In  the  beginners’  class,  Debra  Audet,  Middlebury, 
daughter  of  Dr.  Charles  Audet,  Jr.,  was  awarded 
first  for  her  oil  painting;  Dr.  L.  Bernstein,  Hartford, 
second  for  his  acrylic,  “Seascape,”  and  Cory  Mark 
Silberstein,  son  of  Dr.  Aden  Silberstein,  Portland, 
a first  in  water  color  for  “Happy  Stripe.” 

In  the  children’s  class,  Susan  Harvey,  daughter 
of  Dr.  Sanford  Harvey,  Middletown,  received  first 
for  “Girl  on  a Rock;”  Susan  Harvey,  second,  for  her 
oil  painting,  “Portrait  of  a Girl,”  and  Laura  Ander- 
son, daughter  of  A.S.  Anderson,  M.D.,  West  Hart- 
ford, honorable  mention  for  her  acrylic,  “Smokey.” 


Children’s  water  color,  Bonnie  Rentsch,  daugh- 
ter of  Dr.  Juanita  Rentsch,  Glastonbury,  first,  “War 
Against  the  Flight  of  Evil;”  Monique  Audet,  daugh- 
ter of  Dr.  Charles  Audet  of  Middlebury,  second  for 
“Happy  Clown;”  children’s  mixed  media,  first,  Ja- 
son Stoane,  son  of  Dr.  Leonard  Stoane,  Middletown, 
for  the  Batik,  “Leaf;”  second,  Ciara  Concannon, 
daughter  of  Dr.  Patrick  Concannon,  Middletown, 
for  “Patchwork,”  collage;  and  honorable  mention 
to  Deedee  Radowiecki,  Hamden,  daughter  of  Dr. 
M.W.  Radowiecki,  for  “The  Parakeet  Tree,”  and 
first  to  Gigi  Audet  for  her  pencil  drawing. 

Hanna  Hyland,  wife  of  Dr.  F.J.  Hyland  of  Ham- 
den, won  first  award  in  Professional  Sculpture  in 
“Kneeling  Girl,”  and  in  Intermediate  Sculpture,  Dr. 
Joseph  Horowitz  received  a first  for  his  mahogany, 
“Gravida  I;”  Libby  Pinkes,  wife  of  Dr.  Sam  Pinkes, 
West  Hartford,  second  for  her  soapstone,  “Mr. 
Frog,”  with  honorable  mention  to  Ann  Horton,  Man- 
chester, wife  of  Dr.  Frank  Horton,  untitled  plaster 
cast. 

In  Beginners’  sculpture,  the  first  award  was  given 
to  Irene  Silberstein,  wife  of  Dr.  Allen  Silberstein, 
Portland,  for  her  metal  sculpture,  “Free  Form,”  and 
second  to  Bonnie  Rentsch,  Glastonbury,  daughter 
of  Dr.  S.B.  Rentsch,  Jr.,  for  “Friends.” 

Mrs.  Gustave  Sirot  of  New  Haven,  wife  of  Dr. 
Gustave  Sirot,  received  first  award  in  the  Inter- 
mediate class  for  her  woodcut,  “Corn  City.”  Bar- 
bara Calogero,  wife  of  Dr.  John  Calogero  of  West 
Hartford,  second  for  “Flowers  of  the  Faithful,”  also 
a woodcut  print;  and  Claire  Audet,  Middlebury, 
wife  of  Dr.  Charles  Audet,  Jr.,  first  for  her  silk- 
screen  print  in  the  Beginners’  group. 

In  photography,  Dr.  Kurt  Oster,  Fairfield,  re- 
ceived first  award  for  “Lookers,”  and  Dr.  Leonard 
Stoane,  Portland,  second  for  “Bridge,”  with  Harold 
Gordon,  son  of  Dr.  Yale  Gordon,  West  Hartford, 
first  in  the  Beginners’  class  for  “Hair-cutting  Rit- 
ual,” and  Dr.  Manny  Myerson,  Hartford,  second 
for  “Impoverished.” 

The  co-chairmen  of  the  exhibition  were  Dr.  Eu- 
gene Rightmyer,  President  of  the  Connecticut  Phy- 
sicians’ Art  Association,  and  Mrs.  Orvan  W.  Hess, 
Vice  President,  assisted  by  Mrs.  Albim  Anderson 
and  Mrs.  Lowell  Olson,  co-chairmen  for  the  Women’s 
Auxiliary  to  the  Connecticut  State  Medical  Society. 
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GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $250.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 


SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

ARTHUR  W*  EADE,  Insurance 

ALLENBY  H.  AYR 

160  St.  Roman  Street,  New  Haven,  Connecticut  06511 
TELEPHONE  787-5947 

Commercial  Insurance  Company 
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Id  be  an  obligation  of  medical 
iice... 

"Medical  societies  ought  to  con- 
continuing  campaigns  to  point 
ie  substantial  savings  that  could 
alized  thru  deductible  insurance 
jrotection  for  catastrophic  ill- 
At  the  very  least,  they  should,  in 
atients’  interest,  question  the 
;s  of  any  insurance  organization 
•aises  health  care  costs  by  forc- 
olicyholders  to  buy  insurance 
may  not  need  or  want  and  prob- 
won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
)the  economic  consequences  of 
decisions.  Too  many,  for  ex- 
e,  habitually  hospitalize  patients 
ie  convenience  of  the  MD.  It’s 
anse  to  deny  such  habits  exist . . . 
"Doctors,  thru  their  medical  so- 
is,  have  unhesitatingly  appealed 
?ir  patients  for  support  in  the 
against  government  interference 
:he  private  practice  of  medicine, 
he  public  in  the  past  has  re- 
ded. It’s  time  the  American  Med- 
issociation  and  state  and  local 
cal  societies  paid  off  the  debt  by 
live  action  to  hold  down  the  cost 
adical  care.” 

of  Drugs 

Insurance  rates  and  hospital 
ie s are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection’’  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


drugs  that  he  selects  to  treat  the 
rity  of  conditions  encountered  in 
'actice.  Moreover,  the  physi- 
5 choice  of  a specific  brand  is 
j on  his  knowledge  of  the  pa- 
s medical  history  and  current 
ition,  and  his  experiences  with 
articular  manufacturer’s 
jet. 

Some  substitution  proponents 
argued  that  the  dispensing  of  a 
:ription  is  a simple  two-party 
action  between  the  pharmacist 
he  patient,  and  that  a substitut- 
harmacist  may  avoid  even  a 
lical  breach  of  contract  by  simply 
/ing  the  patient  that  he  is  making 
ubstitution.  I would  judge  that 
ourts  would  be  sympathetic 
'd  a pharmacist  who  substituted 
>ut  physician  approval  and  who 
rtook  a legal  defense  that  seeks 
ske  the  patient  responsible  for 
harmacist’s  actions, 
ced  Prescription  Prices? 
Substitution  advocates  are 
esting  to  the  consumer,  and  par- 
ariy  the  consumer  activist,  that 
ced  prescription  prices  could 
w legalization  of  substitution, 
ave  seen  absolutely  no  evidence 
stify  this  claim.  To  the  contrary, 
rience  in  Alberta,  Canada,  where 
titution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  "slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  Forthem,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES  — ANNUAL  MEETING 

Hartford,  Connecticut  — April  24,  1973 


Reports  and  Addresses 

The  House  received  reports,  addresses  and/or 
remarks  from  the  President,  the  Secretary,  the  Trea- 
surer, the  Council,  Committees  of  the  Society,  the 
President  of  the  Woman’s  Auxiliary  to  CSMS, 
COMPAC  and  several  delegates  from  other  state 
medical  societies.  At  luncheon,  the  members  and 
guests  of  the  House  were  addressed  by  Dr.  Robert 
B.  Hunter,  State  of  Washington,  Trustee  of  the 
American  Medical  Association  ana  chairman  of  the 
AMA  Advisory  Committee  on  PSRO.  At  the  Annual 
Dinner  of  the  Society  on  Wednesday,  April  25,  the 
incoming  President,  Sidney  L.  Cramer,  Hartford, 
made  his  inaugural  address.  The  address  of  David  A. 
Grendon,  Sharon,  retiring  President,  is  published 
at  the  conclusion  of  this  summary.  Dr.  Cramer’s 
address  appears  in  this  issue  of  the  Journal  as  the 
“President’s  Page.” 

Election  of  Officers  and  Others 

With  minor  amendment,  the  House  voted  to  ap- 
prove the  published  report  of  the  Nominating  Com- 
mittee (the  Council).  The  CSMS  officers  elected 
were: 

President:  Sidney  L.  Cramer,  Hartford 
President-Elect:  James  H.  Root,  Jr.,  Waterbury 
Vice  President:  Guy  W.  VanSyckle,  Danbury 
Secretary:  Louis  C.  Backhus,  Waterbury 
Treasurer:  Hilliard  Spitz,  New  London 
Speaker  of  the  House:  Kenneth  F.  Brandon,  Hart- 
ford 

Vice  Speaker:  Timothy  F.  Nolan,  Greenwich 
Delegate  and  Alternate  Delegate  to  AMA: 
(1/1/74-12/31/75): 

Norman  H.  Gardner,  East  Hampton  (D) 
Orvan  W.  Hess,  New  Haven  (A) 
Councilor-at-Large:  David  A.  Grendon,  Sharon 

Presentations  and  Awards 

Presentation  to  Retiring  President:  In  recognition  of 
his  high  standard  of  performance  as  President  of 
the  Society  during  1972-73,  David  A.  Grendon, 
Sharon,  received  an  engraved  silver  bowl  and  a 
past  president’s  pin.  These  presentations  were  made 
by  Kenneth  F.  Brandon,  Hartford,  Speaker  of  the 
House. 

Presentation  to  the  Incoming  President:  At  the  So- 
ciety’s Annual  Dinner  on  Wednesday,  April  25,  an 
engraved  gavel,  symbolic  of  the  office  of  President, 


was  presented  to  Sidney  L.  Cramer,  Hartford,  by 
David  A.  Grendon,  Sharon.  Dr.  Grendon,  retiring 
President,  also  administered  the  inaugural  oath  to 
the  incoming  President. 

AMA-ERF  Grants:  Provided  by  the  American  Medi- 
cal Association’s  Education  and  Research  Founda- 
tion, unrestricted  grants  were  awarded  as  follows: 
To  the  Yale  University  School  of  Medicine  — $5,1 18. 
Accepted  for  YUSM  by  Arthur  Ebbert,  Jr.,  New 
Haven,  Associate  Dean. 

To  the  University  of  Connecticut  School  of  Medi- 
cine $5,157.  Accepted  for  UCMS  by  Robert  U. 
Massey,  Hartford,  Dean. 

Principal  Actions  Taken 

Continuing  the  procedure  established  several  years 
ago,  items  of  business  calling  for  action  to  be  taken 
by  the  House  of  Delegates  were  heard  by  Reference 
Committees.  All  items  of  business  not  calling  for 
specific  action  by  the  House  were  accepted  directly 
for  filing  (as  information).  The  reports  of  the  five 
Reference  Committees  were  received  and  acted  on 
as  follows: 

Reports  of  Reference  Committee  No.  1 

(a)  Amendments  to  the  Bylaws  re  Divisions  and 
Committees:  It  was  voted  to  accept  a report  of 
the  Reference  Committee  recommending  that 
a series  of  amendments  to  the  Bylaws,  tabled 
from  the  meeting  of  12/6/72,  be  adopted.  The 
purposes  of  the  amendments  were:  (1)  To  update 
the  Bylaws  prior  to  republishing;  (2)  to  “remove 
most  of  the  detailed  provisions  concerning  divi- 
sions and  committees  . . . and,  thereby,  reduce 
the  number  and  frequency  of  amendments  made 
(in  the  past)  and  thus  tend  to  stabilize  the  By- 
laws in  the  years  ahead;  and  (3)  to  keep  step 
with  the  national  trend  to  limit  Bylaws  to  the 
essentials  of  basic  organizational  and  adminis- 
trative structures  and  avoid  the  inclusion  of 
excessive  detail  with  respect  to  matters  on  which 
frequent  changes  may  be  anticipated. 

The  two  sections  of  the  Bylaws  primarily  in- 
volved are:  Article  X — Committees  of  the  Coun- 
cil; Article  XI  Divisional  Boards  and  Com- 
mittees of  the  House  of  Delegates. 

(b)  Reports  of  Committee  on  Statewide  Medical 
Planning:  It  was  voted  to  accept  the  recom- 
mendation of  the  Reference  Committee  that 
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the  annual  report,  and  two  supplementary  re- 
ports of  the  Committee  on  Statewide  Medical 
Planning  be  accepted  for  filing  (information). 
The  reports  dealt  with  (1)  the  progress  that  has 
been  made  toward  implementation  of  the  So- 
ciety’s Ambulatory  Care  Study  and  the  uncer- 
tainty that  exists  about  grant  funding  of  the 
second  year  (10/5/73  - 10/5/74)  of  the  Study, 
and  (2),  the  progress  that  has  been  made  in 
evaluating  the  merits  of  forming  a “department 
of  government  relations”  within  the  Society’s 
administrative  structure,  as  called  for  by  the 
subject  FCMA  resolution  (HOD,  12/6/72).  Pur- 
suant to  (1),  it  was  further  voted  to  approve  the 
Reference  Committee’s  recommendation  that 
the  House  express  confidence  in  the  CACS 
staff  appointments  approved  by  the  Committee 
on  Statewide  Medical  Planning.  During  the 
Reference  Committee  hearing  on  the  progress 
of  CACS,  several  questions  were  raised  con- 
cerning such  appointments. 

Reports  of  Reference  Committee  No.  2 

(a)  Bestowal  of  “Honorary  Degree  in  Medicine”: 
It  was  voted  to  accept  a report  of  the  Reference 
Committee  which  recommended  approval  of  a 
Council-introduced  proposal  for  the  Society  to 
bestow  an  honorary  degree  in  medicine  on  Ira 
Vaughan  Hiscock,  M.P.H.,  D.Sc.,  New  Haven, 
an  Associate  Member  of  the  Society.  The  be- 
stowal of  this  honorary  degree  “on  any  person, 
not  a physician,  distinguished  in  the  science  of 
medicine  or  for  contribution  to  human  welfare” 
is  provided  for  in  Article  VII,  Section  1,  Para.  5 
of  the  Bylaws. 

(o)  Progress  Report  on  CRMP  Report  (HOD, 
1216172):  It  was  voted  to  accept  a report  of  the 
Reference  Committee  which  recommended  that 
a two-part  report  of  the  Council  on  this  subject 
be  accepted  for  filing  (information).  The  CRMP 
Report  accepted  by  the  House  on  12/6/72  di- 
rected the  Council  to  (1)  make  a line-by-line 
examination  of  the  CRMP  budget  request  for 
1973-74;  (2)  make  a listing,  on  a priority  basis, 
of  the  needs  for  improving  the  delivery  of  health 
care  in  Connecticut  as  viewed  by  the  Council; 
(3)  make  a prompt  and  thorough  review  of 
CSMS-CRMP  relationships;  and  (4),  submit  a 
comprehensive  report  on  the  foregoing  to  the 
House  of  Delegates  at  this  meeting.  In  brief,  the 
Council  reported  that  since  CRMP  seems  likely 
to  be  phased  out  of  existence  (no  funds)  in  the 
near  future,  no  action  was  taken  to  implement 
directives  (1)  and  (3)  above;  that  the  Council  had 
listed  the  needs  for  more  primary  physicians, 
reducing  the  costs  of  health  services,  improved 


cancer  care  and  other  disease  categories,  and 
health  education  in  schools  as  having  higher 
priorities  than  CRMP’s  major  effort  to  imple- 
ment the  concept  of  full-time  clinical  chiefs  of 
service  in  community  hospitals.  In  addition,  the 
Council  reported  that  it  had  authorized  an  Ad 
Hoc  Committee  to  proceed  with  the  develop- 
ment of  specific  plans  to  make  a study  of  the 
care  of  the  elderly  in  extended  care  facilities, 
and  to  further  investigate  the  possibility  of 
undertaking  programs  to  recruit  physicians  for 
rural  and  inner-city  areas  and  to  introduce 
health  education  as  a regular  part  of  school  cur- 
ricula at  the  primary  and  secondary  levels. 

Reports  of  Reference  Committee  No.  3 

(a)  Voting  Representation  of  Active  CSMS  Sec- 
tions in  the  House  of  Delegates  (HOD,  1216/72): 
At  its  12/6/72  meeting,  the  House  of  Delegates 
approved  the  “concept”  of  granting  voting  rep- 
resentation in  the  House  to  active  Sections  of  the 
Scientific  Assembly  and  directed  the  Council 
to  “prepare  and  present  to  the  next  meeting  . . . 
the  draft  of  an  amendment  to  the  Bylaws  which 
would  accomplish  that  purpose.”  In  brief,  the 
Council  reported  that  granting  voting  member- 
ship in  the  House  for  Sections  was  not  possible 
under  the  provisions  of  the  Charter,  and,  hence, 
it  (the  Council)  proposed  that  representatives 
of  all  active  Sections  be  granted  ex-officio  mem- 
bership in  the  House  without  the  privilege  of 
voting  and  that  a series  of  implementing  amend- 
ments to  the  Bylaws  be  adopted.  It  was  voted 
to  accept  the  recommendation  of  the  Reference 
Committee  that  the  Council’s  subject  report  be 
accepted  for  filing  (information);  that  the  Coun- 
cil’s proposal  to  grant  ex-officio,  non-voting 
membership  in  the  House  to  Section  representa- 
tives not  be  approved;  and  that  several  amend- 
ments to  the  Bylaws  designed  to  “tighten  up” 
the  operation  of  Sections  be  adopted.  In  a sep- 
arate action,  it  was  voted  to  reconsider  and  then 
rescind  the  House’s  12/6/72  approval  of  the  con- 
cept of  voting  representation  of  CSMS  Sections 
in  the  House  of  Delegates. 

(b)  Progress  Report  on  Resolution  re  PSRO  Devel- 
opment (HOD,  12/6/72):  It  was  voted  to  accept 
a recommendation  of  the  Reference  Committee 
that  a subject  published  report  and  supplemen- 
tary report  of  the  Council  on  the  progress  made 
toward  the  implementation  of  this  resolution  be 
accepted  for  filing  (information).  In  brief,  the 
Council  reported  that  the  Committee  on  PROs, 
Foundations  and  HMOs  has  been  taking  a series 
of  active  steps,  in  cooperation  with  representa- 
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tives  of  other  health  service  providers  and  health 
insurers,  to  develop  a PSRO  plan  which  will  be 
suitable  for  Connecticut. 

Reports  of  Reference  Committee  No.  4 

(a)  Authorization  Form  re  Patient's  “Right  to  Die 
in  Dignity”:  It  was  voted  to  accept  the  recom- 
mendation of  the  Reference  Committee  that 
the  subject  Form  and  the  three  accompanying 
recommendations  be  approved  as  follows: 

TO  MY  FAMILY,  MY  PHYSICIAN,  MY 
CLERGYMAN,  MY  LAWYER 

If  the  time  comes  when  1 can  no  longer  actively 
take  part  in  decisions  for  my  own  future,  I wish  this 
statement  to  stand  as  the  testament  of  my  wishes. 

If  there  is  no  reasonable  expectation  of  my  re- 
covery from  physical  or  mental  and  spiritual  disa- 
bility, I,  

request  that  I be  allowed  to  die  and  not  be  kept 
alive  by  artificial  means  or  heroic  measures.  I ask 
also  that  drugs  be  mercifully  administered  to  me 
for  terminal  suffering  even  if  in  relieving  pain  they 
may  hasten  the  moment  of  death.  I value  life  and 
the  dignity  of  life,  so  that  I am  not  asking  that  my 
life  be  directly  taken,  but  that  my  dying  not  be  un- 
reasonably prolonged,  nor  the  dignity  of  life  de- 
stroyed. 

1 his  request  is  made,  after  careful  reflection, 
while  I am  in  good  health  and  spirits.  Although  this 
document  is  not  legally  binding,  you  who  care  for 
me  will,  I hope,  feel  morally  bound  to  take  it  into 
account.  I recognize  that  it  places  a heavy  burden 
of  responsibility  upon  you,  and  it  is  with  the  inten- 
tion of  sharing  this  responsibility  that  this  state- 
ment is  made. 

Signed  

Date 

Witnessed  by: 

(1)  I hat  the  profession  and  the  public  be  informed 
of  the  action  taken  by  the  House  of  Delegates. 

(2)  I hat  the  House  advocate  that  patients  be  given 
the  opportunity  to  sign  the  form  but  that  they 
not  be  urged  to  do  so. 

(3)  That  a resolution,  accompanied  by  the  Form  ap- 
proved by  the  CSMS  House,  be  transmitted  to 
the  AMA  House  of  Delegates  at  its  forthcoming 
meeting  in  New  York  City  such  resolution  to 
call  for  similar  approval  of  the  Form  by  the  AMA 
House  of  Delegates. 


(b)  Resolution  re  Health  Education  in  Schools:  It 
was  voted  to  accept  the  report  of  the  Reference 
Committee  which  recommended  adoption  of  a 
subject  resolution  as  follows: 

RESOLVED:  Fhat  the  House  of  Delegates  of 

the  Connecticut  State  Medical  Society  go  on 
record  as  endorsing  the  concept  of  education 
for  health  in  the  schools  of  Connecticut  as 
indeed  worthy  of  being  actively  supported  by 
the  Society;  and  be  it  further. 

RESOLVED:  That  the  House  of  Delegates  di- 
rect the  Committee  on  State  Legislation  to 
take  all  actions  possible  to  implement  this 
concept  in  its  contacts  with  members  of  the 
Connecticut  General  Assembly  until  a law 
providing  for  mandatory  education  for  health, 
from  kindergarten  through  senior  year  in  high 
school,  is  enacted. 

(c)  Resolution  re  Hospital  Participation  Fee  for 
Red  Cross  Blood  Program:  It  was  voted  to  ac- 
cept the  report  of  the  Reference  Committee 
which  recommended  that  a subject  supplemen- 
tary report  of  the  Committee  on  Organ  and  Tis- 
sue Transfers  be  accepted  for  filing  and  that  a 
subject  resolution  be  adopted  as  follows: 
RESOLVED:  That  the  House  of  Delegates  of  the 

Connecticut  State  Medical  Society,  recogniz- 
ing the  true  needs  of  the  Connecticut  Regional 
Red  Cross  Blood  Program,  support  the  neces- 
sity of  increasing  the  Hospital  Participation 
Fee  (H.P.F.). 


Reports  of  Reference  Committee  No.  5 

(a)  Progress  Report,  Hartford  County  Health  Care 
Plan:  It  was  voted  to  accept  the  report  of  the 
Reference  Committee  which  recommended  that 
the  subject  report,  prepared  and  submitted  by 
HCHCP,  be  accepted  for  filing  (information), 
with  the  thanks  of  the  House. 

(b)  Resolution  re  Residency  Training  Program  in 
Allergy  and  Immunology:  It  was  voted  to  accept 
a report  of  the  Reference  Committee  which  rec- 
ommended that  action  on  this  resolution  be 
tabled  for  the  reason  that  sufficient  information 
was  not  made  available  to  the  Reference  Com- 
mittee or  the  House  on  which  to  base  a reasoned 
action. 
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ADDRESS  OF  THE  PRESIDENT 

David  A.  Grendon,  M.D.,  Sharon 

As  one  of  my  final  duties  at  the  termination  of  my 
year  as  President,  it  is  incumbent  on  me  to  submit 
this,  my  annual  report  to  the  House  of  Delegates.  I 
should  like  to  take  this  opportunity  to  thank  the 
House  for  having  selected  me  to  serve  during  this 
past  year,  and  those  colleagues  with  whom  I have 
served  for  having  made  a difficult  job  possible.  With- 
out their  help,  and  the  loyal  dedicated  work  of  the 
staff,  it  would  have  been  a hopeless  task.  As  it  was, 
it  afforded  the  opportunity  to  have  an  overview  of 
how  this  Society  functions. 

1 have  enjoyed  my  year,  but  a single  year  is  hardly 
long  enough,  nor  the  office  powerful  enough  to  per- 
mit any  individual  to  have  a great  impact  on  the  body 
politic,  which  is  probably  as  it  should  be.  The  de- 
mands of  the  office  are  such  as  to  make  it  difficult 
to  combine  it  satisfactorily  with  an  active  practice, 
but  I should  hate  to  see  the  day  when  anyone  but  an 
active  practitioner  would  fill  the  office. 

It  is  not  the  purpose  of  this  report  to  record,  in 
detail,  all  of  the  activities  of  the  Society.  They  are 
dealt  with  in  the  report  of  the  Chairman  of  the  Coun- 
cil. We,  who  meet  regularly  in  the  Council,  and  you 
who  meet  at  least  twice  a year  in  the  House  of  Dele- 
gates are  informed  and  knowledgable  about  the  ac- 
tivities of  the  Society.  As  President,  it  has  been  my 
privilege  to  move  about  the  state  and  to  meet  many 
who  are  not  members  of  either  the  Council  or  the 
House,  and  to  assess  the  attitudes  and  concerns  of 
those  members. 

I have  become  increasingly  depressed  by  the  lack 
of  interest  and  information  regarding  organized 
medicine  displayed  by  many  if  not  most  of  my  col- 
leagues. It  would  be  easy  to  place  the  blame  for  this 
on  our  internal  public  relations  activities,  but  we 
cannot  exculpate  the  apathetic  physician  who  is  “too 
busy”  taking  care  of  his  patients  to  concern  himself 
with  the  tremendous  forces  and  threatening  changes 
which  are  about  to  engulf  all  of  us.  The  message  goes 
out  but  somehow  fails  to  get  through. 

There  are  several  matters  to  which  I should  like 
to  direct  your  attention.  First,  to  stress  the  necessity 
for  physicians  to  be  politically  active.  It  would  be 
ideal  if  such  activity  could  lead  to  elective  office, 
but  this  is  difficult  for  busy  practitioners.  Failing 
this,  intimate  identification  with  the  political  pro- 
cess and  system  is  essential.  COMP  AC  is  a useful 
political  arm  of  your  Society  and  deserves  your  fi- 
nancial support. 

More  active  support  of  the  legislative  activities 
of  the  Society  is  imperative.  Contacts  with  individual 
legislators  should  be  nurtured.  Testifying  at  hear- 
ings on  bills  relating  to  medical  matters  is  a must; 
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an  obligation  which  none  of  us  should  shirk.  A good 
lobbyist  is  a big  help,  but  cannot  substitute  for  the 
appearance,  in  person,  of  interested,  informed  phy- 
sicians. Your  Legislative  Committee  works  hard  but 
cannot  wage  a battle  with  no  help  from  physicians 
as  a whole. 

The  matter  of  continuing  education,  with  its 
attendant  problems  and  threats  of  relicensure  and 
recertification,  is  still  with  us  and  still  unsolved. 
Deliberate  haste  is  called  for,  before  the  axe  falls 
and  shouts  of  dismay  go  up  all  around  us  from  physi- 
cians who  will  want  to  know  why  they  were  not 
warned,  and  why  we  had  done  nothing  about  it.  It 
is  high  time  that  we  moved  in  the  direction  of  com- 
pulsory continuing  education  before  compulsion  is 
imposed  on  us.  The  word  is  as  repulsive  to  me  as 
it  is  to  most  of  you,  but,  when  self-imposed,  it  at  least 
assumes  the  stature  of  a virtue  rather  than  a govern- 
mental injunction.  And  it  is,  after  all,  the  hallmark 
of  a profession  as  well  as  being  socially  desirable. 

The  malpractice  crisis,  while  it  is  still  with  us,  is, 
I believe,  being  handled  by  the  CSMS-Aetna  pro- 
gram, probably  the  best  in  the  country,  and  which 
has  been  set  up  in  about  six  states  where  it  has  been 
publicized  as  the  Connecticut  Plan.  The  area  review 
panels  which  are  a part  of  the  plan  have  been  func- 
tioning satisfactorily.  The  experience  of  Aetna  has 
been  so  good  that  I believe  a refund  of  premiums  is 
being  considered. 

The  matter  of  HR-1,  the  Bennett  Amendment  and 
the  PSRO  must  be  mentioned.  We  have  all  been  told 
that  this  represents  medicine’s  last  stand.  Senator 
Bennett  has  said  the  law  provides  “an  exciting  op- 
portunity for  medicine  to  decide  its  own  destiny.” 
Dr.  DuVal  has  said  “If  doctors  fail  to  take  this  chal- 
lenge seriously,  if  they  fail  to  make  PSRO  work,  then 
I shudder  to  think  what  could  come  next.”  HR-1  is 
the  law  of  the  land.  As  one  who  has  been  actively 
engaged  in  peer  review  at  the  state  level,  and  who 
has  been  involved  in  the  effort  to  establish  a state 
PSRO,  I have  certainly  supported  these  efforts.  Per- 
haps this  is  a measure  of  the  insidiousness  of  brain- 
washing and  the  1984  mentality.  Dr.  Harry  Schwartz 
(Ph.D.)  has  called  the  PSRO  a “bureaucratic  mons- 
ter of  worst  magnitude”  which  would  splinter  the 
doctor-patient  relationship  by  injecting  an  imper- 
sonal organization  into  it  on  a co-equal  basis”,  and 
that  the  “basic  error  is  that  Congress  really  didn’t 
know  what  it  was  doing”  when  it  passed  the  PSRO 
law.  It  is,  nevertheless,  the  law,  and  will  be  en- 
forced, with  or  without  our  cooperation,  and  to  the 
extent  that  we  can  at  least  partially  control  our  own 
destiny,  we  must  cooperate,  the  alternative  being 
too  horrible  to  contemplate.  “Ave,  Caesar,  morituri 
te  salutamus.” 
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If  this  is  a depressing  note  on  which  to  end  an 
exciting  and  eventful  year,  I extend  to  you  my  sin- 
cere apologies.  As  an  old  musician,  it  is  not  the  first 
blue  note  I have  blown.  And  once  more,  my  heart- 


felt gratitude  for  the  honor  which  you  have  given 
me.  And  to  my  successor,  the  very  able  Dr.  Sidney 
L.  Cramer,  my  best  wishes  and  pledge  of  my  con- 
tinuing support. 


Fifty  Year  Members  Honored 

Physicians  honored  as  fifty  year  members  of  the  Connecticut  State  Medical  Society  are  shown  with  the  newly  installed  president 
and  the  immediate  past  president  at  the  Annual  Dinner  held  in  Hartford  on  April  25,  1973. 

Back  row  left  to  right:  President  Sidney  L.  Cramer,  Hartford;  Hyman  A.  Levin,  New  Haven;  Samuel  J.  Silverberg,  New  Haven; 
Leopold  A.  St.  John,  Hartford;  and  Immediate  Past  President  David  A.  Grendon,  Sharon. 

Front  row  left  to  right:  James  A.  Gettings,  New  Haven;  Michael  S.  Shea,  New  Haven;  Euen  Van  Kleeck,  West  Hartford;  and  Sterling 
P.  Taylor,  North  Haven. 

The  following  were  not  able  to  attend  the  Annual  Dinner,  but  will  be  presented  their  pins  and  certificates  at  a later  date:  Eugene 
Bestor,  Southbury;  William  E.  Hill,  Naugatuck;  Wilbur  J.  Moore,  Cheshire;  John  F.  O’Connell,  Hartford;  Herbert  C.  Oelschlegel, 
Torrington;  Frank  L.  Polito,  Torrington;  Bertrand  F.  Rankin,  Hartford;  Wilfred  J.  T.  Robinson,  St.  Thomas,  Virgin  Islands;  and 
Thomas  J.  Sullivan,  Boca  Raton,  Florida. 

Charles  H.  Audet,  Jr.,  M.D.,  of  Waterbury  accepted  the  certificate  and  pin  for  his  father,  Charles  H.  Audet,  Sr.,  of  Fort  Lauderdale, 

Florida. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


William  R.  Richards,  M.D. 
Executive  Director 
Josephine  P.  Lindquist 
Associate  Executive  Director 


Leonard  R.  Tomat 
Assistant  Executive  Director 
Scientific  Activities 


Summary  of  Actions 
Council  Meeting 

Wednesday,  May  9,  1973 

Organization 

Following  his  opening  remarks  and  the  intro- 
duction of  the  members  of  the  Council,  the  Presi- 
dent, Sidney  L.  Cramer,  declared  the  floor  open  for 
nominations  for  the  post  of  Chairman  of  the  Council, 
1973-74.  The  nominees  were:  Kenneth  F.  Brandon, 
Hartford,  and  David  A.  Grendon,  Sharon.  Following 
a closed  ballot,  the  President  announced  that  Dr. 
Grendon  had  been  elected  Chairman.  Nominated 
for  Vice  Chairman  of  the  Council,  1973-74,  was: 
Carl  W.  Johnson,  Thompsonville.  Since  there  were 
no  other  nominations,  the  President  declared  that 
Dr.  Johnson  had  been  elected  Vice  Chairman.  Dr. 
Grendon  then  took  the  chair  and  presided  over  the 
regular  business  meeting. 

Business  Meeting 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.A. 
Grendon,  and  the  Vice  Chairman,  Dr.  Carl  W.  John- 
son, were:  Drs.  Cramer,  Root,  Jr.,  VanSyckle,  Spitz, 
Backhus,  Brandon,  Nolan,  Granoff,  Fabro,  Hess, 
Bradley,  Nemoitin,  Ragland,  Jr.,  James,  Pelz,  Dam- 
beck,  Roch,  Hecklau,  Canzonetti,  Rubinow,  Harkins, 
Magram,  Freedman,  Milles,  Barrett  and  Hastings. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat, 
Mr.  Sweeney,  Dr.  West  (NHCMA),  Dr.  Fleeson 
(UConn),  Mr.  Sullivan  (AMA)  and  Dr.  Richards. 

Absent  were:  Drs.  Gardner,  Krinsky  and  Klare. 

II.  Routine  Business 
Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  April  5,  1973. 

Life  Membership 

It  was  VOTED  to  approve  an  application  for  Life 
Membership  received  from  the  following  eligible 
Active  Member: 

Harry  B.  Miller,  21  Woodland  Street,  Hartford  (H) 

1/1/73. 


Registrations,  Appointments,  etc. 

Committee  on  Maternal  Morbidity  and  Mortal- 
ity: It  was  VOTED  to  appoint  Murat  A.  Merdinolu, 
Norwalk,  to  membership  on  the  Committee. 

Date  of  Next  Meeting 

The  Chairman  announced  that  the  next  meeting 
of  the  Council  will  be  held  on  Thursday,  June  14, 
1973. 

III.  Old,  New  and  Special  Business 
Follow-up  Report  — HCMA  Communication,  4/5/73 

It  was  VOTED  to  accept  for  filing  a letter  from 
Allyn  B.  Dambeck,  TCMA  Councilor  advising  the 
Council  that  the  Tolland  Association  “does  have  a 
review  mechanism  available  to  third  party  payors”. 
Noting  that  Dr.  Dambeck’s  response  completed  the 
poll  of  the  component  Associations  as  to  whether 
they  have  a review  mechanism  in  being  and  avail- 
able to  third  party  payors,  The  Council  further 
VOTED  to  apprise  the  HCMA  Board  of  Directors 
of  the  final  results  of  the  poll;  i.e.,  Yes-8,  No-0. 

Representatives 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  Sal  Prins,  Middletown,  on  the  proceed- 
ings of  the  AMA  19th  Annual  Conference  of  State 
Mental  Health  Representatives,  Chicago,  April  6-8, 
1973.  Dr.  Prins  attended  as  a representative  of  the 
Society  and  is  a member  of  the  CSMS  Committee 
on  Mental  Health.  It  was  further  VOTED  to  ask  Dr. 
Prins  if  he  desires  to  make  any  recommendations 
based  on  the  Conference  proceedings,  and,  if  so,  to 
submit  same  to  the  Council. 

Report  — Committee  on  Mental  Health 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  the  Committee  on  the  subject  of  manage- 
ment of  the  “sick  doctor”  (mental  illness,  drug 
dependency,  alcoholism,  etc.)  and  to  adopt,  in  prin- 
ciple, a Committee-drafted  resolution  as  follows: 
RESOLVED:  That  the  Council  of  CSMS  place  the 

responsibility  for  developing  and 
implementing  procedures  to  deal 
with  the  “sick  doctor”  with  the  com- 
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ponent  County  Medical  Associa- 
tions; and  be  it  further 

RESOLVED:  That  the  Council  rule  that  the  Soci- 

ety shall  develop  an  instrument  for 
dealing  with  the  problem  of  the  “sick 
doctor”  when  the  physician  con- 
cerned is  not  a member  of  a com- 
ponent County  Medical  Association 
or  the  Society. 

However,  since  it  was  the  consensus  of  Council 
opinion  that  most  County  Medical  Associations 
would  not  be  in  a position  to  “develop  the  proce- 
dures” noted  in  the  first  resolve,  it  was  further 
VOTED  to  refer  the  report  back  to  the  Committee 
for  the  development  of  procedures  which  will  be 
suitable  for  the  County  Associations  to  use  in 
“implementation.”  A question  was  also  raised  as 
to  how  the  Society  could  intervene  in  the  case  of 
non-members  unless  such  intervention  is  requested 
voluntarily  by  the  physician  or  members  of  his 
family. 

Report  — 26th  National  Conference  on  Rural  Health 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  G.S.  Gudernatch,  Sharon,  on  the  pro- 
ceedings of  the  subject  Conference,  Dallas,  Texas, 
3/29-30/73.  Chairman  of  the  CSMS  Committee  on 
Rural  Health,  1973-74,  Dr.  Gudernatch  attended 
the  Conference  as  a representative  of  the  Society. 

Reports  — Committee  on  Third  Party  Payments 

The  Council  acted  on  three  reports  submitted  by 
the  Committee  as  follows: 

(a)  Minimum  Standards  for  Health  Insurance:  It 
was  VOTED  to  accept  the  report  for  filing  and 
further  VOTED  to  authorize  the  Committee  to 
proceed  with  the  development  of  minimum  ac- 
ceptable standards  for  health  insurance  cov- 
erage. 

(b)  Insurance  Coverage  of  /Iborf/om.Tt  was  VOTED 
to  accept  the  report  for  filing  and  to  table  fur- 
ther consideration  of  the  report  until  the  next 
meeting  of  the  Council.  It  is  anticipated  that 
the  General  Assembly  will  have  drafted  and 
possibly  acted  on  a new  abortion  statute  in  line 
with  the  recent  U.S.  Supreme  Court  opinion 
before  adjournment  in  early  June;  also,  that 
the  Committee  on  Maternal  Morbidity  and 
Mortality  will  submit  “guidelines”  on  abortion 
procedure  to  the  Council  for  approval. 

(c)  Meeting  with  the  State  Insurance  Commis- 
sioner: It  was  VOTED  to  accept  the  report  for 
filing.  In  brief,  the  report  covered  a meeting 
with  the  State  Insurance  Commissioner  and 
several  representatives  of  the  Society  on  Jan- 


uary 12,  1973,  at  which  improved  insurance 
coverage  of  obstetrical  inpatients,  obstetrical 
complications,  the  new-born  and  the  premature 
infant  was  discussed.  Bills  to  accomplish  these 
purposes  were  introduced  at  the  present  ses- 
sion of  the  General  Assembly  but  it  appears 
that  they  will  not  be  acted  on  favorably. 

Re-Endorsement  of  AMA  Medicredit  Bill 

At  the  request  of  the  AMA  for  Society  re-endorse- 
ment  of  the  Medicredit  Bill,  the  Council  VOTED  to 
adopt  a resolution  as  follows: 

RESOLVED:  That  the  Council  of  the  Connecticut 

State  Medical  Society  re-affirm  the 
1972  action  of  the  Society’s  House 
of  Delegates  to  endorse  the  Medi- 
credit Bill,  in  principle,  as  having  a 
sound  legislative  philosophy  with 
respect  to  providing  all  citizens,  re- 
gardless of  financial  status,  with 
adequate  insurance  protection 
against  the  costs  of  both  basic  health 
care  and  catastrophic  illness. 

Mr.  Raymond  Sullivan,  AMA  Field  Representa- 
tive, brought  this  matter  to  the  Council’s  attention 
and  agreed  to  transmit  this  action  of  the  Council  to 
the  proper  jurisdiction  in  AMA. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 

ings and  action  of  the  Council  on  May  9, 
1973.  Detailed  minutes  of  the  meeting  are  on 
file  at  160  St.  Ronan  Street,  New  Haven, 
for  perusal  by  an  interested  member  of  the 
Society. 

• • • • 


Pediatric  Emergency  Medical  Care 

Ralph  H.  Kunstadter,  M.D.,  Fellow 
American  Academy  of  Pediatrics 

Pediatric  emergency  medical  care,  as  emergency 
care  for  all  ages,  is  contingent  upon  three  basic  re- 
quirements: 

• The  best  possible  care  at  the  location  of  an 
accident  or  acute  illness; 

• Transportation  of  the  patient  to  an  appropriate 
hospital  in  a modern  structured  ambulance 
staffed  by  well-trained  attendants; 

• A community  hospital  emergency  facility  ca- 
pable of  giving  lifesaving  care  for  any  critically 
injured  or  ill  infant  or  child. 
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With  the  shortage  of  physicians,  it  might  be  prac- 
tical in  the  future  to  use  pediatric  nurse  practitioners 
or  physicians’  assistants  in  hospital-based  ambu- 
lances and  emergency  rooms  to  improve  emergency 
medical  care.  The  training  of  these  attendants  to 
achieve  good  skills  and  judgment  is  best  done 
through  active  instruction  and  under  the  supervision 
of  nurses  and  physicians  rather  than  by  classroom 
lectures.  Such  training  should  include  one  week’s 
participation  with  nurses  and  inhalation  therapists 
in  the  hospital  intensive  care  unit.  Besides  general 
respiratory  and  inhalation  instruction,  special  atten- 
tion should  be  given  to  pediatric  intensive  care, 
observation  of  obstetric  deliveries  and  resuscitation 
of  the  newborn. 

The  attendants’  skills  are  only  as  good  as  the 
equipment  they  have  to  work  with,  however.  In  addi- 
tion to  a two-way  radio  communications  system 
necessary  to  all  well-equipped  ambulances,  those 
providing  pediatric  care  must  have  adequate  space 
and  electric  power  to  operate  a modern  transport 
incubator  for  the  high  risk  infant.  The  incubator 
must  be  constructed  to  allow  for  isolation,  oxygen 
equipment,  humidity  and  control  of  body  tempera- 
ture and  designed  so  the  baby’s  head  is  accessible 
for  resuscitation.  Ventilation  and  tracheal  intubation 
equipment  must  also  be  on  hand.  (Requirements  for 
pediatric  ambulance  equipment  are  outlined  in  the 
Manual  on  Disaster  and  Emergency  Medical  Ser- 
vices of  the  American  Academy  of  Pediatrics.) 

Mobile  intensive  care  nurseries,  such  as  the  one 
operated  by  the  Children’s  Hospital  in  San  Fran- 
cisco, may  be  practical  in  large  urban  areas.  This 
unit  is  staffed  by  two  pediatricians  and  an  intensive 
care  nurse.  Although  expensive,  this  may  be  one 
solution  for  lifesaving  transportation  and  care  of 
the  high  risk  infant  enroute  to  an  appropriate  pedi- 
atric hospital  facility. 

Even  with  improvement  of  ground  ambulances 


and  hospital  emergency  facilities,  well-trained  at- 
tendants and  two-way  communications  systems,  in 
case  of  disaster,  time  may  be  of  the  essence  in  sur- 
vival. In  such  cases,  air  transportation  either  by 
helicopter  or  airplane  may  be  vitally  important. 

Helicopters  for  emergency  transportation  of  the 
high  risk  infant  and  child  are  already  in  use  in  sev- 
eral areas  in  the  United  States.  At  Scott  Air  Force 
Base  in  Bellville,  Illinois,  aircraft  specifically  built 
for  air  evacuation,  equipped  with  an  intensive  care 
nursery  and  staffed  by  a highly  trained  nurse  and 
pediatrician,  have  been  in  use  for  two  years. 

Pediatric  emergency  facilities  obviously  will  de- 
pend on  the  general  capabilities  of  the  hospital  to 
treat  emergency  patients.  Guidelines  for  categoriza- 
tion of  hospital  emergency  facilities  have  been  rec- 
ommended at  a conference  sponsored  by  the  Ameri- 
can Medical  Association  and  published  recently. 
The  organization,  structure  and  equipment  of  pedi- 
atric emergency  medical  facilities  has  been  rec- 
ommended by  the  Committee  on  Disaster  and  Emer- 
gency Medical  Services  of  the  American  Academy 
of  Pediatrics. 
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A Critical  Review  of  the  Purposes 
of  THE 

Connecticut  State  Medical  Society 


Nearly  one  hundred  and  eighty-one  years  have 
passed  since  the  Connecticut  State  Medical  Society 
was  granted  a Charter  by  the  Connecticut  legislature 
and  first  adopted  its  Bylaws  on  October  9,  1792. 
During  that  considerable  period  of  time,  many  major 
changes  have  occurred  in  both  the  scientific  and 
socio-economic  aspects  of  medical  practice.  It  is 
understandable,  therefore,  that  the  Society’s  struc- 
tural and  administrative  guidelines  the  Bylaws 
have  been  amended  extensively  over  the  years  in  a 
continuing  effort  to  maintain  the  organization’s  rele- 
vance and  usefulness  to  the  medical  profession  and 
to  the  public. 

A most  important  section  of  the  Bylaws  that  has 
escaped  amendment  thus  far,  and,  hence,  still  stands 
as  written  originally  by  the  founders,  is  the  one  that 
lists  and  describes  the  Society’s  “Purposes”  (Article 
II,  Section  1).  Stated  briefly,  the  purposes  that  have 
been  deemed  worthy  and  appropriate  for  a profes- 
sional association  since  1792  are: 

...  to  federate  and  bring  into  one  organization 
the  medical  profession  in  the  State  of  Con- 
necticut. 

...  to  unite  with  similar  societies  in  other  states 
to  form  the  American  Medical  Association 
(founded  in  1847). 

...  to  extend  medical  knowledge  and  advance 
medical  science. 

...  to  elevate  the  standards  of  medical  edu- 
cation. 

...  to  promote  friendly  intercourse  among  phy- 
sicians. 

...  to  enlighten  and  direct  public  opinion  so  that 
the  profession  shall  become  increasingly 
useful  to  the  public  in  the  prevention  and 
care  of  disease  and  in  prolonging  and  adding 
comfort  to  life. 

There  is  a noticeable  trend  today  for  many  ser- 
vice organizations  perhaps  most  to  take  stock  of 
their  present  resources  and  activities  and  to  set  anew 
their  goals  and  priorities  for  the  future.  In  keeping 


with  this  trend,  the  Council  has  already  initiated 
an  evaluation  of  the  Society’s  current  operating 
structure  and  functions,  and  it  is,  therefore,  very 
much  in  order  at  this  time  for  a hard,  critical  look 
to  be  taken  at  the  Society’s  one  hundred  and  eighty- 
one  year  old  statements  of  purpose.  Accordingly, 
as  viewed  in  1973,  an  analysis  of  each  is  presented 
herewith: 

...  To  federate  and  bring  into  one  organization  the 
medical  profession  in  the  State  of  Connecticut. 

It  is  noted  that  the  founders  of  the  Society  used 
a generic  phrase,  “the  medical  profession”,  to  de- 
fine this  objective  as  one  the  achievement  of  which 
should  be  earnestly  sought.  No  mention  was  made 
of  the  generalist  vs.  the  specialist,  or  of  public  health 
doctors  vs.  patient  care  doctors,  or  of  solo  practi- 
tioners vs.  group  practitioners,  or  of  fee-for-service 
advocates  vs.  salaried  service  advocates.  Hence,  it 
seems  reasonable  to  conclude  that  the  founders  in- 
tended the  Society  to  be  managed  by  its  leadership 
as  an  “umbrella”  organization  under  which  all  seg- 
ments of  the  profession  could  participate  fully  in  the 
affairs  of  Medicine  as  equals,  to  the  ultimate  benefit 
of  all  members  and  of  the  public. 

It  is  certain  that  our  forebears  never  heard  the 
expression  “pluralistic  system  of  medical  care”,  as 
such,  but  it  can  be  deduced  from  their  founding 
statement  of  purpose  that  they  would  heartily  en- 
dorse the  fostering  of  that  concept  by  the  Society 
today.  The  pluralistic  system  concept,  fostered  im- 
partially, assures  that  the  phrase  “medical  profes- 
sion” will  be  as  all-inclusive  as  to  meaning  in  1973 
as  it  was  meant  to  be  in  1792. 

Currently,  then,  in  pursuing  achievement  of  the 
“one  organization”  goal,  the  Society  must  be  certain 
not  to  adopt  policies  which  would  favor  unduly  one 
modality  of  medical  practice  over  others.  Conversely, 
it  must  be  cautious  in  giving  support  to  programs 
or  legislative  proposals  which  would  place  one 
modality  of  medical  practice  at  a competitive  disad- 
vantage with  respect  to  others,  such  as  through  tax 
exemption,  tax  subsidy  or  similar  special  treatment. 
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. . . To  unite  with  similar  societies  in  other  states  to 
form  the  American  Medical  Association. 

This  purpose,  of  course,  was  achieved  more 
than  one  hundred  years  ago  and  has  been  adhered 
to  ever  since.  Although  individual  member  physi- 
cians and,  on  occasion,  state  medical  societies  have 
been  in  disagreement  with  certain  policies,  programs 
and  practices  of  the  American  Medical  Association, 
serious  consideration  has  never  been  given  to  dis- 
mantling Medicine’s  national  organization  so  that 
state  and  county  units  could  “go  it  alone”.  Being 
entirely  voluntary  in  most  respects,  AMA  member- 
ship has  had  its  ups  and  downs  over  the  years,  and, 
in  the  recent  past,  has  appeared  to  be  in  a decline. 
However,  an  organization  subscribed  to  by  upwards 
of  170,000  Doctors  of  Medicine,  and  which  is  recog- 
nized internationally  as  the  disseminator  of  more 
professional  and  public  information  on  health  and 
medical  care  than  any  other  single  agency  in  the 
world,  must  certainly  be  doing  something  “right” 
and,  hence,  must  certainly  be  worthy  of  continued, 
over-all  support  by  the  Connecticut  State  Medi- 
cal Society. 

. . . To  extend  medical  knowledge  and  advance  med- 
ical science. 

. . . To  elevate  the  standards  of  medical  education. 

In  the  early  years  of  the  Society’s  existence, 
opportunities  for  the  individual  practicing  physician 
to  increase  his  medical  knowledge  — let  alone  engage 
in  scientific  research  — were  extremely  limited.  For 
the  most  part,  his  continuing  learning  process  was 
carried  on  at  the  community  level,  and  in  the  main, 
through  the  medium  of  word-of-mouth  exchanges 
of  personal  experiences  with  local  colleagues.  In 
that  period,  then,  one  of  the  beneficial  results  of  the 
Society’s  formation  was  the  coordination  of  these 
multiple,  isolated,  person-to-person  informational 
exchanges  through  the  development  of  statewide 
educational  meetings  at  which  the  practitioner  could 
update  his  knowledge  of  what  was  new  in  diagnostic 
and  therapeutic  techniques  in  a pre-planned,  for- 
mal setting. 

Today,  it  is  recognized  that  the  Society  is  but 
one  of  myriad  general  and  special  professional  or- 
ganizations engaged  in  extending  medical  knowl- 
edge and  promoting  continuing  medical  education 
in  an  attempt  to  bring  to  the  attention  of  busy  prac- 
titioners of  whatever  type  the  latest  advances  in 
scientific  medicine.  It  is  contended  by  some  that 
there  are  currently  just  too  many  opportunities  for 
postgraduate  education  being  offered  to  physicians 


at  every  level  — local,  state  and  national;  that  it  has 
become  an  impossibility  for  the  individual  doctor 
to  take  advantage  of  more  than  a few  of  them  in  any 
given  period  of  time. 

Even  so,  it  remains  a proper  responsibility  of 
the  Society  to  play  a meaningful  role  in  carrying  out 
these  educational  purposes.  It  may  be  that  the  num- 
ber of  such  functions  presented  under  the  sole  aegis 
of  the  Society  will  have  to  be  reduced  to  a practical 
minimum,  and  that  the  subject  matter  of  such  func- 
tions should  be  broadened  to  include  education  in 
socio-economics,  legislation,  public  affairs,  peer  re- 
view and  related  fields,  but  the  Society  should  not 
abandon  its  traditional  service  as  a stimulator  and 
catalyst  to  improved  patient  care  through  the  medi- 
um of  promoting  continuing  medical  education  for 
physicians.  On  the  contrary,  efforts  to  carry  on  this 
important  service  should  be  altered  and/or  aug- 
mented in  such  ways  as  to  meet  the  demonstrable 
needs  of  the  times. 

. . . To  promote  friendly  intercourse  among  physi- 
cians. 

In  today’s  highly  specialized  and  progressively 
“splintered”  medical  establishment,  this  original 
purpose  of  the  Society  may  appear  to  some  to  be 
antiquated,  and,  as  important  as  it  may  have  been 
in  the  past,  to  be  of  little  or  no  relevance  to  the  med- 
ical profession  in  modern  times. 

If  one  pays  close  attention  to  recent  history, 
however,  one  can  appreciate  that  those  who  current- 
ly aspire  to  raze  the  existing  house  of  Medicine,  and 
replace  it  with  a radically  new  “system”,  regularly 
employ  the  technique  of  divide  and  conquer  to  gain 
professional  support.  In  several  Canadian  provinces, 
for  example,  it  is  reported  that  the  planners  and 
politicians  there  promised  the  generalists  that  they 
would  gain  an  advantage  over  the  specialists  if  only 
they  would  “go  along”  with  the  proposed  scheme; 
the  full-time  and  other  salaried  physicians  were 
assured  of  getting  preferred  treatment  not  to  be 
enjoyed  by  their  fee-for-service  colleagues  if  they 
would  but  defect  from  other  segments  of  the  pro- 
fession who  were  opposed  to  the  scheme;  and  so  on. 
We  are  told  that  this  strategy  of  division  was,  in  fact, 
eminently  successful  and  the  imposition  of  the  new 
system  was  ultimately  achieved.  However,  we  are 
told  also  that  the  promises  that  were  made  separate- 
ly to  the  isolated  groups  beforehand  were  never 
kept  by  the  promisers,  and  that,  in  the  end,  no  doctor 
really  gained  anything  from  going  it  alone  and  al- 
most all  doctors  lost  a great  deal  — including  those 
who  stood  fast  in  their  opposition. 
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In  the  context  of  this  purpose,  as  originally 
written,  it  is  essential  that  today  the  words  “friendly 
intercourse”  be  interpreted  by  the  Society’s  leader- 
ship to  mean  something  far  more  vital  than  the  mere 
promotion  of  amicable  and  sociable  relationships 
between  Connecticut  physicians.  Efforts  to  engender 
unity  in  objectives  among  practitioners  of  every  dis- 
cipline, through  reasoned  self-restraint  and  heed 
for  the  common  good,  should  serve  as  supplements 
to  the  major  related  purpose  of  the  Society;  i.e., 
“to  federate  and  bring  into  one  organization  the 
medical  profession  in  the  State  of  Connecticut”.  It 
is  perhaps  platitudinous  to  repeat  once  again  the 
slogan  of  early  America  that  “united  we  stand,  di- 
vided we  fall”,  but,  old  or  new,  it  is  a slogan  the 
truth  of  which  has  not  been  diminished  by  the  pas- 
sage of  time  or  disproved  by  the  events  of  history. 

. . . To  enlighten  and  direct  public  opinion  so  that 
the  profession  shall  become  increasingly  useful 
to  the  public  in  the  prevention  and  care  of  dis- 
ease and  in  prolonging  and  adding  comfort  to  life. 

This  terse  but  wide-ranging  statement  of  pur- 
pose, drafted  by  the  founders  of  the  Society,  poses 
a challenge  to  the  leaders  of  Medicine  in  Connec- 
ticut in  1973  that  is  not  materially  different  from  that 
posed  to  their  predecessors  in  1792.  The  earlier 
leaders  tried  to  grapple  effectively  with  such  con- 
cerns as  the  standards  of  medical  education;  medical 
licensure;  the  control  of  epidemics;  the  creation  of 
public  health  agencies  and  institutions;  the  providing 
of  medical  care  to  the  needy;  and  the  elimination  of 
charlatanism.  Today’s  leaders  must  try  to  deal  ef- 
fectively with  many  of  the  same  or  similar  prob- 
lems continuing  education  for  the  profession; 
health  education  for  the  public;  the  control  of  vene- 
real diseases;  the  suppression  of  medical  quackery; 
and  the  availability,  cost  and  quality  of  the  health 
services  required  by  the  people  of  the  state. 

Many  of  these  current  concerns  are  actually  old 
ones,  albeit  with  somewhat  different  names  and 
different  emphasis.  Several  are  more  or  less  new; 
Foundations,  Health  Maintenance  Organizations, 
PSROs  and  the  like.  In  any  event,  since  doctors 
have  lost  considerable  ground  to  the  politicians  and 
planners  in  recent  years  as  molders  of  public  opinion 
in  matters  medical,  it  would  seem  to  be  more  im- 
portant now  than  perhaps  ever  before  for  the  leader- 
ship of  the  Society,  in  as  close  liaison  as  possible 
with  the  leadership  of  the  County  Associations  and 
with  the  membership,  to  identify  today’s  most  press- 
ing health  care  priorities  and  then  move  expedi- 
tiously to  try  to  restore  Medicine’s  former  premier 


ability  “to  enlighten  and  direct  public  opinion  so 
that  the  profession  shall  become  increasingly  useful 
to  the  public  . . 


CONCLUSIONS 

The  statements  of  purpose  that  were  drafted  by 
the  founders  of  the  Society  in  1792  continue,  in  most 
respects,  to  be  germane  as  the  current  goals  of  an 
organization  whose  members  are  Doctors  of  Medi- 
cine. The  original  statements  are  broad  and  general 
in  nature  and,  therefore,  seem  adaptable  to  being 
given  whatever  interpretation,  emphasis  and  manner 
of  implementation  the  present  and  future  leadership 
of  the  Society  may  deem  most  appropriate  to  the 
needs  of  the  profession  and  the  public  at  any  given 
point  in  time.  As  with  the  enactment  of  laws,  the 
primary  objective  of  such  statements  of  purpose  is 
to  establish  basic  principles.  It  is  not  to  provide 
details  of  the  moment  which  may  soon  become  out- 
dated due  to  rapid  changes  occurring  in  the  socio- 
economic, legislative  and  political  climates  of  the 
state  and  nation. 


• • • • 


The  foregoing  critique  was  formulated  by  the 
Committee  on  Statewide  Medical  Planning  as  part 
of  its  appraisal  of  the  Society’s  present  day  purposes 
with  respect  to  the  profession  and  the  public.  This 
review  was  accepted  by  the  Council  of  the  Connec- 
ticut State  Medical  Society  on  April  5,  1973. 
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New  England  Conference  on  the  Quality  of  Life 


The  purpose  of  the  AMA  Auxiliary  is  to  assist  the 
AMA  to  improve  the  quality  of  life  through  health 
education  and  services.  Massachusetts  Auxilians, 
Mary  Killelea  and  Gretchen  Kraus,  achieved  this 
high  aim  by  developing  the  recent  New  England 
Quality  of  Life  Conference.  Objectives  were  “to 
examine  the  needs  of  children  and  young  families 
in  New  England,  to  explore  the  issues  raised  and 
recommendations  made  by  previous  national  con- 
ferences, to  define  priorities  requiring  immediate, 
positive  action  in  the  New  England  area,  and  to  out- 
line methods  by  which  agreed  upon  priorities  may 
be  implemented.”  Connecticut  Auxilians,  Freddie 
Richards  and  Peggy  Roch,  attended  this  two-day 
Boston  forum  to  hear  physicians  and  their  wives, 
lawyers,  clergymen,  educators,  social  workers,  and 
students  discuss  these  goals. 

Following  lectures  and  workshops  state  caucuses 
formulated  resolutions.  Connecticut  suggestions  in- 
cluded that  present  federal  welfare  programs  be 
maintained  until  alternative  funding  is  made  avail- 
able, a New  England  Quality  of  Life  resource  center 
be  established,  family-living  programs  be  promoted, 
preschool  children  be  treated  for  disabilities,  a Con- 
necticut conference  be  held,  hopefully  with  the 
participation  of  the  Connecticut  State  Medical  Soci- 
ety and  its  Auxiliary. 

Dr.  Sprague  Hazard,  Director  of  University  Health 
Services  at  Brandeis  University,  presented  Massa- 
chusetts caucus  recommendations  that  health  edu- 
cation be  directed  at  parents,  social  studies  and 
alternate  study  programs  be  expanded,  children’s 
television  be  improved,  contingency  fees  be  estab- 
lished for  physicians  and  lawyers,  legal  counsel  be 
provided  for  children,  and  administering  action- 
modifying drugs  by  school  personnel  be  prohibited. 

Recommendations  of  other  state  caucuses  in- 
cluded those  expressed  by  Getty  Page,  Executive 


Director  of  the  Vermont  State  Medical  Society,  that 
health  education  be  concerned  with  its  physical, 
mental,  and  spiritual  aspects,  and  that  hospitals 
maintain  an  ombudsman  “who  would  see  that  pa- 
tients get  what  they  deserve.” 

Leaders  from  Connecticut  were  Mrs.  Deborah 
Leighton,  Director  of  Community  Services,  Depart- 
ment of  Children  and  Youth;  Juvenile  Court  Judge 
Margaret  Driscoll;  Mrs.  Winifred  Sanders,  Norwalk 
Language  Arts  Supervisor;  Dr.  Juliette  Burster- 
mann,  Eastern  Connecticut  State  College;  Dr.  Ivor 
Echols  and  Dr.  Morton  Coleman,  School  of  Social 
Work,  University  of  Connecticut;  Dr.  John  Hobbins, 
Yale  University  School  of  Medicine. 

As  spring  bulbs  on  Boston  Common,  speakers 
flourish  in  the  Uncommon  Boston  Environment. 
Among  their  interesting  observations  were  those 
made  by  Dr.  Jean  Mayer,  Harvard  School  of  Public 
Health,  “Oil  shortage  and  inflation  will  cause  pro- 
found changes  during  the  next  fifteen  years.  Amer- 
icans have  been  too  extravagant.  They  will  be  forced 
to  do  the  reasonable  thing  because  they  can  no  long- 
er afford  to  do  the  unreasonable  thing.”  Father  W. 
Seavey  Joyce  lamented  the  lack  of  representation 
at  the  conference  of  “that  essential  ally,  that  unique 
product  of  the  American  Free  Enterprise  System, 
the  American  businessman,  who  must  be  enlisted 
in  every  program  that  would  improve  the  quality 
of  life.”  Dr.  Efifie  Ellis,  Special  Assistant  to  the  Ex- 
ecutive Vice-president  of  the  AMA,  whose  clear 
thinking  represented  a beacon  of  illumination  in  a 
verbosity-clouded  atmosphere,  advised,  lest  confer- 
ees overestimate  their  ability  to  restructure  society 
immediately,  “To  improve  the  quality  of  lives  of  chil- 
dren you  must  begin  at  the  births  of  their  parents.” 

Peggy  Roch 
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OBITUARIES 


D.  Clint  Smith,  M.D. 

1934-1973 

On  March  10th,  1973,  D.  Clint  Smith  of  New 
Haven  died  of  a malignant  melanoma.  He  was  39 
years  old. 

Dr.  Smith  had  been  a valued  member  and  col- 
league in  the  New  Haven  community  since  1960, 
when  he  began  his  residency  at  the  Yale  University 
Department  of  Psychiatry.  Prior  to  this  he  had  grad- 
uated from  The  University  of  Chicago  (B.A.)  in  1955 
and  received  his  M.D.  degree  from  The  Medical 
College  of  Virginia  (Richmond)  in  1959.  He  served 
one  year’s  internship  at  The  Johns  Hopkins  Hospital 
in  Baltimore. 


After  his  residency  he  became  an  instructor  in  the 
department  and  was  promoted  to  assistant  clinical 
professor  in  1966,  the  rank  he  held  at  the  time  of  his 
death.  During  the  years  in  which  he  was  full-time  in 
the  department  he  engaged  in  research  concern- 
ing the  problems  of  twins.  Throughout  his  post- 
residency career  he  functioned  as  a teacher  and 
supervisor  of  clinicians  besides  carrying  on  a busy 
practice  in  recent  years  and  serving  several  commu- 
nity agencies  as  consultant.  His  central  interest, 
however,  was  psychotherapy  and  only  last  year  he 
graduated  from  The  Western  New  England  Insti- 
tute of  Psychoanalysis. 

In  his  private  life  he  was  an  avid  tennis  player, 
a concerned  and  devoted  husband  and  father,  and 
a part-time  farmer  in  Tittleville,  Massachusetts 
where  he  was  buried. 


He  will  be  sorely  missed  by  his  colleagues  and  his 
patients  and  our  deepest  sympathy  goes  to  his  wife, 
Shirley,  to  Douglas,  Mandeleine  and  Emily,  their 
children,  as  well  as  to  his  sister,  Mrs.  Ruth  Craig 
of  Junction  City,  Kansas  and  his  four  brothers,  Les- 
ter of  Peoria,  Illinois,  Timothy  of  Baltimore,  Mary- 
land, Joseph  of  Bethesda,  Maryland  and  Samuel 
Smith  of  Danville,  Illinois. 

Stephen  Fleck,  M.D. 


Mark  T.  Sheehan,  M.D. 

1885-1973 

Dr.  Mark  T.  Sheehan,  Wallingford’s  senior  physi- 
cian, died  March  26,  1973.  He  had  practiced  family 
medicine  in  Wallingford  since  1914. 

Dr.  Sheehan  graduated  from  Yale  Medical  School 
in  1910.  Following  an  internship  at  St.  Francis  Hos- 
pital, he  spent  a brief  period  on  the  staff  of  the  State 
Tuberculosis  Hospital  in  Hartford,  and  then  returned 
to  Wallingford  and  established  a general  practice. 

In  addition  to  his  practice,  he  served  the  town  for 
many  years  as  Director  of  Health  and  as  medical 
advisor  to  the  Board  of  Education.  He  was  also  a 
member  of  the  Town  Sewer  Authority. 

During  World  War  I he  was  a medical  officer  with 
the  AEF  in  France,  returning  to  Wallingford  in  1919. 

Always  popular  with  his  fellow  physicians,  Dr. 
Sheehan  was  a former  president  of  the  Meriden- 
Wallingford  Medical  Society,  and  was  a member  of 
the  American  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  New  Haven  County 
Medical  Association.  He  was  a member  of  the  Meri- 
den Hospital  medical  staff. 

Over  the  years  he  received  many  honors.  He  was 
the  recipient  of  the  “Outstanding  Citizens  Award” 
given  by  the  local  Jewish  War  Veteran’s  Post,  the 
Wallingford  Rotary  Club’s  “Community  Service 
Award”,  and  in  1969  the  Board  of  Education  voted 
unanimously  to  name  the  new  high  school,  then 
being  constructed,  “The  Mark  T.  Sheehan  High 
School.” 

On  his  80th  birthday,  the  town  council  passed  a 
special  resolution  recognizing  his  years  of  service 
and  his  many  contributions. 

The  many  accolades  were  tangible  expressions 
of  the  deep  affection  and  esteem  held  by  his  fellow 
citizens.  Always  kind  and  charitable,  and  with  a gen- 
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tie  and  delightful  sense  of  humor,  Dr.  Sheehan  could 
easily  be  approached  by  all  who  needed  help.  He 
provided  not  only  medical  care,  but  counsel  and  re- 
assurance to  generations  of  regular  patients  and  to 
many  others  who  brought  their  problems  to  him.  No 
one  was  ever  turned  away,  and  those  in  any  degree 
of  straitened  circumstance  never  received  a bill. 

In  its  commemorative  80th  birthday  message,  the 
town  council  paid  tribute  to  Dr.  Sheehan’s  “moral 
soundness,  medical  astutenness  and  his  unswerving 
practice  of  life’s  greatest  virtue  — charity.” 

James  D.  McGaughey,  M.D. 


In  Memoriam 

Bancroft,  Harold  A.,  Albany  Medical  College,  1916. 
During  World  War  I he  served  as  a psychiatrist  in 
the  U.S.  Army  Medical  Corps.  After  leaving  the  ser- 
vice he  came  to  Hartford  as  a staff  member  of  the 
Hartford  Retreat,  now  the  Institute  of  Living.  In  1923 
he  left  the  Institute  to  enter  private  practice.  In  re- 
cent years  the  doctor  specialized  in  forensic  psychi- 
atry, serving  as  a psychiatric  consultant  to  courts 
throughout  the  state.  Dr.  Bancroft  retired  in  1968. 
He  was  a member  of  the  Hartford  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Ban- 
croft died  April  4,  1973,  at  the  age  of  80. 

Gallaher,  William  H.,  University  of  Pittsburgh,  1958. 
Dr.  Gallaher  was  a practicing  internist  in  the  New 
Haven  area  since  1961.  He  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connec- 
ticut State  Medical  Society  and  the  American  Med- 
ical Association.  Dr.  Gallaher  died  instantaneously 
when  his  plane  crashed  on  April  28,  1973.  He  was 
39  years  old. 

LaMotta,  Rudolph  V.,  Yale  University  School  of 
Medicine,  1953.  Dr.  LaMotta  was  a practicing  in- 
ternist in  the  Hartford  area  since  1956.  He  became 
junior  assistant  resident  in  medicine  at  Hartford 
Hospital  in  1954,  and  two  years  later  became  chief 
resident  in  medicine.  In  1963  he  was  appointed  di- 
rector of  medical  research  laboratories  at  Hartford 
Hospital,  and  was  also  associate  physician  in  the 
hospital’s  department  of  medicine.  He  was  a member 
of  the  Hartford  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  LaMotta  died  April  17, 
1973  at  the  age  of  47. 


Need  for  Primary  Physicians  in  Connecticut 

The  following  data  are  provided  by  the  Connec- 
ticut Public  Health  Association,  based  on  informa- 
tion from  the  Connecticut  State  Department  of 
Health  (Comprehensive  Health  Planning). 

Primary  physicians  (family  doctors,  internists, 
pediatricians).  Before  deciding  on  a location,  con- 
sider the  maldistribution  of  physicians  in  Connec- 
ticut. 


Region 

Population 

Population 

Per 

Primary 

Physician 

Greater  New  Haven  Area 
(Ansonia,  Hamden,  Shelton) 

500,000 

970 

Southwestern  Connecticut  Area 
(Greenwich,  Norwalk,  Stamford, 
Westport) 

340,000 

1,200 

Northwestern  Connecticut  Area 
(Litchfield,  Torrington,  Winchester) 

82,000 

1,400 

Greater  Hartford  Region 
(Bristol,  Enfield,  Manchester, 
New  Britain) 

900,000 

1,520 

Greater  Bridgeport  Area 
(Fairfield,  Stratford,  Trumbull) 

310,000 

1,580 

Greater  Danbury  Area 

(New  Milford,  Newtown,  Ridgefield) 

145,000 

1,600 

Meriden-Wallingford  Area 

92,000 

1,660 

Mid-State  Connecticut  River  Area 
(Clinton,  Middletown,  Old  Saybrook) 

1 15,000 

1,950 

Central  Naugatuck  Valley  Area 
(Cheshire,  Waterbury,  Watertown) 

220,000 

2,050 

Southeastern  Connecticut  Area 
(Groton,  New  London,  Norwich, 
Stonington) 

230,000 

2,150 

Windham  Northeastern  Area 
(Mansfield,  Plainfield,  Windham) 

125,000 

3,000 

Seminar  On  Saving  Critically  Injured 
July  9-13,  1973 

Announcing  a seminar  of  continuing  education  for 
physicians:  “Life-Saving  Measures  for  the  Critically 
Injured.”  The  seminar  will  be  held  at  the  University 
of  Vermont  College  of  Medicine,  Burlington,  Ver- 
mont, July  9 - 13,  1973,  sponsored  by  the  American 
College  of  Surgeons,  Committee  on  Trauma,  and  the 
Department  of  Surgery,  the  University  of  Vermont 
College  of  Medicine. 

For  registration  materials  and  further  information 
contact:  John  H.  Davis,  M.D.,  Chairman,  Depart- 
ment of  Surgery,  University  of  Vermont  College  of 
Medicine,  Burlington,  Vermont,  05401. 
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Teething  is  easier 
ivhen  you  prescribe 
DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 

Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 

DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 

(Adult  Formula  contains  20% 

Benzocaine.) 

FORMULA 

Alcohol  70% 

Bencocaine  10% 

Chloroform,  4 mins, 
per  fluidounce 

DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 
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GROUP  INSURERS,  INC. 

1 52  Temple  Street 
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Report  of  the  Secretary’s  Commission 
on  Medical  Malpractice 


Statement  of  Formal  Determination 

Purpose 

The  Commission  will  advise  the  Secretary  with 
respect  to  the  entire  range  of  problems  associated 
with  professional  liability  (malpractice)  claims 
against  all  categories  of  health  care  providers  and 
institutions  in  both  the  Federal  and  private  sectors, 
and  will  make  recommendations  as  to  the  legislative, 
administrative  and  programmatic  actions  calculated 
to  ameliorate  the  problems  so  identified. 

The  Commission  additionally  will  advise  the  Sec- 
retary with  respect  to  the  sources  and  availability  of 
basic  statistical  information  about  malpractice  and 
malpractice  claims,  both  Federal  and  non-Federal, 
and  will  determine  the  feasibility,  costs,  and  method- 
ology of  establishing  a nationwide  data  gathering 
capability  to  enable  the  continuous  monitoring  of 
malpractice  claims  experience  and  study  of  malprac- 
tice related  problems. 

How  the  Commission  Functioned 

The  Commission  officially  began  its  work  in  Sep- 
tember of  1971,  and  for  the  next  16  months  went 
about  the  task  of  studying  the  malpractice  problem 
in  a variety  of  ways.  The  Commission  did  not  func- 
tion as  a judge  or  jury  seeking  to  fix  blame  for  the 
current  state  of  affairs.  Its  prime  objective  was  to  act 
as  a fact-finding  body  committed  to  identifying  the 
critical  elements  of  the  malpractice  problem  and 
recommending  possible  solutions  thereto. 

The  principal  sources  of  information  which  the 
Commission  relied  upon  in  arriving  at  its  findings 
and  recommendations  were  (1)  its  series  of  public 
hearings,  (2)  its  four  advisory  panels,  (3)  the  Inter- 
departmental Committee  on  Medical  Malpractice, 
(4)  an  external  research  program  and  staff  studies, 
and,  of  course,  (5)  its  own  deliberations  and  exper- 
tise. 

Summary  of  Recommendations 

Defensive  Medicine  — The  Commission  finds  that 
defensive  medicine  is  the  alteration  of  modes  of 
medical  practice,  induced  by  the  threat  of  liability, 
for  the  principal  purposes  of  forestalling  the  possi- 
bility of  lawsuits  by  patients  as  well  as  providing  a 
good  legal  defense  in  the  event  such  lawsuits  are  in- 
stituted. 

The  Commission  recommends  that  over-utilization 
of  health-care  resources  by  any  provider  should  be 
aggressively  attacked  by  physician-directed  regulatory 
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efforts.  Hospital  utilization  committees  should  be 
mandatory  in  every  hospital,  and  their  efficiency 
should  be  subject  to  statistical  analysis  and  review  by 
physician-directed  supervisory  groups. 

In  order  to  encourage  physicians  to  render  the  high- 
est possible  quality  care  and  to  reduce  the  practice 
of  unwarranted  defensive  medicine  the  Commission 
recommends  that  medical  and  osteopathic  organiza- 
tions exert  maximum  moral  suasion  over  physicians 
who  avoid  professional  responsibilities  on  the  basis 
of  fear  of  malpractice  liability. 

Good  Samaritans  — The  Commission  finds  that  there 
is  no  factual  basis  for  the  commonly-asserted  belief 
that  malpractice  suits  are  likely  to  stem  from  render- 
ing emergency  care  at  the  scene  of  accidents. 

The  Commission  recommends  that  widespread  pub- 
licity be  given  to  this  fact  in  order  to  allay  the  fears  of 
physicians,  nurses,  and  other  health-care  providers 
in  this  regard  and  to  encourage  the  rendering  of  aid 
in  non-hospital  emergency  situations. 

Qualified  Immunity  — The  Commission  recommends 
that  the  states  enact  legislation  to  provide  qualified 
immunity  to  hospitals  and  members  of  hospital  res- 
cue teams  while  they  are  attempting  to  resuscitate 
any  person  who  is  in  immediate  danger  of  loss  of  life, 
provided  good  faith  is  exercised. 

The  Commission  recommends  that  the  states  enact 
legislation  designed  to  provide  qualified  immunity 
to  physicians  and  other  health-care  personnel  who 
respond  to  emergencies  arising  from  unexpected 
complications  that  arise  in  the  course  of  medical 
treatment  rendered  by  other  physicians  or  other 
health-care  personnel. 

The  Commission  recommends  that  all  physicians 
who  regularly  practice  in  hospitals  be  encouraged, 
through  continuing  medical  education,  to  become 
proficient  in  cardiac  arrest  and  cardiopulmonary 
resuscitation  techniques. 

Allied  Health  Personnel  — The  Commission  finds 
that  there  does  not  appear  to  be  any  indication  that 
the  use  of  allied  health-care  personnel,  particularly 
registered  nurses  and  technicians,  where  properly 
qualified  or  supervised,  has  led  to  any  significant 
problems  of  medical  malpractice  liability  or  malprac- 
tice insurance  coverage.  Where  the  use  of  such  allied 
health-care  personnel  is  medically  justified,  it  has 
not  been  shown  that  malpractice  problems  have  sig- 
nificantly restrained  their  use. 

Media  — The  Commission  finds  that  despite  isolated 
instances  of  emotionalism,  bias,  and  inaccuracy, 
press,  radio  and  television  coverage  of  medical  mal- 
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practice  cases  and  problems  is,  on  the  whole, 
straightforward,  factual,  and  balanced. 

Patient  Injuries  — The  Commission  finds  that  patient 
injuries,  real  or  imagined,  are  prime  factors  in  the 
malpractice  problem. 

Legal  Doctrines  — The  Commission  finds  that  some 
courts  have  applied  certain  legal  doctrines  for  the 
purpose  of  creating  or  relieving  the  liability  of  health 
professionals.  The  Commission  further  finds  that 
such  special  doctrines,  or  the  application  thereof, 
are  no  longer  justified. 

Informed  Consent  — The  Commission  finds  that  the 
doctrine  of  informed  consent  is  subject  to  abuse 
when  it  imposes  an  unreasonable  responsibility  upon 
the  physician. 

Res  Ipsa  Loquitur  — The  Commission  finds  that  the 
doctrine  of  res  ipsa  loquitur  in  its  classical  sense  per- 
forms a useful  purpose  in  common  law,  but  that  it 
should  not  be  applied  differently  in  medical  malprac- 
tice cases  than  in  other  types  of  tort  litigation. 
Application  of  Legal  Doctrines  — The  Commission 
recommends  that  legal  doctrines  relating  to  the  lia- 
bility of  health  professionals  should  be  applied  in 
the  same  manner  as  they  are  applied  to  all  classes  of 
defendants,  whether  they  be  favorable  or  unfavor- 
able to  health  professional  defendants.  Such  doc- 
trines would  include  (a)  the  application  of  the  dis- 
covery rule  under  the  statute  of  limitations;  (b)  the 
terms  of  the  statute  of  limitations;  (c)  the  application 
of  the  doctrine  of  res  ipsa  loquitur  to  injuries  arising 
in  the  performance  of  professional  services;  (d)  the 
rule  allowing  liability  based  on  oral  guarantee  of 
good  results,  and  (e)  the  doctrine  of  informed  consent 
to  treatment. 

Restatement  of  Medical-Legal  Principles  — 1 he  Com- 
mission believes  the  time  has  come  to  develop  greater 
logic,  consistency,  and  uniformity  in  the  medical- 
legal  rules  and  doctrines  affecting  the  delivery  of 
health-care,  and  therefore  recommends  that  all  such 
medical-legal  rules  and  doctrines  be  clarified  and 
made  uniform  in  application  throughout  the  United 
States.  In  order  to  achieve  this  objective,  the  Com- 
mission recommends  that  a broad-based  group,  rep- 
resenting all  segments  of  the  health-care  system,  the 
legal  profession,  and  the  general  public,  be  convened 
to  develop  the  appropriate  definitions  and  guidelines 
in  the  nature  of  a Restatement  of  the  Law  of  Medical- 
Legal  Principles. 

Contingent  Fee  — The  Commission  recommends  that 
courts  adopt  appropriate  rules  and  that  all  states 
enact  legislation  requiring  a uniform  graduated  scale 
of  contingent  fee  rates  in  all  medical  malpractice  liti- 
gation. The  contingent  fee  scale  should  be  one  in 
which  the  fee  rate  decreases  as  the  recovery  amount 
increases. 


Defense  Costs  — Realizing  that  the  matter  of  defense 
costs  is  an  important  element  in  the  cost  of  malprac- 
tice insurance,  the  Commission  recommends  that  a 
method  of  minimizing  these  costs  be  studied. 

Legal  Aid  — The  Commission  recommends  that  pub- 
lic legal  assistance  mechanisms  be  established,  or 
expanded  where  they  already  exist,  to  assure  ade- 
quate legal  representation  to  persons  with  small  mal- 
practice claims. 

Medical-Legal  Cooperation  — The  Commission  rec- 
ommends that  the  professions  of  law  and  medicine 
seek  to  improve  their  level  of  understanding  and  co- 
operation, specifically  in  the  area  of  malpractice 
litigation  to  facilitate  the  handling  of  claims  in  the 
most  equitable  manner. 

Expert  Testimony  — The  Commission  recommends 
that  organized  medicine  and  osteopathy  establish  an 
official  policy  encouraging  members  of  their  profes- 
sions to  cooperate  fully  in  medical  malpractice  actions 
so  that  justice  will  be  assured  for  all  parties;  and  the 
Commission  encourages  the  establishment  of  pools 
from  which  expert  witnesses  can  be  drawn. 

Notice  of  Intent  to  File  Suit  — The  Commission  rec- 
ommends that  state  laws  be  amended  to  require  that 
a written  notice  of  intent  to  file  a malpractice  suit 
be  given  to  the  potential  defendant  within  a specific 
time  period  prior  to  the  running  of  the  statute  of  limi- 
tations. Upon  the  filing  of  such  notice,  the  statute  of 
limitations  would  be  automatically  extended  for  a 
specified  period,  to  enable  the  parties  to  negotiate 
an  amicable  settlement  in  good  faith. 

*Ad  Damnum  — The  Commission  recommends  that 
the  states  enact  legislation  eliminating  inclusion  of 
dollar  amounts  in  ad  damnum  clauses  in  malpractice 
suits. 

Insurance  Availability  — The  Commission  finds  that 
malpractice  insurance  is  currently  available  to  health- 
care practitioners  under  group  plans  and  the  market 
for  such  insurance  is  competitive.  Malpractice  insur- 
ance is  also  available  to  individual  health-care  prac- 
titioners, although  they  appear  to  have  more  difficulty 
in  locating  insurance  sources. 

Umbrella  and  excess  coverage  are  also  available 
both  to  individuals  and  under  group  plans. 

Insurance  Contingency  Plan  — The  Commission  rec- 
ommends that  the  insurance  industry  and  health-care 
provider  groups  work  together  to  develop  a contin- 
gency plan  to  provide  medical  malpractice  insurance 


* (Editor’s  Note:  "Ad  Damnum" — the  practice  of  naming  spe- 
cific dollar  amounts  in  damages  being  sought.  They  bear  little 
relationship  to  sums  actually  expected  or  eventually  ■ obtained. 
Publication  of  these  grossly  exaggerated  Jigures  leads  to  sen- 
sationalism and  to  anguish  to  defendants,  with  no  benefit  to  a 
plaintiff) 
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in  the  event  such  insurance  becomes  unavailable 
through  normal  market  channels. 

Reinsurance  — The  Commission  finds  that  to  the  ex- 
tent that  medical  malpractice  insurance  is  available 
in  the  primary  market,  it  is  available  in  the  reinsur- 
ance market. 

Insurance  for  Free  Clinics  — The  Commission  rec- 
ommends that  the  free  clinic  movement  consider 
medical  malpractice  insurance  necessary  protection 
for  patients  and  health-care  personnel.  To  assist  in 
remedying  this  situation,  the  Commission  recom- 
mends that  governmental  authorities  consider  the 
overall  need  for  medical  malpractice  insurance  and 
its  cost  in  evaluating  applications  for  grants  to  free 
clinics,  not  just  the  need  for  coverage  of  the  activities 
covered  by  the  grant. 

Rate  Making  — The  Commission  finds  that  the  pres- 
ent methods  for  establishing  malpractice  insurance 
rates,  including  groupings  of  physicians  and  institu- 
tions for  rating  purposes,  may  not  be  equitable  for 
all  providers  or  in  the  best  interests  of  the  public. 
Rating  Classifications  — The  Commission  finds  that 
health-care  providers  by  encouraging  numerous  sep- 
arate specialty  rating  classifications  have  contributed 
to  the  establishment  of  a rating  classification  pro- 
gram which  may  be  inequitable  to  some  practitioners 
and  which  under  some  circumstances  may  adversely 
affect  the  cost  and  availability  of  professional  liability 
insurance. 

The  Commission  recommends  that  the  American 
Medical  Association,  American  Osteopathic  Associa- 
tion, American  Nursing  Association,  American  Den- 
tal Association  and  the  American  Hospital  Associa- 
tion meet  with  the  leaders  of  the  insurance  industry 
to  study  alternative  methods  of  classifying  individual 
practitioners  and  institutions  for  rate  making  pur- 
poses; for  example:  on  a group  basis  to  the  medical 
staff  of  a hospital  or  to  a county  society. 

Rating  Hospitals  — The  Commission  recommends 
that  serious  consideration  be  given  to  establishing 
level  premium  rates  for  hospitals  within  a distinct 
area  based  on  the  number  of  beds  and/or  out-patient 
visits. 

Statistical  Reporting  — The  Commission  finds  that 
inadequacies  in  the  collection  and  analysis  of  appro- 
priate data  have  precluded  the  development  of  sound 
actuarial  practices  and  rates,  and  that  state  insurance 
departments  are  generally  inadequately  equipped  to 
monitor  effectively  the  rate  making  process  employed 
in  establishing  malpractice  insurance  rates. 

The  Commission  recommends  that  the  National  As- 
sociation of  Insurance  Commissioners  work  with  the 
insurance  industry  to  establish  a uniform  statistical 
reporting  system  for  medical  malpractice  insurance 
and  that  data  be  reported  to  a single  data  collection 


agent  who  will  compile  it,  validate  it  and  make  it 
available  to  state  insurance  regulators,  carriers  and 
other  interested  users. 

Marketing  Malpractice  Insurance  — The  Commission 
recommends  that  the  insurance  industry  develop  im- 
proved channels  of  communication  concerning  the 
marketing,  economics  and  quality  of  medical  mal- 
practice insurance  so  that  responsible  sources  of 
medical  malpractice  insurance  are  more  widely 
known  to  health-care  providers,  insurance  brokers, 
and  independent  insurance  agents. 

Insurance  Services  — The  Commission  recommends 
that  purchasers  of  medical  malpractice  insurance, 
especially  associations  and  institutions,  give  due  re- 
gard to  the  loss  prevention  and  claims  handling  capa- 
bilities of  prospective  insurance  carriers  and  that 
active  programs  be  instituted  and  encouraged  in  co- 
operation with  insurance  carriers  designed  to  prevent 
the  occurrence  of  injury  as  well  as  to  assist  in  dis- 
posing of  meritorious  cases  as  quickly  and  as  fairly 
as  possible. 

The  Commission  recommends  that  states  require  in- 
surers issuing  medical  malpractice  policies  to  dis- 
close loss  prevention  and  claims  settlement  practices 
on  request  by  purchasers  and  in  any  sales  promo- 
tional material  distributed  to  prospective  purchasers. 
Medicare  — The  Commission  recommends  that  Con- 
gress and  the  Secretary  of  HEW  review  those  por- 
tions of  Title  18  of  the  Social  Security  Act  (Medicare) 
which  contain  benefit  payment  restrictions  and  other 
limitations  that  impede  patient  rapport  and,  which 
may  tend  to  increase  the  number  of  malpractice 
claims.  The  Commission  urges  re-evaluation  of  Title 
18  so  that  patient  frustrations  are  reduced  to  the  ex- 
tent feasible. 

The  Commission  recommends  the  launching  of  an 
educational  and  public  relations  program  aimed  at 
Medicare  participants  in  order  to  increase  under- 
standing of  the  program’s  statutory  limitations  and 
to  decrease  public  dissatisfaction  and  frustration 
which  may  lead  to  malpractice  claims. 

The  Commission  recognizes  the  need  to  measure  and 
evaluate  the  impact  of  malpractice  claims  and  litiga- 
tion on  the  costs  of  Medicare  and  other  Federally- 
supported  health-care  programs  and  the  Commission 
therefore  recommends  that  appropriate  studies  be 
initiated  to  achieve  that  objective.  Such  analysis 
should  include  not  only  the  premiums  involved  but 
the  cost  of  handling  the  claims  and  the  costs  to  other 
Federally-sponsored  programs  that  may  also  be  pro- 
viding benefits  to  medically  injured  persons. 

National  Health  Insurance  — - The  Commission  rec- 
ommends that  new  third  party  payment  proposals, 
such  as  national  health  insurance,  have  benefit  struc- 
tures which  are  easily  understood  by  patients  and 
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providers  and  that  the  administration  of  such  plans 
be  as  simple  as  possible  to  avoid,  to  the  extent  pos- 
sible, retroactive  denials  of  claims  and  other  admin- 
istrative impediments  which  might  exacerbate  the 
patient-provider  relationship  and  create  an  environ- 
ment conducive  to  disputes,  claims,  and  suits. 
Overlapping  Benefits  — The  Commission  recom- 
mends that  an  indepth  analysis  be  made  to  identify 
the  cost  of  overlapping  health  insurance  benefits 
and  to  identify  methods  of  using  these  resources  to 
assure  more  complete  coverage  to  all.  No  new  Feder- 
al or  Federally-funded  program  should  be  initiated 
without  taking  these  factors  into  consideration,  and 
all  existing  programs  should  be  reviewed  to  achieve 
these  objectives. 

Licensure  — The  Commission  finds  that  the  compe- 
tence of  individual  providers  of  health-care  affects 
the  overall  quality  of  care.  The  Commission  also  finds 
that  most  State  medical  practice  acts  do  not  have  ade- 
quate provisions  for  disciplining  practitioners  who 
have  been  found  incompetent. 

The  Commission  recommends  that  all  State  medical 
practice  acts  include  specific  authority  to  State  li- 
censing bodies  to  suspend  or  revoke  licenses  for  pro- 
fessional incompetence. 

Re-Registration  of  Health-Care  Providers  — The 

Commission  recommends  that  the  states  revise  their 
licensure  laws,  as  appropriate,  to  enable  their  licens- 
ing boards  to  require  periodic  re-registration  of  phy- 
sicians, dentists,  nurses  and  other  health  pro- 
fessionals, based  upon  proof  of  participation  in 
approved  continuing  medical  education. 

* Expediting  Sanctions  — The  Commission  recom- 
mends that  the  States  enact  legislation  which  limits 
the  duration  of  judicial  ex  parte  stay  orders  to  the 
minimum  period  necessary  to  hold  an  adversary 
hearing  in  cases  of  suspension  or  revocation  of  the 
licenses  of  health  professionals  by  State  Boards.  The 
adversary  hearing  should  be  given  priority  on  any 
court  docket. 

Rehabilitation  of  Practitioners  — The  Commission 
recommends  that  State  licensing  laws  emphasize 
rehabilitation  of  practitioners  who  have  been  found 
guilty  of  infractions. 

The  Commission  recommends  that  State  Boards  of 
medical  and  osteopathic  examiners  be  authorized  to 
prescribe  a range  of  intermediate  disciplinary  actions 
in  addition  to  suspension  or  revocation  of  licenses, 
such  as  requiring  remedial  education. 


* (Editor’s  Note:  Judicial  ex  parte  proceedings:  Only  one  side 
ordinarily  appears.  (If  a doctor’s  license  has  been  revoked  or 
suspended,  he  appears  with  his  lawyer  before  a judge  asking 
that  he  be  permitted  to  practice  until  the  court  trial  decides  his 
appeal.  This  may  take  even  years,  during  which  an  incompetent 
may  practice  to  the  detriment  of  the  public.) 


Nationwide  Standards  — The  Commission  recom- 
mends that  a feasibility  study  be  made  regarding  the 
establishment  of  uniform  national  procedures  for 
examining  and  licensing  health  professionals  and  the 
establishment  of  uniform  standards  of  practice. 
Re-Certification  of  Physicians  — The  Commission 
recommends  that  specialty  boards  periodically  re- 
evaluate and  recertify  physicians  they  have  certified. 
Public  Scrutiny  — The  Commission  recommends  that 
all  state  boards  of  medical  examiners  include  lay 
members. 

The  Commission  recommends  that  all  disciplinary 
hearings  be  open  to  the  public. 

Institutional  Licensure  — The  Commission  recom- 
mends that  studies  be  made  to  determine  the  impact 
on  the  quality  of  care  of  institutional  and  organiza- 
tional licensure  for  allied  health  personnel  (other 
than  registered  nurses)  as  an  alternative  to  individual 
licensure. 

Staff  Privileges  — The  Commission  recommends  that 
the  States  enact  legislation  to  authorize,  with  due 
process,  the  appropriate  committee  of  a hospital 
medical  staff  to  suspend,  revoke,  or  curtail  the  privi- 
leges of  a physician  or  hospital  staff  member  for  good 
cause  shown.  The  committee  members  and  the  hospi- 
tal should  have  qualified  immunity  from  suit  for  their 
acts.  Notification  of  such  actions  should  be  forwarded 
to  the  appropriate  State  licensing  boards. 

Continuing  Education  — The  Commission  recom- 
mends that  continuing  education  be  directed  toward 
known  needs  and  that  it  be  designed  around  perform- 
ance criteria. 

The  Commission  recommends  that  there  be  imposed 
upon  the  existing  system  of  self-regulated  continuing 
education  control  mechanisms  which  will  require 
continuing  medical  education  and  evidence  of  pro- 
vider proficiency. 

Clinical  Pharmacology  — The  Commission  recom- 
mends that  clinical  pharmacology,  that  is,  the  teach- 
ing of  actions,  indications,  side  effects,  et  cetera  of 
drugs  used  therapeutically  be  required  as  part  of  an 
integrated  program  for  teaching  the  basics  of  thera- 
peutics to  all  medical  and  nursing  students  and  that 
similar  attention  be  given  to  the  same  subjects  in 
post-graduate  and  continuing  medical  education  cur- 
ricula. 

Using  More  Nurses  — The  Commission  recommends 
that  physicians,  hospitals,  nursing  homes  and  other 
institutions  increase  the  number  of  professional  nurses 
giving  direct  care  to  patients  in  the  interests  of  better 
patient  care  and  of  minimizing  malpractice  suits. 
Clinical  Education  for  Nurses  — The  Commission 
recommends  that  in  the  interests  of  better  patient 
care  and  of  minimizing  medical  malpractice  suits, 
nurses  should  be  required  to  complete  clinical  prac- 
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tice  courses  in  the  areas  of  planning  patient  care,  as- 
sessment of  patient’s  problems,  recording  and  report- 
ing, clinical  nursing  procedures,  working  with  other 
medical  personnel,  and  educating  patients  in  imple- 
mentation of  doctors’  orders. 

The  Commission  recommends  that  clinical  courses 
which  include  human  anatomy,  psychology  and  hu- 
man relations  be  required  in  the  nursing  curriculum. 
Injury  Prevention  — The  Commission  recommends 
the  development  of  intensified  medical  injury  pre- 
vention programs  for  every  health-care  institution 
in  the  nation,  such  programs  to  be  predicated  on  the 
following: 

1.  investigation  and  analysis  of  the  frequency  and 
causes  of  the  general  categories  and  specific 
types  of  adverse  incidents  causing  injuries  to 
patients; 

2.  development  of  appropriate  measures  to  mini- 
mize the  risk  of  injuries  and  adverse  incidents 
to  patients  through  the  cooperative  efforts  of 
all  persons  involved  in  the  providing  of  patient 
care  in  such  institutions. 

Quality  Control  — The  Commission  recommends  that 
institutional  quality  control  mechanisms  of  all  types 
be  constantly  evaluated  and,  where  proven  desirable, 
modified  so  that  the  information  they  generate  can 
be  fed  into  a nationwide  information  system  and  into 
continuing  education  programs. 

Loss  Prevention  — The  Commission  finds  that  where 
genuine  cooperation  and  support  of  insurance  com- 
pany loss-prevention  programs  can  be  achieved,  a 
meaningful  reduction  in  patient  injuries  can  also  be 
achieved. 

The  Commission  finds  that  loss-prevention  activities 
generally  are  limited  to  group  plans.  For  the  most 
part,  activities  aimed  toward  the  individual  practi- 
tioner have  been  minimal.  There  is  a need  for  inten- 
sified loss-prevention  efforts  on  the  part  of  the  medi- 
cal malpractice  insurance  industry  working  with 
health-care  providers  and  the  consumer  community. 

The  Commission  recommends  that  the  medical  mal- 
practice insurance  industry  develop  sophisticated 
loss-prevention  programs  based  on  both  injury  and 
claims  prevention  techniques.  This  development  will 
require  the  active  participation  of  the  provider  and 
consumer  community. 

The  Commission  recommends  that  a portion  of  the 
premium  dollar  for  institutional  medical  malpractice 
insurance  be  specifically  identified  and  allocated 
towards  loss-prevention.  Health-care  providers 
should  implement  and  monitor  the  loss-prevention 
programs  developed  in  cooperation  with  their  insur- 
ance carriers. 

The  Commission  recommends  that  medical  malprac- 
tice carriers  provide  analyses  of  incidents  to  insti- 


tutional health-care  providers  in  order  to  aid  the 
institutions’  injury  prevention  programs. 

Nationwide  Data  Collection  — The  Commission  rec- 
ommends that  health-care  providers,  consumers, 
attorneys,  and  the  insurance  industry  form  a consor- 
tium to  collect  and  report  information  relating  to 
medical  injuries  and  medical  malpractice  to  a Federal 
or  Federally-sponsored  data-gathering  service. 

It  is  further  recommended  that  the  Secretary  of 
Health,  Education,  and  Welfare  convene  representa- 
tives of  these  groups  (1)  to  determine  the  kind  of  data 
needed,  and  (2)  through  existing  data  facilities  in 
HEW,  to  work  with  private  industry  to  develop  the 
information. 

Individual  Privacy  — The  Commission  recommends 
that  the  Congress,  by  appropriate  legislation,  confer 
privacy  to  the  raw  data  collected  for  a nationwide 
medical  malpractice  data  system  comparable  to  the 
privacy  that  has  already  been  accorded  to  data  col- 
lected by  the  Social  Security  Administration  and  the 
Internal  Revenue  Service. 

Federal  Assistance  — The  Commission  recommends 
Federal  sponsorship  of  research  and  demonstration 
programs  in  order  to  develop  the  recommended  in- 
jury prevention  programs.  The  Federal  Government 
should  also  support  the  development  of  a nationwide 
system  for  the  continuous  monitoring  and  evaluation 
of  medical  injury  prevention  measures,  in  order  to 
assure  the  cross-fertilization  of  new  techniques  and 
approaches  between  and  among  all  categories  of 
health-care  providers. 

Human  Relations  Training  — The  Commission  rec- 
ommends that  all  medical,  dental,  and  nursing 
schools  develop  and  require  participation  in  pro- 
grams which  integrate  training  in  the  psychological 
and  psychosocial  aspects  of  patient  care  with  the 
physical  and  biological  sciences. 

The  Commission  recommends  that  all  categories  of 
health-care  personnel  receive  training  in  order  to  de- 
velop attitudes  and  skills  in  the  interpersonal  aspects 
of  patient  care.  This  training  should  utilize  the  most 
advanced  educational  technology  and  should  be  in- 
cluded in  post-graduate  and  continuing  education 
programs  as  well  as  throughout  the  entire  period  of 
undergraduate  training. 

The  Commission  recommends  that  staff-  conferences 
be  expanded  to  include  discussion  of  the  ethical, 
social,  and  psychological  aspects  of  patient  care,  and 
that  periodic  faculty-student  seminars  be  devoted 
exclusively  to  discussion  of  these  matters. 

Improving  the  Health-Care  Environment  — The  Com- 
mission recommends  that  improvements  be  made  in 
the  physical  environment  and  methods  of  manage- 
ment of  hospitals  and  other  health-care  facilities  to 
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assure  greater  attention  to  the  psychological  and 
psychosocial  needs  of  patients. 

Education  of  the  Public  — The  Commission  recom- 
mends that  special  programs  be  developed  to  edu- 
cate the  public  on  health-care  subjects  about  which 
patient  knowledge  is  deficient,  and  which  may  con- 
tribute to  later  malpractice  litigation.  These  subjects 
should  include:  health  and  hygiene  (including  the 
origins  of  disease,  function  of  the  body  organs,  nu- 
trition needs,  etc.);  how  to  communicate  with  health- 
care personnel;  the  economics  of  medical  care;  the 
conventions  of  medical  practice  (e.g.,  consultation, 
referrals,  use  of  surgical  assistants,  etc.);  and  the 
limitations  of  medical  science. 

The  Commission  recommends  continuing  programs 
of  research  and  analysis  aimed  at  increasing  knowl- 
edge and  understanding  of  patients’  psychological 
and  psychosocial  needs  and  that  findings  of  such  re- 
search be  translated  into  specific  action  programs 
aimed  at  improving  the  physical  design  and  methods 
of  management  of  health-care  facilities  and  at  im- 
proving the  training  of  health-care  personnel  in  the 
human  relations  aspects  of  patient  care. 

Patients’  Rights  — The  Commission  recommends  that 
hospitals  and  other  health-care  facilities  adopt  and 
distribute  statements  of  patients’  rights  in  a manner 
which  most  effectively  communicates  these  rights  to 
all  incoming  patients. 

Teaching  Hospitals  — The  Commission  recommends 
that  the  functions  of  teaching  hospitals  be  explained 
to  all  patients  entering  such  hospitals,  and  that  these 
functions  be  emphasized  in  other  forms  of  consumer 
education. 

Socio-Economic  Distinctions  — I he  Commission  rec- 
ommends that  where  they  exist,  distinctions  in  the 
treatment  of  patients  in  teaching  hospitals  based  on 
the  patient’s  race  or  socio-economic  status  be  elimi- 
nated. 

Informed  Consent  — The  Commission  finds  that 
there  is  a generally  recognized  right  of  a patient  to 
be  told  about  the  danger  inherent  in  proposed  medi- 
cal treatment.  That  right  is  consistent  with  the  nature 
of  the  doctor-patient  relationship  and  with  funda- 
mental fairness.  A much  greater  degree  of  communi- 
cation between  health-care  providers  and  patients  is 
really  good,  basic  medical  practice  and  should  be 
encouraged. 

The  Commission  finds  that  the  law  relating  to  the 
nature  of  information  which  the  health-care  provider 
must  supply  to  obtain  valid  consent  for  treatment 
is  presently  in  flux.  Adoption  of  uniform  standards 
requiring  full  disclosure  of  material  risks  would  elim- 
inate much  confusion  as  to  the  basis  and  nature  of 
informed  consent.  Under  such  standards,  both  patient 
and  doctor  would  gain  a clearer  understanding  of 
their  respective  rights  and  obligations. 


The  Commission  recommends  that  a responsible 
member  of  the  patient’s  family  be  given  appropriate 
explanations  where  the  physician  is  justifiably  reluc- 
tant to  explain  such  matters  directly  to  the  patient  be- 
cause of  his  concern  that  the  explanation  itself  is 
likely  to  have  an  adverse  effect  on  the  patient. 

Access  to  Medical  Records  — The  Commission  finds 
that  the  unavailability  of  medical  records  without 
resort  to  litigation  creates  needless  expense  and  in- 
creases the  incidence  of  unnecessary  malpractice 
litigation. 

The  Commission  finds  that  patients  have  a right  to 
the  information  contained  in  their  medical  records 
and  recommends  that  such  information  be  made 
more  easily  accessible  to  patients,  and  the  Commis- 
sion further  recommends  that  the  States  enact  legis- 
lation enabling  patients  to  obtain  access  to  the 
information  contained  in  their  medical  records 
through  their  legal  representatives,  public  or  private, 
without  having  to  file  a suit. 

Alteration  of  Medical  Records  — The  Commission 
recommends  that  the  states  enact  legislation  to  pro- 
hibit modification,  alteration,  or  destruction  of  medi- 
cal records  with  the  intent  of  misleading  or  misin- 
forming the  patient. 

Clinical  Research  Standards  — The  Commission  rec- 
ommends that  physicians  engaged  in  clinical  research 
consider  as  minimum  standards  of  ethical  conduct 
the  World  Medical  Association’s  Declaration  of  Hel- 
sinki and  the  American  Medical  Association  Guide- 
lines for  Clinical  Investigation. 

The  Commission  recommends  that  where  clinical 
investigation  necessarily  involves  the  participation 
of  persons  who  are  not  legally  competent  to  give  valid 
consent,  extraordinary  precautions  be  established  to 
protect  the  interest  of  such  persons. 

The  Commission  recommends  that  the  biomedical 
research  community  make  every  effort  to  educate  its 
prospective  members  in  the  fundamental  principles 
of  research  ethics. 

Protection  of  Human  Subjects  — 1 he  Commission 
recommends  that  the  Department  of  Health,  Educa- 
tion, and  Welfare  guidelines  on  medical  research  in- 
volving humans  be  applied  to  all  persons  participat- 
ing in  medical  research  regardless  of  the  source  of 
funds  which  support  the  investigation. 

Insurance  for  Research  Subjects  — The  Commission 
recommends  that  whenever  a grant  or  other  funding 
is  provided  by  the  Federal  Government  for  medical 
research  involving  human  subjects,  that  the  grant 
include  a sum  sufficient  to  provide  either  insurance  or 
a self-insurance  fund  in  order  to  provide  compensa- 
tion to  any  human  subject  who  may  be  injured  in  the 
course  of  the  research.  Where  the  Federal  Govern- 
ment itself  conducts  the  research,  precisely  the  same 
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rules  should  apply,  either  through  the  Federal  Em- 
ployees’ Compensation  Act  or  other  funding. 

The  Commission  recommends  that  whenever  research 
involving  human  subjects  is  conducted  by  the  private 
sector,  that  insurance  be  provided  to  protect  against 
mishaps,  injury,  or  illness  directly  arising  out  of  that 
research. 

Consumer  Involvement  — The  Commission  recom- 
mends that  the  Secretary  of  Health,  Education,  and 
Welfare  and  the  administrators  of  other  Federally 
supported  health-care  delivery  and  medical  research 
and  demonstration  programs  establish  and  continue 
consumer  involvement  activities  at  the  planning, 
services,  supervisory,  management,  and  coordination 
levels  by  means  of  board  membership,  advocacy  and 
advisory  mechanisms. 

The  Commission  recommends  that  the  same  degree 
of  consumer  involvement  be  fostered  by  all  appropri- 
ate non-Federal  health-care  delivery  and  research 
programs. 

Grievance  Mechanisms  — The  Commission  recom- 
mends that  all  health-care  institutions  establish  a 
patient  grievance  mechanism  capable  of  dealing  with 
patient  care  problems. 

The  Commission  recommends  that,  to  the  extent 
possible,  patient  grievance  mechanisms  be  estab- 
lished to  deal  with  patient  care  problems  in  non- 
institutional  settings. 

The  Commission  recommends  that  the  Secretary  re- 
quire, as  a condition  of  receiving  Medicaid  and  Medi- 
care payments,  that  all  health-care  institutions 
establish  a patient  grievance  mechanism  capable  of 
dealing  with  direct  patient  care  problems. 

The  Commission  recommends  the  initiation  of 
research  programs  to  determine  the  best  way  to  uti- 
lize patient  grievance  mechanisms  to  deal  with  prob- 
lems involving  patient  care,  including  all  health-care 
providers:  hospitals,  nursing  homes,  HMO’s,  clinics, 
and  private  practitioners,  and  also  all  levels  of  regu- 
lation — Federal,  State,  and  professional. 

State  Office  of  Consumer  Health  Affairs  — The  Com- 
missioner recommends  that  there  be  established  in 
each  State  an  Office  of  Consumer  Health  Affairs.  The 
Commission  further  recommends  that  Federal  finan- 
cial assistance  be  made  available  to  the  States  to  en- 
courage the  establishment  of  such  offices  at  the  earli- 
est possible  date. 

Claims  Handling  — The  Commission  recommends 
that  medical  malpractice  carriers  develop  mecha- 
nisms for  improved  claims  handling.  In  particular,  we 
recommend  attention  be  given  to  the  detection  and 
analysis  of  incidents  having  a claims  potential  to 
allow  early  disposition,  and  to  further  experimenta- 
tion with  advance  medical  payments. 


Screening  Panels  — The  Commission  recognizes  the 
value  of  local  efforts  to  mediate  medical  malpractice 
disputes,  and  therefore  recommends  continuous 
experimentation  with  voluntary  mediation  devices. 
The  Commission  also  recommends  that  persons  other 
than  attorneys  and  members  of  the  profession 
involved  in  the  disputes  be  included  as  members  of 
any  mediation  board  or  panel. 

Imposed  Arbitration  — The  Commission  recommends 
more  widespread  use  of  imposed  arbitration  as  an 
alternative  mode  for  resolving  small  medical  mal- 
practice disputes,  providing  the  arbitration  mecha- 
nisms have  the  following  characteristics  and  do  not 
preempt  contractual  arbitration  agreements: 

1 . Arbitration  statutes  enacted  by  the  States  should 
be  designed  to  give  jurisdiction  over  all  parties, 
plaintiffs  and  defendants,  involved  in  a specific 
medical  malpractice  case. 

2.  State  arbitration  laws  should  set  a maximum 
monetary  limit  for  invoking  the  jurisdiction  of 
the  arbitration  board,  with  cases  demanding 
higher  amounts  being  handled  through  the  pres- 
ent jury  system. 

3.  Arbitration  panels  should  include  some  persons 
who  are  neither  attorneys  nor  persons  involved 
in  the  delivery  of  health-care  services. 

4.  There  should  be  the  right  of  trial  de  novo  sub- 
sequent to  arbitration  in  the  highest  level  jury 
court  in  the  State. 

5.  The  State  arbitration  statute  should  provide  eco- 
nomic and  legal  sanctions,  in  order  to  discourage 
subsequent  trials  de  novo  of  questionable  merit, 
(e.g.  evidentiary  rules,  presumptions,  taxation 
of  court  costs). 

6.  A fairly  detailed  synopsis  of  each  arbitration  de- 
cision should  be  made  and  published  in  order 
to  establish  precedents,  provide  information 
necessary  to  evaluate  and  improve  the  arbitra- 
tion system,  and  provide  adequate  feedback  in- 
formation to  the  health-care  system. 

7.  Although  the  Commission  has  recommended 
that  the  results  of  formal  arbitration  proceed- 
ings be  published,  publicity  focused  on  the 
names  of  parties  involved  in  disputes  should 
be  avoided  or  minimized. 

Enabling  Legislation  — The  Commission  recommends 
that  all  States  that  have  not  adopted  legislation  to 
make  binding  arbitration  awards  possible  enact  such 
legislation. 

Contractual  Arbitration  — The  Commission  finds 
that  the  utilization  of  contractual  arbitration  as  an 
innovative  method  of  resolving  malpractice  disputes 
is  an  important  development  that  justifies  continued 
experimentation  and  study  prior  to  universal  adop- 
tion. 


Volume  37,  No.  8 


391 


Freedom  of  Contract  — The  Commission  recommends 
that  no  patient  be  required,  as  a condition  for  receiv- 
ing service,  to  sign  an  agreement  requiring  him  to 
agree  to  arbitrate  any  future  dispute  arising  out  of 
the  service. 

Note:  This  recommendation  does  not  apply  to 
agreements  for  comprehensive  health-care 
services  in  which  the  arbitration  agreement 
may  be  a part  of  the  overall  contract  for 
health-care  services. 

Lay  Representation  — The  Commission  recommends 
that  the  panel  of  arbitrators  include  representatives 
from  the  public  other  than  members  of  the  profes- 
sions involved  in  the  dispute. 

Public  Record  — Furthermore,  the  Commission  rec- 
ommends that  the  results  of  contractual  arbitration, 
including  the  award  and  the  basis  of  the  award,  be 
made  a matter  of  public  record  for  the  purposes  of 
study  and  improvement  of  quality  of  care  and  the 
avoidance  of  unnecessary  injury  to  patients. 

Federal  Coercion  — The  Commission  is  opposed  in 
principle  to  any  form  of  government  activity  which 
would  induce  or  compel  a health-care  provider  or  a 
patient  to  agree  to  arbitrate  disputes  prior  to  the 
event  which  gives  rise  to  the  dispute. 

Alternative  Compensation  Systems  — ■ The  Commis- 
sion recommends  that  the  Federal  Government  fund 
one  or  more  demonstration  projects  at  the  State  or 
local  level  in  order  to  test  and  evaluate  the  feasibility 
of  possible  alternative  medical  injury  compensation 
systems. 

The  Commission  finds  that  further  study  is  war- 
ranted and  essential  for  better  definition  of  the 
event  for  which  compensation  should  be  paid  and 
for  developing  a method  of  financing  whatever  new 
system  is  recommended. 

State  Pilot  Programs  — The  Commission  recom- 
mends that  one  or  more  State  governments  study  and 
investigate,  by  all  appropriate  means,  including  pilot 
programs,  the  feasibility  of  establishing  a patient 
injury  insurance  program,  similar  to  workmen’s  com- 
pensation insurance,  to  provide  designated  compen- 
sation benefits  for  injuries  arising  from  health-care, 
whether  caused  by  medical  malpractice  or  not. 

The  Commission  recommends  that  the  various  pro- 
posals suggested  here  be  developed,  tested  and  dem- 
onstrated through  both  public  and  private  initiatives, 
especially  those  which,  if  possible,  would  promptly 
compensate  medically  injured  patients  without 
regard  to  a finding  of  fault. 

Implementation  of  Recommendations  — The  Com- 
mission recommends  the  creation  of  a non-govern- 
mental, non-profit  organization  which  would  be  the 
nationwide  focal  point  for  malpractice  research,  in- 
formation, education,  and  prevention  activities.  The 


proposed  organization  should  be  broadly  based  and 
representative  of  the  public  at  large,  including  health- 
care providers  and  third  party  payors,  both  public 
and  private,  the  legal  profession,  insurance  industry, 
and  consumers. 

Funding  for  this  entity  should  come  primarily  from 
health,  legal,  and  insurance  organizations,  as  well  as 
from  philanthropic  foundations  and  individuals.  Fed- 
eral assistance  could  come  through  the  research  grant 
mechanism  and  the  sponsorship  of  conferences  and 
activities  necessary  to  establish  the  organization. 


Dissenting  Statement  of 
Charles  A.  Hoffman,  M.D. 

Over  a period  of  16  months  the  members  of  the 
Commission  have  participated  in  numerous  hear- 
ings, attended  numerous  meetings  and  vigorously 
participated  with  good  will  in  the  discussion  of  the 
issues  presented  for  consideration.  Although  the 
votes  on  many  issues  were  sharply  divided,  I am 
convinced  that  each  member  voted  in  accordance 
with  his  or  her  conviction  of  what  is  in  the  public 
interest. 

The  Commission  considered  and  voted  on  ap- 
proximately 100  separate  issues  which  were  pre- 
sented to  it  in  a rather  random  order.  Although 
many  findings  and  recommendations  were  adopted 
which  I did  not  support,  I have  no  criticism  of  my 
fellow  Commission  members  in  this  regard. 

As  is  indicated  in  the  Report,  the  text  which  ties 
together  and  attempts  to  explain  the  Commission’s 
finding  and  recommendations  was  written,  not  by 
the  Commission  or  any  member  of  the  Commission, 
but  by  professional  writers  employed  by  the  Com- 
mission. Drafts  of  this  material  were  submitted  to 
each  Commission  member  for  comments  and  sug- 
gestions. The  decision  on  what  changes  would  be 
made  in  these  drafts  were  those  not  of  the  Commis- 
sion, but  of  the  Commission  staff.  Many  members 
of  the  Commission  requested  an  additional  meeting 
at  which  the  Commission  could  review  and  act  upon 
the  final  draft  of  the  Report,  but  their  requests 
were  denied. 

Only  after  the  final  draft  of  the  Report  was  as- 
sembled and  distributed  was  it  possible  to  accurately 
gauge  the  impact  that  the  Report  is  likely  to  have 
upon  the  public  and  especially  upon  the  health  care 
providers.  After  studying  this  final  draft  of  the 
Report,  I am  regretfully  forced  to  the  conclusion 
that  the  Commission  has  failed  to  accomplish  the 
primary  purpose  for  which  it  was  established. 

Such  a charge  cannot  be  made  lightly  and  can 
only  be  substantiated  by  weighing  the  recommen- 
dations of  the  Commission  against  the  specific 


392 


Connecticut  Medicine,  August,  1973 


purposes  for  which  it  was  created.  That  is  what  I 
intend  to  do. 

That  primary  purpose  is  set  forth  in  Statement  of 
Formal  Determination,  issued  by  the  Secretary  of  the 
Department  of  Health,  Education  and  Welfare  as 
follows:  “The  Commission  will  advise  the  Secretary 
with  respect  to  the  entire  range  of  problems  asso- 
ciated with  professional  liability  (malpractice) 
claims  against  all  categories  of  health  care  providers 
and  institutions  in  both  the  Federal  and  private 
sectors,  and  will  make  recommendations  as  to  legis- 
lative, administrative  and  programmatic  actions 
calculated  to  ameliorate  the  problems  so  identified.” 
Despite  the  expenditure  of  approximately  $2  million, 
the  performance  of  many  research  and  statistical 
studies  and  the  devotion  of  countless  hours  of  time 
and  effort  by  the  Commissioners,  the  Report  of  the 
Commission  does  not  appear  to  be  calculated  to 
ameliorate  to  any  significant  degree  any  of  the 
problems  of  malpractice  claims  against  health  care 
providers  and  institutions.  Indeed,  some  of  the 
recommendations,  if  implemented,  seem  likely  to 
stimulate  an  increased  frequency  of  claims  which 
would  produce  an  inevitable  increase  in  the  cost 
of  health  care  to  the  public. 

The  circumstances  which  gave  rise  to  the  ap- 
pointment of  the  Commission  were  the  extended 
period  of  increasing  claims  against  health-care  pro- 
viders and  institutions.  These  were  reflected  in  sky- 
-ocketing  liability  insurance  rates,  which  in  some 
nstances  rose  ten-fold  in  ten  years.  More  impor- 
:hat,  critical  local  problems  of  providers  had  un- 
ivoidable  adverse  effects  upon  the  public  — the 
oatients  whom  the  health  care  providers  serve. 

Fear  and  anxiety  over  liability  risks  and  loss  of 
nsurance  protection  among  providers  had  an  un- 
avoidable adverse  effect  upon  patient  care.  If  every 
rntient  must  be  considered  a potential  legal  an- 
agonist,  from  the  necessity  of  self-preservation, 
he  provider-patient  rapport  must  suffer.  Regardless 
>f  the  “miracles”  of  modern  science,  harmonious 
nterpersonal  relationships  and  trust  are  essential 
or  the  most  effective  and  successful  health  care, 
rhis  harmony  and  trust  was  and  still  is  being  de- 
troyed  by  malpractice  litigation. 

For  these  reasons,  the  public,  in  its  concern  for 
he  best  possible  medical  care,  and  the  health  care 
)roviders,  in  their  desire  to  provide  that  care  free 
rom  the  fears  and  anxieties  of  these  unprecedented 
egal  risks,  welcomed  the  establishment  of  the  Com- 
nission.  The  public  and  the  providers  both  have 
ooked  forward  in  hopeful  anticipation  to  results  of 
he  Commission’s  activities  which  would  provide 
ome  practical,  helpful  and  effective  solutions  to 
hese  problems.  These  expectations  may  have  been 


unrealistic,  but  it  appears  likely  that  the  Report  of 
the  Commission  will  leave  both  the  public  and  the 
providers  bitterly  disappointed. 

The  Report  fails  entirely  to  identify  the  medical 
malpractice  claims  problems  for  what  they  really 
are.  These  problems  are  an  integral  part  of  the  much 
greater  problems  of  general  liability  claims  and 
litigation.  These  problems  include  automobile  li- 
ability, product  liability,  airline  and  rail  liability, 
homeowners  liability  and  all  others,  including  mal- 
practice liability.  The  malpractice  claims  problems 
are  only  the  most  visible  part  of  the  general  prob- 
lems and  the  part  where  the  results  are  most  dis- 
astrous because  they  adversely  affect  the  nation’s 
health  care. 

The  United  States  has  always  been  very  litiga- 
tion prone.  Its  people  have  always  been  quick  to 
file  a lawsuit  seeking  damages  for  virtually  any 
injury,  real  or  imagined.  In  recent  years,  the  habit 
of  litigation  has  been  increasing  to  virtually  orgy 
proportions.  In  the  personal  injury  field,  of  which 
malpractice  is  a part,  litigation  is  encouraged  by 
the  contingent  legal  fee  system  which  permits  a 
claimant  to  file  a lawsuit  with  little,  if  any,  finan- 
cial risk.  This  system  is  widely  used  only  in  the 
United  States  and  not  at  all  in  most  other  countries. 

As  a result  the  United  States  has,  in  relation  to 
its  population,  more  litigation,  more  courts,  more 
judges,  more  lawyers  and  higher  costs  of  litigation 
and  liability  insurance  rates  than  any  other  country 
in  the  world.  This  general  litigation  and  the  costs 
and  problems  which  it  generates  are  continually 
increasing  every  year. 

General  litigation  is  further  stimulated  by  the 
clearly  apparent  trend  in  the  courts  and  the  legal 
system  toward  imposing  greater  risks  of  liability  in 
virtually  every  aspect  of  human  activity.  The  courts 
are  continually  establishing  new  rules  of  liability, 
new  rules  of  evidence,  and  new  rules  of  procedure 
to  make  it  easier  for  any  injured  person  to  recover 
substantial  damages  from  someone  for  virtually  any 
injury  he  suffers.  If  this  trend  continues  to.  its  logical 
conclusion,  anyone  who  engages  in  any  activity  will 
have  to  pay  full  damages  to  any  other  person  who  is 
injured  in  any  way  even  remotely  associated  with 
that  activity,  regardless  of  what  caused  the  injury. 

This  trend  is  also  clearly  apparent  in  the  field  of 
malpractice  litigation.  Let  me  make  it  clear  that  I, 
like  other  physicians,  affirm  that  any  patient  who 
is  injured  in  the  course  of  his  health  care  as  a direct 
result  of  misconduct  or  negligence  on  the  part  of 
any  health  care  provider  or  institution  is  entitled  to 
just  and  reasonable  compensation  for  his  injury.  A 
burden  of  compensation  for  injuries  should  not  be 
imposed  on  providers  or  institutions,  however, 
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merely  because  an  injury  has  occurred,  in  the  ab- 
sence of  any  misconduct  or  negligence.  To  do  so 
increases  the  cost  of  health  care  without  any  justi- 
fication. 

In  line  with  the  general  trend  toward  increasing 
liability  outlined  above,  the  courts  have,  in  the  field 
of  medical  malpractice,  imposed  this  unwarranted 
burden  upon  providers  and  institutions  by  adopting 
new  rules  of  liability,  evidence  and  procedure  which 
make  it  easier  for  claimants  to  recover  damages 
against  such  providers  and  institutions  with  little, 
if  any,  proof  of  misconduct.  With  only  insignificant 
exceptions  these  new  rules  apply  only  in  lawsuits 
against  health  care  providers  and  institutions.  They 
include:  (a)  the  “discovery”  rule  under  the  statute 
of  limitation,  (b)  application  of  the  doctrine  of  res 
ipsa  loquitur  to  injuries  arising  out  of  the  perfor- 
mance of  professional  services,  (c)  the  doctrine  of 
“informed  consent,”  and  (d)  a rule  allowing  liability 
based  on  an  alleged  oral  guarantee  of  good  results. 
Application  of  these  and  similar  new  legal  doctrines 
have  inevitably  increased  the  cost  of  health  care. 
The  Commission  should  have  made  a clear  and 
strong  recommendation  for  appropriate  and  equi- 
table remedial  legislation  to  correct  these  discrimin- 
atory legal  doctrines.  Instead  of  facing  this  need 
squarely,  the  Report  recommends  referral  of  the 
legal  doctrines  to  some  vaguely  defined  and  present- 
ly nonexistent  group  which  is  supposed  to  develop 
recommendations  for  uniform  rules  of  law  “in  the 
nature  of  a Restatement  of  the  Law  of  Medical- 
Legal  Principles.” 

Uniformity  of  law  is  desirable  only  if  it  is  uniform- 
ity of  good  law.  Uniformity  of  discriminatory  law 
would  only  compound  the  evil.  No  unofficial  group, 
such  as  that  proposed,  can  change  any  of  the  dis- 
criminatory legal  doctrines  which  have  been  estab- 
lished by  the  courts.  As  a practical  matter,  these 
rules  can  be  changed  only  by  appropriate  remedial 
legislation.  Some  remedial  legislation  has  already 
been  adopted  in  some  states.  If  the  Commission 
had  strongly  urged  such  remedial  legislation,  it 
would  have  been  more  helpful  in  achieving  ameliora- 
tion of  the  problems. 

My  views  on  these  legal  doctrines  and  the  ap- 
propriate remedies  are  set  forth  in  more  detail  in 
one  of  the  seven  separate  statements  which  were 
submitted  by  me  and  which  are  published  with  the 
Report.  These  statements  were  submitted  by  me  to 
the  Commission,  together  with  appropriate  accom- 
panying recommendations,  for  consideration  and 
action  by  the  Commission.  When  it  appeared  that 
the  Commission  was  unwilling  or  unable  to  consider 
and  act  upon  these  proposals,  I submitted  them  for 


publication  with  the  Report  as  my  separate  state- 
ments. 

I believe  that  these  separate  statements  cover 
those  areas  of  the  problems  of  medical  malpractice 
claims  which  are  of  the  greatest  importance  and 
contain  recommendations  which,  if  implemented, 
would  be  most  conducive  to  ameliorating  those 
problems.  I believe  that  many  members  of  the 
Commission  would  have  agreed  with  these  state- 
ments and  recommendations  if  they  had  been  given 
an  opportunity  to  consider  and  vote  on  them. 

Regrettably,  the  Report  offers  little  that  is  likely 
to  ameliorate  the  problems  associated  with  mal- 
practice claims.  Indeed,  some  of  the  recommenda- 
tions, if  implemented,  would  be  likely  to  increase 
the  cost  of  health  care  or  impair  availability  of  health 
care  manpower  without  any  significant  benefit 
with  regard  to  the  problems  of  medical  malprac- 
tice claims. 

Without  any  statistical  or  evidentiary  proof,  the 
Report  tends  to  give  the  false  impression  that  the 
rapid  increase  in  recent  years  of  the  frequency  and 
cost  of  malpractice  claims  has  arisen  from  a deterior- 
ation in  the  general  quality  of  health  care.  The 
reality  is  that  the  general  quality  of  health  care  has 
been  dramatically  improving  during  the  same  period 
of  time  when  the  frequency  and  cost  of  claims  have 
been  increasing.  It  is  this  paradox  which  is  most 
frightening  to  health  care  providers.  It  seems  to  them 
that  the  more  the  general  quality  of  care  is  improved 
the  more  malpractice  claims  arise. 

1 am  sure  that  the  Commission  did  not  intend  to 
take  action  which  would  increase  the  frequency  of 
claims,  but  it  seems  clear  that  the  implementation 
of  some  part  of  the  Report  would  inevitably  have 
that  result.  For  example,  the  provision  of  public 
legal  assistance  for  those  unwilling  to  represent 
them  will  undoubtedly  stimulate  more  claims.  With 
the  taxpayer  paying  the  legal  expense,  there  would 
be  no  deterrent  to  claims  or  lawsuits  regardless  of 
whether  the  claims  had  merit.  Although  no  one 
should  be  denied  justice  solely  because  no  lawyer  is 
willing  to  represent  him,  there  must  be  some  way 
of  handling  this  problem  without  an  open  invita- 
tion to  additional  claims,  such  as  a compensation 
system  discussed  later  in  this  report. 

The  Report  recommends  establishment  of  com- 
pulsory patient  grievance  mechanisms.  This  is  a 
desirable  method  for  handling  patient  discontent 
that  unavoidably  arises  in  the  cause  of  health  care. 
Extending  the  procedure  beyond  that  scope  to 
include  damage  claims,  as  the  Report  suggests,  is 
likely  to  both  defeat  that  purpose  and  to  stimulate 
unwarranted  claims.  Other  more  appropriate 
methods  for  handling  claims,  such  as  screening 
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panels,  arbitration  and  mediation  are  covered  else- 
where in  the  Report. 

The  Office  of  the  Consumer  Health  Affairs  which 
the  Report  recommends  for  every  state,  would  be 
empowered  to  receive  and  investigate  complaints, 
to  seek  and  settle  complaints,  and  to  refer  com- 
plaints to  legal  assistance  programs.  The  nature 
and  functions  of  this  office  would,  of  necessity, 
stimulate  additional  claims.  Consumer  protection 
is  generally  desirable  but  it  would  seem  that  it 
should  be  possible  to  achieve  that  objective  without 
stimulating  more  malpractice  claims. 

The  major  concern  of  every  health-care  provider 
is  the  welfare  of  his  patients,  who  are  the  health- 
care consumers.  The  rights  of  patients  must  be 
protected.  This  is  an  objective  pursued  as  vigor- 
ously by  the  health-care  providers  as  it  is  by  any 
consumer  organization.  There  is  need  for  improve- 
ment in  this,  as  in  any  other  aspect  of  human  affairs 
and  there  is  understandable  disagreement  as  to  the 
best  methods  to  accomplish  the  goal.  Stimulation 
of  more  claims,  with  their  attendant  antagonism, 
does  not  seem  to  be  the  best  way  to  assure  patient 
welfare. 

The  Report  stresses  the  obvious  fact  that,  if 
there  were  no  injuries  in  the  course  of  health  care, 
there  would  be  no  malpractice  claims.  Granted  this 
truism,  it  must  also  be  recognized  that,  where  the 
health  care  of  a patient  demands  intervention  by 
surgery  or  potent  drugs,  the  risk  of  injury  is  un- 
avoidable. Although  no  accurate  figures  are  avail- 
able, it  should  not  surprise  anyone  that  the  number 
of  health  care  injuries  per  year  is  high.  All  available 
evidence,  however,  indicates  that  only  a very  small 
percentage  of  such  injuries  are  caused  by  the  mis- 
conduct or  negligency  of  anyone. 

One  of  the  few  constructive  recommendations 
included  in  the  Report  is  that  calling  for  develop- 
ment of  injury  prevention  programs  for  every  health 
care  institution.  A similar  proposal  is  included  in 
one  of  my  seven  separate  statements. 

There  is  reason  to  believe  that  any  substantial 
reduction  in  the  frequence  of  such  injuries,  how- 
ever caused,  would  eventually  have  some  beneficial 
effect  upon  the  frequency  of  malpractice  claims. 
Injury  prevention,  even  at  optimum  performance, 
would  not  eliminate  all  claims  and  any  reduction  is 
likely  to  be  slow  in  making  itself  manifest. 

Even  with  the  best  efforts  to  reduce  the  fre- 
quency of  injuries,  some  will  always  continue  to 
occur.  Many  are  the  unavoidable  consequences  of 
necessary  health  care  procedures.  Some  are  the 
results  of  human  error,  which  cannot  be  totally 
eliminated,  since  neither  patients  nor  providers  are 
infallible  machines. 


When  a patient  does  suffer  a substantial  injury, 
he  does  need  economic  assistance  for  himself  and 
his  family.  That  need  is  just  as  great  whether  the 
injury  was  caused  by  someone  else’s  fault  or  not.  If 
no  other  source  of  assistance  is  available,  he  will  be 
under  great  pressure  to  make  a malpractice  claim 
to  meet  those  needs. 

Although  the  Report  does  not  specifically  recom- 
mend the  adoption  of  a compensation  system  which 
would  not  require  proof  of  fault  on  the  part  of  a 
health  care  provider  or  institution  before  the  eco- 
nomic needs  of  an  injured  patient  could  be  met,  it 
did  recommend  experimentation  with  such  systems, 
which  is  also  a constructive  proposal.  The  easiest 
way  to  achieve  this  result  would  be  to  extend  exist- 
ing workmen’s  compensation  laws  to  cover  medical 
injuries  on  substantially  the  same  terms  that  indus- 
trial injuries  are  now  covered.  Such  compensation 
not  based  on  liability  would  undoubtedly  be  more 
costly  than  the  present  liability  system.  It  would, 
however,  provide  more  benefits  to  more  injured 
patients.  If  a system  of  this  kind  is  adopted,  however, 
it  should  be  done  in  a way  that  would  not  add  to 
the  cost  of  health  care. 

Other  constructive  proposals  are  those  related  to 
data  collection,  at  least  in  part.  Accurate  and  re- 
liable data  about  medical  malpractice  problems 
have  previously  not  been  available.  Some  of  the 
data  is  urgently  needed  to  help  to  ameliorate  the 
problems  of  medical  malpractice  claims.  In  one  of 
my  seven  separate  statements,  I have  indicated  the 
appropriate  scope  of  data  collection. 

The  Report,  however,  goes  beyond  practical 
limits  on  data  collection.  It  calls  for  collection  of 
data  on  many  different  subjects  from  many  dif- 
ferent sources,  without  any  determination  of  what 
kind  of  data  is  really  worth  collecting.  Data  collec- 
tion and  processing  is  too  expensive  to  plunge  into 
wholesale  without  careful  cost  justification. 

One  of  the  reasons  why  the  Commission  did  not 
present  more  constructive  proposals  appears  to  be 
the  unfortunate  circumstances  that  it  spent  too 
much  of  its  time  debating  issues  which  had  little,  if 
any,  relationship  to  the  frequency  or  cost  of  mal- 
practice claims.  While  these  issues  may  have  been 
important  ones  in  relation  to  health  care  generally 
and  may  have  some  possible  association  with  mal- 
practice claims,  the  result  was  many  recommenda- 
tions that  are  likely  to  have  little,  if  any,  beneficial 
results  toward  amelioration  of  the  problems  of  med- 
ical malpractice  claims. 

Everyone  agrees  that  more  and  better  education 
on  the  undergraduate,  graduate  and  continuing 
education  levels  is  highly  desirable  for  all  profes- 
sionals, including  health  care  providers.  No  evi- 
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dence  has  been  found,  however,  statistical  or 
otherwise  that  deficiencies  in  health  care  education 
at  any  level  have  been  a significant  causative  factor 
for  the  increasing  frequency  and  cost  of  malpractice 
claims.  Accordingly,  improving  education  is  not 
likely  to  have  any  significant  effect  in  reducing  the 
frequency  of  claims. 

Everyone  also  agrees  that  licensure  and  disci- 
plinary proceedings  by  the  state  licensing  boards 
should  exclude  from  patient  care  all  providers  who 
are  professionally  incompetent  and  a hazard  to 
patients  who  come  under  their  care.  Again,  how- 
ever no  evidence  statistical  or  otherwise  establsihed 
that  laxity  in  licensure  or  discipline  had  any  signifi- 
cant causal  effect  upon  the  frequency  or  cost  of 
claims.  Better  licensure  regulation  may  be  desirable, 
but  it  is  not  likely  to  significantly  ameliorate  the 
problems  of  medical  malpractice  claims. 

Everyone  further  agrees  that  the  health  care  pro- 
viders, whether  on  the  level  of  general  practice  or 
specialty  practice,  should  maintain  their  profes- 
sional competence  on  a continuing  basis.  Here  also, 
no  evidence  either  statistical  or  otherwise  was  pre- 
sented that  failure  to  maintain  professional  com- 
petence was  a significance  causative  factor  upon 
the  frequency  or  cost  of  malpractice  claims.  Main- 
tenance of  professional  competence  should  be 
encouraged,  but  is  seems  unlikely  to  have  any 
significant  effect  on  malpractice  claims. 

Everyone  again  agrees  that  hospital  staff  priv- 
ileges should  be  regulated  so  that  health  care 
providers  will  limit  their  activities  to  the  scope  of 
their  established  competence.  Again,  however,  there 
was  no  evidence  statistical  or  otherwise  that  failure 
to  properly  restrict  staff  privileges  was  a significant 
causative  factor  for  the  frequency  or  cost  of  mal- 
practice claims.  Hopefully  regulation  of  staff  priv- 
ileges will  continue  to  improve,  but  it  seems  unlikely 
that  such  improvement  will  have  any  significant 
effect  in  ameliorating  the  problems  of  malprac- 
tice claims. 

Everyone  agrees  that  medical  research  should  be 
governed  by  ethical  principles  which  carefully  pro- 
tect the  rights  of  patients  or  subjects  who  participate 
in  such  research.  Here,  also,  no  evidence  statistical 
or  otherwise  was  found  that  unethical  research 
practices  were  a significant  causative  factor  for  the 
frequency  or  cost  of  malpractice  claims.  Ethical 
principles  in  medical  research  must  be  rigorously 
enforced,  but  there  is  no  reason  to  believe  that  such 
enforcement  will  significantly  ameliorate  malprac- 
tice claim  problems. 

The  Report  contains  many  varied  recommenda- 
tions in  addition  to  those  mentioned  here.  These 
recommendations  involve  activity  by  health  care 


providers  and  institutions,  by  the  legal  profession, 
by  the  insurance  industry,  by  consumers  and  by 
federal  and  state  governments.  All  of  these  recom- 
mendations, if  implemented,  would  involve  some 
costs,  and  in  many  instances  substantial  costs.  It  is 
not  possible  to  make  any  realistic  estimate  at  this 
time  as  to  what  the  total  costs  would  be.  1 believe, 
however,  that  it  is  safe  to  say  that  the  total  cost 
would  be  staggering,  if  all  of  the  recommendations 
were  implemented.  If  these  costs  were  added  to 
the  cost  of  health  care,  the  results  would  be  tragic 
for  the  public. 


Blue  Cross  Booklet  Available 

Blue  Cross  of  Connecticut  has  a limited  quantity  of  three  book- 
lets available  for  distribution  to  physicians  without  charge.  These 
are:  ‘‘Adolescence  For  Adults"  focuses  on  the  adult  side  of  the 
generation  gap.  It  contains  articles  by  Dr.  Roy  W.  Menninger, 
M.D.  on  “Signals  From  A Troubled  Generation”;  “How  Adoles- 
cents Evoke  Hostility,”  by  Edgar  Z.  Friedenberg  and  “A  Disas- 
trous Paradox”  by  Arthur  Schlesinger,  Jr. 

"Generation  in  the  Middle"  presents  a look  at  the  middle  years. 
Articles  include  “The  Decisive  Years”  by  Clifford  B.  Hicks; 
“Keeping  Fit  After  Forty”  by  Theodore  Irwin  and  “Family  and 
Freedom”  by  Eda  J.  LeShan. 

"Food  and  Fitness"  outlines  some  of  the  basic  rules  for  good 
health  habits.  This  booklet  includes  “We’re  Flunking  Food”  by 
Fredrick  J.  Stare,  M.D.;  “Why  Exercise  Pays”  by  Jean  Mayer, 
Ph.D.  and  “Getting  Back  in  Shape”  by  H.  Leon  Garrett,  Ed.  D. 
Requests  should  be  sent  to  the  Public  Relations  Department, 
Attention  of:  Mr.  Patrick  J.  O’Leary,  Manager,  Connecticut 
Blue  Cross,  370  Bassett  Road,  North  Haven,  Conn.  06473. 


SURGICAL  ASSISTANT’S  FEE 

The  House  of  Delegates  adopted  the  following  five  principles: 

1.  Each  member  of  the  AM  A is  expected  to  observe  the  Prin- 
ciples of  Medical  Ethics  in  every  aspect  of  his  professional  prac- 
tice. 

2.  Each  doctor  engaged  in  the  care  of  the  patient  is  entitled 
to  compensation  commensurate  with  the  value  of  the  services 
he  has  personally  rendered. 

3.  No  doctor  should  bill  or  be  paid  for  a service  which  he  does 
not  perform;  mere  referral  does  not  constitute  a professional 
service  for  which  a professional  charge  should  be  made  or  for 
which  a fee  may  be  ethically  paid  or  received. 

4.  When  services  are  rendered  by  more  than  one  physician, 
each  physician  should  submit  his  own  bill  to  the  patient  and 
be  compensated  separately  whenever  possible. 

5.  It  is  ethically  permissible  in  certain  circumstances,  however, 
for  a surgeon  to  engage  other  physicians  to  assist  him  in  the 
performance  of  a surgical  procedure  and  to  pay  a reasonable 
amount  for  such  assistance,  provided  the  nature  of  the  financial 
arrangement  is  made  known  to  the  patient.  This  principle  applies 
whether  or  not  the  assisting  physician  is  the  referring  doctor. 
— Opinions  And  Reports,  Judicial  Council  of  the  A.M.A. 
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Treatment  of  Cardiogenic  Shock  I 

Lawrence  S.  Cohen,  M.D. 


Although  the  treatment  of  cardiac  arrhythmias 
following  a myocardial  infarction  has  decreased  in- 
hospital  mortality,  cardiogenic  shock  remains  a ma- 
jor cause  of  death.  The  mortality  rate  of  cardiogenic 
shock  is  still  in  the  range  of  75  to  80  per  cent.  It  is 
estimated  that  over  100,000  individuals  die  yearly 
in  the  United  States  with  this  syndrome.  The  clinical 
profile  of  the  patient  with  cardiogenic  shock  is 
familiar.  At  some  point  after  sustaining  a heart  attack 
the.  blood  pressure  starts  to  fall  and  is  usually  no 
greater  than  80  mm.  Hg.  systolic.  A tachycardia  of 
120-140  beats  per  minute  is  quite  usual.  The  skin 
color  is  a dusky  cyanotic  gray  and  the  patient  is 
markedly  diaphoretic.  Urine  output  falls  and  the 
patient’s  sensorium  becomes  clouded.  He  will  often 
be  barely  arousable  or  may  be  quite  irrational.  Ter- 
minally, ventricular  tachyarrhythmias  or  heart  block 
may  occur. 

If  any  one  form  of  therapy  had  proved  to  be  suc- 
cessful there  would  be  little  controversy  concerning 
the  proper  medical  therapy  for  this  condition.  Since 
the  mortality  is  so  high  there  have  been  many  forms 
of  therapy  advocated.  Since  there  is  no  uniform 
agreement  concerning  therapy  the  following  ap- 
proach is  one  which  the  author  accepts  as  a generally 
reasonable  one.  It  is  axiomatic  that  therapy  must  be 
individualized  for  each  patient  and  that  no  patient 
should  receive  a predetermined  regimen. 

The  principles  of  therapy  for  cardiogenic  shock 
follow  from  the  pathophysiology  of  this  condition. 
There  is  increasing  evidence  that  the  major  factor 
leading  to  cardiogenic  shock  is  an  inability  of  the 
left  ventricle  to  perform  adequately  as  an  effective 
pump.  In  almost  all  cases  cardiac  output  is  markedly 
diminished.  Similarly,  the  hypotension  which  is  a 
hallmark  of  this  syndrome  is  in  large  part  a conse- 
quence of  low  cardiac  output.  Since  a critical  pres- 
sure is  necessary  to  maintain  coronary  filling,  the 
hypotension  has  deleterious  effects  upon  coronary 
filling  and  this  in  turn  leads  to  further  deterioration 
in  the  ability  of  the  heart  to  support  the  circulation. 

The  two  goals  of  therapy  for  this  condition  are: 

1.  To  increase  the  cardiac  output  and 

2.  To  raise  systemic  blood  pressure 
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Both  of  these  goals  could  be  achieved  if  the  left 
ventricle  were  helped  sufficiently  to  augment  its 
contractility. 

General  Considerations 

Since  cardiogenic  shock  has  such  a dreadful  prog- 
nosis, any  patient  with  this  syndrome  should  be 
treated  in  a specialized  facility  capable  of  handling 
the  intricate  problems  that  arise.  Adequate  bedside 
and  central  nursing  station  electrocardiographic 
monitoring  should  be  available.  An  intravenous  line 
capable  of  measuring  central  venous  pressure  should 
be  present  and  fluids  and  medication  may  be  ad- 
ministered through  it.  Although  it  is  desirable  under 
certain  circumstances  to  be  able  to  directly  record 
arterial  pressure  through  the  use  of  a strain  gauge 
and  pressure  transducer  this  latter  intervention  is 
not  absolutely  essential. 

The  measurement  of  central  venous  pressure  may 
be  important  in  unmasking  hypovolemia  as  a con- 
tributory factor  to  the  shock.  With  the  widespread 
use  of  diuretics  in  cardiac  patients  it  is  not  unusual 
for  the  patient  who  sustains  a myocardial  infarction 
to  have  the  problems  of  hypovolemia  added  to  those 
of  pump  failure.  Although  it  is  well  recognized  that 
the  central  venous  pressure  may  be  totally  normal, 
even  if  the  patient  is  in  pulmonary  edema,  know- 
ledge of  the  central  venous  pressure  does  help  man- 
agement. If  the  central  venous  pressure  is  low  or 
normal  and  if  the  patient  is  not  in  gross  left  sided 
congestive  heart  failure  with  rales,  dyspnea  and 
roentgenographic  evidence  of  pulmonary  edema, 
judicious  fluid  therapy  may  be  extremely  valuable 
in  reversing  the  state  of  circulatory  failure.  By  taking 
advantage  of  the  fact  that  as  left  ventricular  end 
diastolic  pressure  and  volume  increase,  so  will  left 
ventricular  work  and  stroke  output,  a trial  of  250 
ml.  of  isotonic  saline  or  low  molecular  weight  dex- 
tran  may  be  tried.  If  this  improves  the  circulatory 
state  then  another  250  ml.  may  be  given.  At  times 
a simple  therapeutic  maneuver  such  as  fluid  ad- 
ministration may  be  of  great  help  in  relieving  many 
of  the  manifestations  of  this  syndrome. 

If  central  venous  pressure  is  elevated  in  the  ab- 
sence of  cor  pulmonale,  there  is  generally  little 
chance  that  fluid  administration  will  be  helpful  and 
the  danger  of  causing  pulmonary  edema  increases. 

Other  general  principles  such  as  oxygen  adminis- 
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tration  and  adequate  pain  relief  will  not  be  com- 
mented upon  in  this  review  other  than  to  mention 
them.  Pain,  such  as  that  which  may  occur  with  a 
myocardial  infarction,  may  often  lead  to  vagal  re- 
flexes which  potentiate  hypotension.  Sufficient  anal- 
gesia should  be  given  to  alleviate  pain  completely. 

Digitalis  glycosides 

There  is  considerable  controversy  concerning  the 
role  of  digitalis  glycosides  in  the  syndrome  of  cardio- 
genic shock.  The  argument  usually  cited  by  physi- 
cians who  are  reluctant  to  utilize  digitalis  is  the 
recognized  potential  of  digitalis  to  cause  ventricular 
arrhythmias.  More  recently,  it  has  been  shown  that 
any  intervention  which  increases  the  velocity  of 
myocardial  contraction  also  increases  myocardial 
oxygen  consumption.  One  of  the  actions  of  digitalis 
is  to  raise  the  velocity  of  contraction  and  therefore 
it  may  raise  myocardial  oxygen  consumption.  It  has 
been  demonstrated  that  areas  of  myocardium  which 
are  marginally  oxygenated  following  an  occlusion  of 
a coronary  artery  may  become  necrotic  instead  of 
ischemic  if  myocardial  oxygen  consumption  is  aug- 
mented. However,  if  one  accepts  the  thesis  that  the 
primary  abnormality  in  cardiogenic  shock  is  a mark- 
ed depression  of  left  ventricular  contractility,  then 
digitalis  therapy  becomes  a very  rational  means  of 
trying  to  restore  circulatory  integrity.  Unfortunately 
a controlled  study  of  digitalis  therapy  in  cardiogenic 
shock  is  still  not  available. 

It  is  the  author’s  practice  to  administer  digitalis 
early  in  the  course  of  cardiogenic  shock  if  the  pa- 
tient is  not  already  taking  this  medication.  The  onset 
of  action  and  peak  effect  of  intravenous  digoxin  are 
such  as  to  make  it  a perfectly  reasonable  drug  to  use. 
Between  1.0  and  1.5  mg.  digoxin  is  given  intra- 
venously in  approximately  a 2 hour  period  in  doses 
of  0.25  mg.  every  fifteen  or  twenty  minutes. 

It  should  be  noted  that  pulmonary  venous  conges- 
tion or  other  signs  of  left  heart  failure  need  not  be 
present  in  a patient  with  cardiogenic  shock.  The 
author  feels,  nonetheless,  that  digitalis  plays  a role 
in  the  therapy  of  the  patient  in  cardiogenic  shock. 
It  should  be  recognized  however  that  this  form  of 
therapy  is  not  agreed  upon  uniformly. 

Vasopressors 

The  most  easily  recognizable  feature  of  cardio- 
genic shock  is  hypotension.  A variety  of  agents  are 
available  to  raise  arterial  blood  pressure.  The  sym- 
pathomimetic amines  have  received  considerable 
use.  These  drugs  have  been  classified  into  alpha  or 
beta  stimulatory  agents.  Alpha  adrenergic  drugs  act 
primarily  on  the  peripheral  arterioles  and  raise  blood 
pressure  by  increasing  peripheral  resistance.  In- 


cluded in  this  group  are  methoxamine  (Vasoxyl)  and 
phenylephrine  (Neosynephrine).  A second  category 
of  drug  not  only  stimulates  alpha  adrenergic  re- 
ceptors in  the  peripheral  arterioles  but  also  stimu- 
lates beta  adrenergic  receptors  in  the  myocardium. 
Metaraminol  (Aramine),  nor-epinephrine  (Lev- 
ophed)  and  epinephrine  are  examples  of  this  type 
of  agent.  An  example  of  a sympathomimetic  amine 
which  has  only  beta  stimulating  effects  is  isopro- 
terenol (Isuprel).  Since  isoproterenol  acts  as  a peri- 
pheral vasodilator  it  does  not  appropriately  fall  into 
the  category  of  a vasopressor,  although  it  is  a sym- 
pathomimetic amine. 

Although  raising  the  blood  pressure  is  generally 
considered  an  appropriate  goal  in  the  treatment  of  a 
patient  in  cardiogenic  shock,  the  issue  is  not  quite 
that  simple.  Since  most  filling  of  the  coronary  arter- 
ies occurs  in  diastole,  the  coronary  arteries  do  re- 
quire a certain  level  of  pressure  in  the  central  aorta 
in  order  to  fill.  Myocardial  function  is  dependent 
upon  adequate  coronary  bloodflow  and  will  deterior- 
ate in  the  presence  of  inadequate  perfusion  pressure. 

It  has  been  shown,  however,  that  drugs  which  act 
only  on  the  peripheral  arterioles,  thereby  raising 
blood  pressure  by  elevating  peripheral  vascular 
resistance,  may  have  a deleterious  effect  upon  pa- 
tients in  cardiogenic  shock.  If  left  ventricular  func- 
tion is  sufficiently  impaired  to  place  a patient  into 
cardiogenic  shock,  increasing  the  resistance  against 
which  the  left  ventricle  must  pump  may  further  de- 
crease cardiac  output. 

For  this  reason,  drugs  which  act  solely  on  the 
peripheral  vasculature  such  as  methoxamine  or 
phenylephrine  have  little  or  no  role  in  the  therapy 
of  cardiogenic  shock. 

Agents  which  act  both  on  the  beta  receptors  of 
the  myocardium  and  the  alpha  receptors  of  the 
periphery  have  been  used  most  extensively.  It  is  wise 
to  use  as  little  of  these  agents  as  are  necessary  to 
maintain  an  adequate  perfusion  pressure  and  it  is 
also  advisable  to  give  these  agents  by  intravenous 
drip  rather  than  intramuscularly.  By  so  doing,  blood 
pressure  can  be  titrated  more  precisely.  It  is  not  nec- 
essary for  the  blood  pressure  to  be  brought  to  normal 
levels.  A systolic  blood  pressure  of  90-100  mm.Hg. 
is  usually  adequate.  It  is  the  author’s  practice  to 
place  50  mg.  of  metaraminol  in  500  ml.  of  5 percent 
dextrose  in  water.  This  is  infused  at  a rate  sufficient 
to  elevate  blood  pressure  the  desired  amount. 

Nor-epinephrine  (Levophed)  is  another  sympa- 
thomimetic amine  which  has  potent  effects  upon 
both  the  periphery  and  the  central  circulation.  Al- 
though blood  pressure  can  generally  be  raised  by 
an  intravenous  drip  of  nor-epinephrine,  experience 
indicates  that  relatively  few  patients  survive  if  it 
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becomes  necessary  to  use  this  drug  in  order  to  sus- 
tain blood  pressure. 

Glucagon 

Glucagon,  a hormone  which  has  been  shown  to 
raise  blood  sugar  has  also  been  utilized  recently  in 
patients  with  cardiogenic  shock.  Although  its  mech- 
anism of  action  is  not  known  precisely,  it  does  have 
the  property  of  increasing  cardiac  contractility, 


possibly  by  augmenting  the  synthesis  of  cyclic  AMP. 
Initial  studies  of  this  agent  in  the  animal  laboratory 
and  in  the  human  cardiac  catheterization  laboratory 
led  to  some  enthusiasm  for  its  use  in  patients  with 
myocardial  infarction  and  shock.  Other  than  for 
some  anecdotal  reports  of  its  efficacy  this  agent  has 
generally  been  disappointing  in  the  treatment  of 
this  condition  and  has  generally  been  abandoned  as 
a useful  therapeutic  agent. 


Treatment  of  Cardiogenic  Shock  II 

Lawrence  S.  Cohen,  M.D. 


Assisted  Circulation 

As  indicated  in  Part  I of  this  review,  the  major 
abnormality  in  cardiogenic  shock  is  failure  of  the 
left  ventricle  as  an  effective  pump.  To  this  end  con- 
siderable effort  has  been  expended  in  the  develop- 
ment of  cardiac  assist  devices  to  help  the  left  ventricle 
which  has  been  damaged  as  a consequence  of  a 
myocardial  infarction. 

Many  lessons  concerning  prolonged  assisted  cir- 
culation were  learned  from  surgical  procedures 
utilizing  extracorporeal  circulation.  Although  the 
heart-lung  machine  may  take  over  completely  the 
functions  of  oxygenation  and  pumping  of  blood, 
there  are  many  limitations  to  this  technique  for 
patients  in  cardiogenic  shock.  The  need  for  a thor- 
acotomy in  a critically  ill  patient  virtually  rules  out 
any  potential  efficacy  of  this  approach.  In  addition, 
the  problems  of  hemolysis,  plasma  protein  changes, 
clotting,  infection  and  post  perfusion  lung  make 
prolonged  extracorporeal  circulatory  techniques 
unfeasible  for  patients  with  cardiogenic  shock. 

Modifications  of  total  extracorporeal  circulatory 
assist  have  been  utilized  as  temporary  measures 
to  help  support  a failing  circulation.  Veno-arterial 
pumping  is  one  of  these  modifications.  With  this 
method,  blood  is  withdrawn  through  a cannula  in- 
troduced into  the  central  venous  system  from  the 
femoral  vein.  Blood  is  pumped  into  the  arterial 
system  from  the  femoral  vein.  If  the  venous  blood 
is  passed  through  an  oxygenator  the  patient  is  on 
partial  heart  lung  bypass  for  all  practical  purposes. 
If  no  oxygenator  is  utilized  the  procedure  is  much 
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simpler  but  anticoagulant  drugs  still  are  necessary 
to  prevent  clotting  within  the  system.  It  has  been 
demonstrated  that  the  lower  body  and  extremities 
can  tolerate  prolonged  periods  of  perfusion  with 
venous  blood. 

Left  Heart  Bypass 

This  method  of  assisted  circulation  removes 
oxygenated  blood  from  the  left  atrium  and  returns 
it  to  the  systemic  circulation.  By  so  doing,  flow  to 
the  left  ventricle  is  diminished  by  the  amount  re- 
moved from  the  left  atrium.  The  pump  is  in  series 
with  the  right  ventricle  and  lungs  but  in  parallel 
with  the  left  ventricle.  By  reducing  cardiac  inflow 
the  distended  left  ventricle  is  given  some  degree  of 
rest.  It  is  likely  that  myocardial  oxygen  consumption 
is  diminished  as  end  diastolic  ventricular  volume 
and  radius  are  decreased.  Left  heart  bypass  may  be 
accomplished  with  or  without  thoracotomy.  In  the 
context  of  a patient  in  cardiogenic  shock,  a method 
requiring  thoracotomy  is  obviously  not  feasible.  As 
an  adjunct  to  post-operative  care  this  method  has 
been  utilized  with  some  success. 

A method  of  left  heart  bypass  which  does  not 
require  a thoracotomy  has  been  developed.  A trans- 
septal  cannula  introduced  into  the  external  jugular 
vein  is  passed  across  the  atrial  septum  into  the  left 
atrium.  Although  this  method  of  cardiac  assist  was 
reported  over  ten  years  ago,  there  is  still  no  clinical 
trial  demonstrating  its  efficacy  for  patients  after  a 
myocardial  infarction. 

Although  any  of  the  above  mentioned  forms  of 
assisted  circulation  do  reduce  the  flow  work  of  the 
left  ventricle,  it  has  been  demonstrated  that  myo- 
cardial oxygen  consumption  is  much  more  closely 
related  to  pressure  work.  A method  of  assisted  cir- 
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culation  that  reduced  the  pressure  work  of  the  left 
ventricle  would  theoretically  be  of  considerable 
benefit  in  reducing  myocardial  oxygen  requirements. 

Arterio-arterial  pumping  or  counterpulsation  is  a 
form  of  assisted  circulation  that  can  reduce  the 
systolic  pressure  against  which  the  left  ventricle 
must  pump.  In  addition  counterpulsation  raises 
aortic  diastolic  pressure  thereby  increasing  coronary 
bloodflow.  In  1961  Harken,  et  al.,  reported  on  a 
counterpulsation  device  which  involved  cannulation 
of  the  femoral  arteries.  By  synchronization  with  the 
electrocardiogram  the  pump  aspirated  blood  from 
the  femoral  arteries  during  cardiac  systole  and  re- 
turned blood  to  the  central  circulation  during  cardiac 
diastole.  Considerable  diastolic  augmentation  was 
achieved.  Other  investigators  using  synchronized 
counterpulsation  in  dogs  found  that  myocardial 
oxygen  consumption  decreased  by  over  20  per  cent 
and  coronary  bloodflow  was  increased  by  50  per  cent. 

A variation  upon  the  method  of  counterpulsation 
is  that  produced  by  the  use  of  an  intra-aortic  balloon. 
This  technique  involves  the  inflation  of  an  intra- 
aortic balloon  at  the  onset  of  diastole  and  its  de- 
flation at  the  onset  of  systole.  The  advantages  of 
this  method  are  that  it  is  totally  intravascular  and 
no  blood  is  handled  outside  the  body.  There  is  less 
hemolysis  in  this  technique  than  in  counterpulsation 
devices  which  depend  upon  aspiration  and  return  of 
blood  to  the  vascular  system  for  their  hemodynamic 
effects.  Heparin  must  be  used,  however,  because 
of  clotting  of  blood  around  the  balloon.  Rupture  of 
the  balloon  with  introduction  of  gas  emboli  into  the 
vascular  system  is  a potential  hazard.  Damage  to 
the  aortic  wall  by  overdistention  of  the  balloon  may 
occur.  Although  an  arteriotomy  must  be  made  for 
introduction  of  the  balloon  into  the  vascular  system, 
there  is  no  need  for  the  diversion  of  blood  through  a 
conduit  of  foreign  material. 

Because  of  the  desirability  of  having  a cardiac 
assist  device  which  is  completely  non-invasive, 
counterpulsation  utilizing  external  body  compres- 
sion has  been  a goal  of  several  groups  of  investi- 
gators. Such  a device  could  be  applied  quickly,  be 
free  of  any  extracorporeal  handling  of  blood,  have 
no  need  for  anticoagulants  and  would  not  involve 
any  operative  intervention.  Because  of  these  features 
it  might  be  available  to  a patient  earlier  in  the  course 
of  cardiogenic  shock  before  prolonged  hypoper- 
fusion of  vital  organs  made  survival  unlikely.  Coun- 
terpulsation of  the  extremities  involves  displacement 
of  blood  retrograde  into  the  central  aorta  during 
diastole  and  increasing  the  capacity  of  the  arterial 
system  during  systole  so  as  to  draw  blood  from 
the  aorta. 

Dennis  and  his  associates  utilized  a pressure  sleeve 


on  the  hindlimbs  of  dogs  and  applied  a synchronous 
counterpulsation.  Osborn  utilized  a half-body 
pressure  suit  but  this  was  found  to  be  uncomfortable 
when  applied  to  normal  volunteers.  Keith  found 
similar  results  when  human  volunteers  were  utilized. 
Soroff  and  his  associates  have  also  evaluated  ex- 
ternal pressure  suits  with  and  without  simultaneous 
external  cardiac  massage.  The  combination  of 
external  assist  plus  external  cardiac  massage  was 
more  successful  in  resuscitating  dogs  who  were  in 
ventricular  fibrillation  that  was  external  assist  alone. 

In  1968  a series  of  physiologic  studies  leading  to 
the  development  of  an  external  cardiac  assist  device 
called  The  Sequenced  Pulsator  was  initiated  by  the 
author  and  several  of  his  colleagues.  The  rationale 
of  sequenced  pulsation  in  contrast  to  nonsequenced 
external  pulsation  is  based  on  theoretical  considera- 
tions underlying  the  effect  of  externally  applied 
pressure  to  varying  sized  vessels  in  the  extremity. 
Large  vessels  with  a small  wall  thickness  to  lumen 
ratio  more  readily  collapse  in  response  to  externally 
applied  pressure  than  do  smaller  vessels  which  have 
a large  wall  thickness  to  lumen  ratio.  A uniformly 
applied  external  pressure  to  an  extremity  during 
diastole  would  therefore  be  anticipated  to  collapse 
the  larger,  proximal  vessels  first,  thereby  impeding 
return  of  blood  to  the  central  aorta. 

The  sequenced  pulsator  consists  of  arm  and  leg 
sections  which  are  divided  into  multiple  zones, 
each  of  which  may  be  individually  and  separately 
activated  to  externally  compress  the  enclosed  body 
tissue.  Activation  is  accomplished  by  inflating  a 
chamber  in  each  zone  with  compressed  air.  Flexible 
hoses  connect  the  pressure  enclosures  for  the  arms 
and  legs  to  the  pressure  and  timing  controller.  The 
electrocardiographic  signal  from  the  patient  directs 
the  sequenced  inflation  of  the  zones  through  a series 
of  solenoid  valves.  At  the  onset  of  the  QRS  complex, 
all  pressure  is  simultaneously  evacuated  from  the 
extremity  cuffs.  With  such  a mode  the  heart  will 
never  pump  against  a pressure  wave  produced  by 
the  assist  device.  The  onset  of  cuff  inflation  can  be 
set  manually  according  to  the  length  of  cardiac  sys- 
tole. At  the  onset  of  cardiac  diastole  the  sequenced 
pressure  inflation  is  begun.  By  inflating  the  cuffs  at 
the  beginning  of  diastole,  blood  is  returned  to  the 
central  circulation  with  a consequent  rise  in  central 
aortic  pressure.  When  the  ventricle  contracts  there 
is  diminished  resistance  in  the  periphery  due  to  the 
previous  emptying  of  arterial  blood  into  the  central 
circulation  during  the  previous  diastole.  Sequenced 
pulsation  has  a milking  effect  upon  the  arterial  and 
venous  beds  as  pressure  is  applied  sequentially 
from  more  distal  to  proximal  sites.  Although  the 
sequenced  pulsator  has  not  yet  been  utilized  in  the 
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therapy  of  patients  in  cardiogenic  shock,  the  pre- 
liminary laboratory  results  indicate  that  external 
sequenced  pulsation  can  augment  cardiac  output 
and  aortic  diastolic  pressure. 

Circulatory  assist  devices  have  the  combined  aim 
of  decreasing  left  ventricular  work  and  also  of  in- 
creasing coronary  bloodflow.  By  so  doing  it  is  hoped 
that  a severely  damaged  left  ventricle  may  be  able 
to  compensate  and  take  over  from  the  support  de- 
vice. Since  cardiogenic  shock  is  likely  to  be  self 
perpetuating  once  prolonged  hypoperfusion  of  vital 
organs  occurs,  earlier  application  of  assist  devices 
may  help  certain  patients  in  cardiogenic  shock.  It 


must  be  recognized  however  that  even  with  the  early 
application  of  an  assist  device  ischemic  areas  of 
myocardium  may  progress  to  the  stage  of  necrosis. 
Acute  revascularization  of  the  myocardium  with  a 
saphenous  vein  bypass  graft  may  be  helpful  and 
necessary  in  selected  cases.  The  role  of  the  circula- 
tory assist  device  in  these  instances  will  be  to  stabi- 
lize the  patient  while  diagnostic  studies  such  as 
selective  coronary  arteriography  are  performed.  The 
success  of  this  approach  will  have  to  be  assessed 
as  experience  with  saphenous  vein  bypass  grafting 
increases  and  the  long  range  prognosis  of  the  grafts 
becomes  clearer. 


Aging  Today:  A Review 

Morgan  Martin,  M.D.,  C.M.,  M.S. 


Old  age  is  sometimes  spoken  of  as  if  it  were  a dis- 
ease. In  truth,  it  is  a time  of  peace  or  problems,  or 
some  mixture  of  these.  It  is  also  a period  into  which 
we  bear  the  diseases  and  disorders  of  yesterday  — in- 
cluding some  constituting  a biologic  remembrance  of 
things  past  (1).  For  the  physician,  the  older  patient 
represents  a concatenation  of  biopsychosocial  events 
requiring  the  sophistication  stemming  from  thought- 
ful review  of  his  geriatric  knowledge. 

Growing  old  nowadays  is  not  easy,  but  it  never 
was.  In  Plato’s,  The  Republic,  when  Sophocles  is 
asked  how  does  love  suit  with  age,  he  says,  “I  feel  as 
if  I had  escaped  from  a mad  and  furious  master.”  But 
it  is  not  as  easy  as  that,  and  today  we  appreciate  that 
age’s  escape  from  erotic  urges  is  only  partial  (2). 

To  some  physicians,  particularly  those  closely  con- 
nected with  hospitals  and  nursing  homes,  the  aged 
and  their  problems  loom  especially  large.  However, 
older  folk  are  not  so  numerous  as  many  think,  and 
aging  is  not  all  that  morbid.  Only  10%  of  the  U.S.  pop- 
ulation is  65  and  over,  and  only  5%  of  this  minority 
require  custodial  care.  Most  do  well  with  their  years, 
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and  it  is  helpful  to  differentiate  graceful  aging  — sen- 
escence — from  the  more  abrupt,  premature,  and  ab- 
normal changes  called  deterioration.  In  thinking  of 
the  aged,  it  is  all  too  easy  to  slip  into  thinking  of  them 
en  masse  and  in  an  extreme  condition.  Only  a small 
percentage  became  senile,  and  many  people  reach 
the  end  of  their  years  without  becoming  either  phys- 
ically or  mentally  infirm.  Indeed,  as  will  be  seen, 
some  achieve  their  best  adjustment  and  greatest  hap- 
piness in  their  later  years. 

How  old  age  is  perceived  depends  on  public  atti- 
tudes, not  only  to  the  aged  but  to  youth,  success,  and 
the  human  environment.  Often  it  is  the  older  patient 
who  has  the  most  healthy  appreciation  of  such  mat- 
ters as  youth  and  our  environment.  Attitudes  of 
physicians  are  highly  important  when  they  deal  with 
the  aged  and  range  (or  change)  from  optimism  to 
pessimism.  An  example  is  the  young  psychiatric  resi- 
dent who  reluctantly  accepts  his  assignment  to  a ger- 
iatric service  and  then,  in  a few  months,  becomes 
enthusiastic  to  the  point  of  wishing  to  tell  family 
practitioners  how  much  they  could  have  done  for 
his  patients. 

As  is  often  the  case  in  medicine,  aging  is  best 
understood  by  looking  at  physical,  psychological, 
and  social  aspects.  To  these  should  be  added  the 
philosophical  because,  when  one  contemplates  age, 
one  immediately  confronts  the  meaning  of  life  as  well 
as  the  significance  of  contemporary  social  styles  or 
customs.  It  is  tempting  to  philosophize,  to  oversimpli- 
fy, and  say,  for  the  sake  of  example,  that  life  is  work 
and  love  — a struggle  that  should  be  relieved  by  play, 
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more  work,  and  a good  fit  with  the  ecosystem.  How- 
ever, this  is  the  proper  province  of  the  philosopher, 
and  it  is  high  time  philosophers  spoke  to  physicians 
on  matters  such  as  aging  and  the  meaning  of  life. 

When  considering  physical  changes  that  occur  with 
age,  it  is  important  to  avoid  thinking  of  old  age  as  a 
disease.  Physicians  need  to  approach  the  aged  with 
the  same  positive  expectations  they  should  have  for 
all  patients,  and  especially  for  those  whose  behavior 
they  wish  to  influence.  We  have  entered  an  era  of 
behavior  therapy  in  medicine  (3),  and  the  lessons 
learned  about  reinforcing  desired  behavior  have 
much  to  offer  many  of  the  aged. 

So  much  research  has  been  concentrated  on  the 
diseases  of  later  life  that  little  is  known  about  plain, 
ordinary  graceful  aging  or  senescence.  One  of  the 
general  research  recommendations  of  the  1961  White 
House  Conference  on  Aging  was  study  of  what  the 
report  refers  to  as  the  Natural  History  of  Senescence 
(4).  A general  review  of  the  psychopathology  of  aging 
states  that  too  little  is  known  about  the  physiology  of 
aging  to  warrant  a substrate  for  this  psychopathology, 
despite  considerable  efforts  (5). 

With  the  older  patient,  we  deal  with  various  physi- 
cal conditions,  usually  borne  with  distinction  into 
later  life.  The  most  obvious  concomitants  of  age  are 
skin  changes,  decreased  visual  and  auditory  acuity, 
and  joint  and  muscle  change.  Sexual  desires  wane 
but  continue  to  correlate  strongly  with  the  sex  life  of 
younger  years.  Certainly  sexuality  after  60  is  not  an 
invention  of  those  who  are  studying  it.  Our  cultural 
prejudice  must  be  noted,  e.g.,  what  is  admired  as  vi- 
rility in  the  young  man  becomes  lechery  at  65.  This 
prejudice  against  sexuality  in  parental  figures  may 
be  waning;  witness  the  recent  quip  that  there  are  no 
longer  any  dirty  old  men,  only  sexually  oriented  se- 
nior citizens. 

The  leading  causes  of  death  in  older  age  in  indus- 
trialized countries  are  cardiovascular  and  cerebro- 
vascular diseases,  followed  by  malignancy.  Other 
causes  of  death,  in  order,  are  accidents,  influenza, 
and  pneumonia.  The  disabling  diseases  in  the  aged 
are  the  rheumatic  disorders,  chronic  diseases  of  the 
chest  other  than  tuberculosis,  and  the  various  mental 
disorders  of  older  life. 

Psychologists  tell  us  that,  although  there  is  a de- 
cline in  physiological,  sensory  and  motor  functioning 
as  man  reaches  65,  his  conceptual  capacity  seems  to 
persist  unimpaired  beyond  that  age.  However,  it  is 
important  to  note  that  there  may  be  slowing  of  abil- 
ity to  learn  and  a decline  in  mental  performance, 
representing  a reduction  in  the  capacity  to  withstand 
stress  and  especially  sudden  change. 

There  is  evidence  that  there  are  different  ways  of 
finding  happiness  in  later  life,  that  growing  old  is 


potentially  rewarding  as  well  as  stressful,  and  that 
old  age  can  bring  gains  that  outweigh  its  losses  (6). 
Growing  old  may,  in  itself,  make  it  easier  for  some 
people  to  accept  themselves  and  their  past  and  so 
achieve  integrity  — Erikson’s  term  for  the  final  task 
of  life.  Moreover,  this  work  shows  that  different 
types  of  people  adjust  to  aging  in  different  ways  and 
that  men  who  have  not  fully  come  to  terms  with  them- 
selves may,  nevertheless,  find  satisfactory  solutions 
to  growing  old. 

The  social  changes  going  on  around  the  elderly  are 
seldom  considered.  This  is  unfortunate  because  of 
the  lessened  adaptability  of  the  aged,  especially  in 
the  face  of  accelerated  social  change  and  deterioration 
of  the  human  environment.  In  America,  we  have  the 
cult  of  youth,  mandatory  retirement,  and  economic 
inflation.  The  aged  are  a relatively  silent  minority 
and,  in  addition,  apt  to  be  poor,  partly  because  in- 
flation stays  with  us  and  those  with  a fixed  income 
are  hardest  hit  by  the  rising  cost  of  living.  Americans 
of  today  strive  for  the  detached  suburban  home  with 
only  two  adults  and  no  ell  for  others.  This  has  been 
referred  to  as  the  lawnmower  culture.  The  one  abode, 
three-generation  family  has  largely  disappeared, 
probably  forever,  destroyed  by  factors  such  as  the 
changing  demands  of  occupations,  working  parents, 
greater  mobility,  inner  city  decay,  and  the  halo  around 
the  suburbs.  Indeed,  the  one- generation  family  is 
upon  us,  with  the  kibbutzim  abroad  and  with  children 
at  home  in  the  hands  of  baby-sitters  while  parents  — 
or  parent  — work.  The  baby-sitter,  although  apparent- 
ly necessary  at  this  time,  is  probably  a poor  social 
institution  from  the  standpoint  of  the  mental  develop- 
ment and  health  of  children. 

The  old  require  the  shelter  of  a home,  even  more 
than  others.  For  the  unsheltered  oldster,  death  of 
relatives  and  friends  and  increased  isolation  may 
lead  to  reduced  interest,  reduced  eating,  poor  per- 
sonal habits,  and  a state  of  dereliction.  Of  course, 
living  with  younger  people  creates  its  own  problems, 
especially  in  the  lawnmower  society.  The  point  to  be 
borne  in  mind  is  that  housing  developments  and  new 
living  arrangements  should  mean  shelter  on  a small, 
human,  scale,  with  appropriate  activities  and  inter- 
ests. 

A recent  story  of  a woman  in  New  York’s  Central 
Park,  written  by  a lady  of  70  years,  describes  a some- 
what older  woman  seated  in  a secluded  area  of  the 
park  feeding  the  birds  and  animals  in  a small  area 
she  had  cleared  of  debris.  Are  stories  such  as  this 
reports  of  mental  disturbance  or  are  they  reminders 
of  the  importance  of  territoriality  and  the  need  to 
better  the  human  environment? 

In  approaching  the  older  patient,  the  doctor  can 
assume  that  most  emergencies  will  be  acute  exacer- 
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bations  of  chronic  diseases  and  chronic  situations. 
Social  workers  tell  us  that  an  emergency  is  simply  a 
situation  in  which  someone  has  decided  to  do  some- 
thing. With  the  older  patient,  doing  less  rather  than 
more  may  be  important;  note  the  dictum  that  the 
doctor’s  first  duty  at  the  bedside  of  the  older  patient 
is  to  stop  all  medication.  Additionally,  in  approaching 
the  elderly,  the  physician  should  be  more  aware  that 
care  of  the  aged  cannot  be  reduced  to  medical  care 
alone  and  that  health  matters  must  be  interwoven 
with  social  and  economic  considerations. 

Although  psychological  aspects  can  be  especially 
important  with  elderly  patients,  most  are  emotionally 
healthy.  However,  people  who  are  difficult  when 
young,  remain  so  when  elderly.  Rigid  people  carry 
their  rigidity  into  old  age,  but  not  all  elderly  are  rigid. 
The  warm,  loving  people  remain  just  that.  In  this 
context,  it  should  be  remembered  that  what  the  psy- 
chiatrist calls  transference  — the  patient’s  tendency 
to  transfer  emotions  from  the  memory  of  parents  and 
place  these  on  the  doctor  — still  occurs  in  the  aged, 
and  even  younger  physicians  may  be  involved  in  the 
erotic  transference  and  fantasies  of  patients  of  the 
opposite  sex. 

Old  age  gets  a bad  name  in  this  country  because 
of  the  habit  that  many  families  have  of  ascribing  un- 
pleasant or  bothersome  behavior  to  age,  when,  in 
fact,  the  relative  has  been  difficult  all  of  his  or  her 
life.  Again  in  Plato’s,  The  Republic,  we  find,  “He 
who  is  of  a calm  and  happy  nature  will  hardly  feel 
the  pressure  of  age,  but  to  him  who  is  of  an  opposite 
disposition  youth  and  age  are  equally  a burden.”  To 
routinely  blame  bad  behavior  in  the  elderly  on  old 
age  is  simply  not  fair  to  the  rest  of  us. 

The  recent  White  House  Conferences  on  Aging, 
while  offering  general  orientation,  raise  issues  hard 
to  resolve.  The  1961  Conference  presented  a Senior 
Citizen’s  Charter  with  an  interesting  juxtaposition  of 
Rights  and  Obligations  of  the  aging  (7).  The  1971 
Conference  presented  key  issues  and  questions  about 
them  (8).  Four  1971  reports  cover  the  issues  of  retire- 
ment, retirement  roles  and  activities,  employment, 
and,  finally,  government  and  non-government  organ- 
ization. The  report  on  retirement  roles  and  activities 
is  of  particular  interest  because  retirement  is  becom- 
ing the  prevailing  social  pattern  for  elderly  people 
and  one  of  the  major  social  problems  of  the  twentieth 
cefttufy.  The  changing  nature  of  family  structure  and 
the  living  arrangements  of  older  people  are  noted 
and  the  question  asked  as  to  whether  Society  should 
assuffie  more  responsibility  for  traditional  family 
functions.  It  is  observed  that  individualism  and  self- 
reliance  rank  highest  in  the  value  system  of  most  of 
the  elderly  in  the  U.S.  and  that  in  many  instances  the 


approach  should  be  to  supplement  rather  than  to  sup- 
plant the  family. 

Another  question  and  one  that  should  be  dear  to 
younger,  dissident  student  readers  — if  they  read 
medical  literature  or  White  House  Conference  Re- 
ports — is  whether  public  attitudes  should  be  changed 
from  acquisitiveness,  competition,  and  aggressive 
behavior  to  a balance  between  social  expression  or 
community  service  on  the  one  hand  and  personal 
growth  and  fulfillment  on  the  other.  That  is,  in  a tech- 
nological society  can  the  old  find  acceptance  and 
reward  in  helping  others,  rather  than  merely  retrain- 
ing themselves  for  personal  benefit?  The  report  sug- 
gests that  an  idealistic  shift  in  the  emphasis  of  retire- 
ment roles  would  result  in  some  rapprochement  with 
younger  persons,  matching,  as  it  would,  the  idealism 
of  the  young  and  their  deep  concern  with  America’s 
social  problems. 

What  is  important  for  the  physician,  especially  the 
family  practitioner?  What  are  the  action  implications 
of  a review  of  aging?  Apparently,  there  is  not  much 
that  is  new,  although  it  must  be  pointed  out  that  in 
recent  years  the  state  hospitals  have  demonstrated 
that  organizing  special  wards  for  intensive  geriatric 
rehabilitation  shows  not  only  that  the  behavior  of  the 
older  patients  improves  but  that  their  life  is  length- 
ened and  release  rates  increased  (9). 

Responsibility  for  the  care  of  the  chronic  geriatric 
patient  remains  a burning  issue.  The  question  is 
should  care  be  given  at  home,  in  a home  for  the 
aged,  in  a nursing  home,  in  or  near  the  general  hospi- 
tal, or  in  a mental  hospital?  Five  1972  issues  of  The 
Bulletin,  New  York  State  Branches,  American  Psy- 
chiatric Association,  carry  the  replies  of  14  commun- 
ity and  state  psychiatric  opinion  leaders.  The  articles 
stem  from  the  now-famous  1968  New  York  State  De- 
partment of  Mental  Hygiene  memo  saying  that  there 
would  be  no  admission  to  mental  hospitals  of  older 
patients  not  in  need  of  psychiatric  hospitalization. 
The  respondents  deal  with  two  things:  old  age  and 
custodial  care.  From  the  standpoint  of  institutions, 
old  age  makes  patients  less  dangerous  and  makes 
diagnosis  even  fuzzier  than  usual.  These  older  people 
are  not  psychotic  in  the  sense  of  being  dangerous  to 
themselves  and  others.  Mostly  it  is  a matter  of  care  — 
of  the  geriatric,  the  non-geriatric  chronically  psychot- 
ic, and  some  enduring,  older  alcholics.  The  question 
of  diagnosis  is  actually  somewhat  academic  because 
what  we  are  dealing  with  is  the  connection  between 
certain  symptoms  and  certain  kinds  of  care.  Admis- 
sion to  a mental  hospital  is  actually  because  of  symp- 
toms rather  than  diagnosis,  and  discharge,  when  it 
occurs,  is  because  the  symptoms  have  gone,  or 
abated,  rather  than  because  of  diagnosis  and  “cure.” 
Of  course,  general  hospital  admission  and  discharge 
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is  frequently  on  the  same  basis.  Whatever  the  hospi- 
tal, modern  geriatric  care  is  intensive  and  rehabili- 
tative (hence  the  name  of  such  a service:  Intensive 
Geriatric  Rehabilitation)  and  aims  at  swift  compre- 
hensive work-up,  short  stay,  and  fully  planned,  firm 
discharge  arrangements  with  the  community  appa- 
ratus. The  short  hospital  stay  is  a feature  of  most 
hospital  experience  today,  and  the  aim,  with  geriatric 
as  well  as  other  patients,  is  to  get  the  patient  able  to 
function  in  the  community. 

Connecticut  has  an  advantage  with  older  patients. 
The  advantage  is  an  earlier  start  and  a more  rapid 
development  of  nursing  and  convalescent  homes. 
It  may  also  be  that  Connecticut  has  gone  further  in 
breaking  down  the  stigma  of  older  patients,  not  only 
with  the  operators  of  nursing  homes  but  also  with 
the  relatives  of  their  private  care  patients. 

The  Bulletin,  New  York  State,  raises  the  usual 
chronic  questions:  what  services,  where  should  they 
be  provided,  who  will  provide  them,  and  who  will 
pay?  Among  the  answers  suggested  are:  individual- 
ized services,  local  screening  teams  at  the  general 
hospital,  and  “enforced  collaboration.”  In  Con- 
necticut, we  can  hope  that  the  Etherington  Com- 
mission’s vision  of  a super-department  of  human 
services  and  the  service  center  concept  will  not  only 
embrace  older  patients  but  better  their  care. 

Regardless  of  where  the  elderly  ill  receive  their 
care,  our  overview  of  aging  today  emphasizes  proper 
professional  supervision.  It  is  clear  that  greater 
tolerance  and  hopeful  expectations  bring  about  bet- 
ter adjustment  of  the  aging  patient  to  his  disorders 
or  deficits.  Contrariwise,  it  is  evident  that  the  degree 
of  isolation  interferes  with  adjustment,  including 
that  which  old  people  make  to  institutions  (10). 

The  care  of  the  aging  patient  today  requires  at- 
tention to  nutrition,  exercise,  activities  of  daily 
living,  and  sense  of  worth.  At  times,  protection  from 
medication  is  a first  concern.  Isolation  and  reduced 
sensory  input  must  be  guarded  against,  and  in- 
creased social  cues  from  actual  or  substitute  family 
structures  are  advisable.  Change  in  cultural  roles  is 
beyond  the  individual  patient  and  physician,  but 
the  idealism  of  the  aged  is  easily  encouraged. 

When  change  of  shelter  for  the  older  patient 


becomes  necessary,  it  must  be  done  gradually,  with 
sufficient  orientation  and  special  care  during  the 
transition  and  immediately  afterwards.  The  move 
of  a valuable  mammal  from  one  zoological  garden 
to  another  seems  done  with  more  care  and  considera- 
tion than  the  displacement  of  elderly  and  other 
patients  (the  keeper  goes  with  the  animal  and  stays 
with  him  at  the  new  zoo  until  he  has  settled  and 
formed  a new  animal-keeper  relationship).  If  multi- 
ple dwellings  for  the  elderly  are  planned,  it  is  to  be 
hoped  that  the  practitioner  can  lend  his  voice  to 
attempts  to  keep  them  small,  on  a human  scale,  and 
part  of  the  neighborhood. 

The  future  may  see  changes  such  as  a move  back 
from  the  suburbs  to  the  small,  compact,  exciting 
city;  there  may  even  be  considerable  abandonment 
of  the  automobile.  The  human  environment  will 
receive  more  attention,  although  it  is  not  clear 
whether  technology  or  man  will  win  out.  The  quality 
of  the  environment  and  man’s  fit  with  the  ecosystem 
are  matters  of  increasing  importance.  It  is  now  time 
to  take  a look  at  the  total  situation  of  the  older  pa- 
tient, his  psychological,  social,  and  environmental 
situation,  as  well  as  his  changes  with  age  and  his 
biologic  disorders  from  the  past;  what  the  older 
person  faces  today,  and  how  he  faces  it,  is  a re- 
hearsal for  our  tomorrow. 
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Hungry  Heart  Syndrome 

Ludmil  A.  Chotkowski,  M.D. 


A personal  case  history  is  presented  in  which  the 
author  describes  an  increased  number  of  premature 
ventricular  contractions  occurring  during  prepran- 
dial  periods  and  diminished  by  eating.  This  observa- 
tion, called  the  “hungry  heart  syndrome,”  is  based 
on  symptoms  noted  in  the  author  himself  and  sub- 
stantiated by  continuous  ECG  tape  recordings.  It 
is  suggested  therefore  that  there  may  be: 

1.  A possible  relationship  between  this  syndrome 
and  the  incidence  of  sudden  death  in  ambu- 
latory patients, 

2.  A possible  danger  in  reducing  the  caloric  in- 
take in  patients  with  acute  myocardial  in- 
farction, and 

3.  A possible  danger  in  the  use  of  reducing  diets 
in  patients  with  coronary  artery  disease. 

Some  of  the  clearest  descriptions  of  medical 
symptomatology  have  been  made  by  physicians 
observing  their  own  illness.  The  classic  description 
of  angina  pectoris  by  Dr.  John  Hunter  is  one  such 
example. 1 The  following  symptomatology,  best 
described  as  the  “hungry  heart”  syndrome,  was 
experienced  and  observed  by  the  author.  The  syn- 
drome consists  of  the  development  of  premature 
ventricular  contractions  occurring  prior  to  eating 
and  disappearing  promptly  thereafter. 

Since  most  sudden  cardiac  deaths  are  due  to  ven- 
tricular fibrillation,  in  turn  most  often  preceded  by 
premature  ventricular  contractions,  any  elucidation, 
therefore,  of  the  etiology  of  premature  ventricular 
contractions  (P.V.C.s)  would  appear  to  be  most 
worthwhile.  2,  3,  4,  5,  6,  7, 8 A search  of  the  literature 
reveals  many  factors  which  may  precipitate  P.V.C.s, 
but  no  mention  was  found  regarding  the  factor  of 
hunger  per  se.  It  is  felt  that  the  following  personal 
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case  history  clearly  demonstrates  this  relationship. 

Case  history:  The  author  is  a 55  year  old  male 
physician  who  first  became  aware  of  any  difficulty 
with  his  heart  at  the  age  of  14,  when,  while  shoveling 
gravel  onto  a wagon,  he  developed  an  episode  of 
paroxysmal  atrial  tachycardia.  This  arrhythmia, 
documented  as  P.A.T.,  has  persisted  throughout  life, 
occurring  three  to  four  times  a year,  lasting  one-half 
to  one  hour,  and  not  particularly  controlled  or  mod- 
erated by  various  prescribed  drugs  or  regimens.  On 
advice  of  cardiologists  and  from  his  own  inclination, 
the  author  decided  to  live  as  active  a life  as  he  chose, 
and  did  so,  enjoying  college  football  and  track  and 
other  chosen  physical  activity. 

He  first  became  aware  of  P.V.C.s  in  his  early 
thirties.  Exercise,  particularly  sudden  exercise,  was 
the  most  frequent  precipitating  cause.  Moreover, 
if  exercise  was  excessive  on  one  day,  P.V.C.s  would 
be  more  frequent  on  the  following  day.  Excitement 
or  unusual  stress  was  the  next  most  common  cause. 
Hypothermia,  or  at  least  either  swimming  in  cold 
water  or  walking  against  a cold  wind  or  shoveling 
snow  in  the  cold  air,  were  also  causes.  P.V.C.s  could 
be  brought  on  by  change  of  body  position,  primarily 
lying  down  at  any  time  of  day,  but  more  so  at  night, 
and  particularly  lying  on  the  left  side. 

At  the  age  of  55,  several  weeks  following  a TUR 
for  benign  prostatic  hypertrophy,  P.V.C.s  became 
much  more  frequent.  Postoperative  electrocardio- 
grams were  negative  for  ischemia  or  recent  injury. 
Throughout  monitored  anesthesia  and  during  a three- 
week  postoperative  course,  not  a single  P.V.C.  was 
noted.  Upon  returning  to  work  and  more  physical 
activity  and  regular  eating  hours,  P.V.C.s  became 
more  numerous  than  preceding  surgery.  It  was  now 
noted  for  the  first  time  that  approximately  one  hour 
before  meals  P.V.C.s  began  and  usually  became 
worse  until  mealtime.  However,  within  10  to  15 
minutes  after  a meal  and  often  even  during  the 
process  of  eating,  they  would  completely  disappear. 
Postprandial  exercise  or  excitement  was  tolerated 
well  and  usually  no  P.V.C.s  made  their  appearance 
until  the  following  three  to  four  hours.  Preprandial 
exercise  or  excitement  readily  increased  their  num- 
ber. These  observations  were  substantiated  by  two 
separate  10-hour  continuous  tape  recordings  (see 
figure  1). 
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Day  One 

Day  Two 

Dinner 

2 hours  a.c. 

37 

Dinner 

2 hrs.  a.c. 

19 

2 hours  p.c. 

5 

2 hrs.  p.c. 

6 

Supper 

2 hours  a.c. 
2 hours  p.c. 

26 

4 

Supper 

2 hrs.  a.c. 
2 hrs.  p.c. 

6 

1 

Figure  1 

Chart  shows  the  incidence  of  P.V.C.s  two  hours  before  and  two 
hours  after  meals  on  separate  days.  (Postcibal  count  began  at 
start  of  one-half  hour  lunch  period.) 

That  the  arrhythmia  noted  subjectively  was  due  to 
P.V.C.s  was  further  documented  by  several  electro- 
cardiograms (see  figure  2).  The  sensation  felt  was 
that  of  a “flip-flop”  inside  the  chest  followed  by  a 
“pause,”  occasionally  a slight  light-headedness,  and 
then,  on  occasion,  a surge  of  blood  into  the  head, 
hands,  and  feet.  These  sensations  are  easily  explained 
by  the  premature  beat  of  an  incompletely  filled  heart 
followed  by  an  increased  output  in  the  subsequent 
regular  beat.  Runs  of  P.V.C.s  produced  primarily  a 
sensation  of  light-headedness  in  addition  to  the  pal- 
pitation inside  the  chest. 


Figure  2 

P.V.C.  noted  in  lead  aVF,  fourth  complex. 

One  other  observation  is  perhaps  worth  noting. 
Following  an  episode  of  P.A.T.  at  the  usual  rate  of 
200,  lasting  as  long  as  an  hour,  no  increase  or  de- 
crease in  the  number  of  P.V.C.s  was  noted.  However, 
an  unusually  physically  active  day  or  weekend  pro- 
duced more  P.V.C.s  on  the  following  day. 

A number  of  laboratory  and  x-ray  studies  were 
done,  all  of  which  were  within  normal  limits  and  in- 
cluded: X-rays  of  the  chest,  G.I.  series,  barium  en- 
ema, I.V.  pyelogram,  FBS,  BUN,  SGOT,  SGPT, 
LDH,  sedimentation  rate,  Na,  K,  Cl,  CO2,  pH,  T4, 
and  calcium.  Blood  sugar  levels  before  and  after 
meals  were  95  mg%  and  104  mg%  respectively.  Physi- 
cal examination  was  negative  except  for  a split  P2. 

A number  of  drugs  were  taken  to  control  this  ar- 
rhythmia, but  none  particularly  effective  in  the  usual 
dosage.  Inderal  appeared  to  be  the  most  effective 
medication.  It  seemed  to  diminish  the  force  of  the  con- 
traction, probably  an  indication  of  its  expected  nega- 
tive inotropic  effect,  whereas  Digoxin  produced  the 


opposite  effect,  with  such  forceful  contractions  as  to 
be  disturbing  subjectively.  Pronestyl  appeared  to 
aggravate  the  arrhythmia;  Dilantin  seemed  to  lessen 
the  number  of  P.V.C.s  and  also  to  induce  a perhaps 
unrelated  sense  of  well-being. 

The  net  result  of  these  observations  was  a tendency 
to  eat  more  often,  which  resulted  in  a ten  lb  increase 
in  weight  in  a six-month  period  and  a decrease  in  the 
number  of  P.V.C.s,  but  not  their  abolition. 

Discussion:  Speculation  as  to  the  relationship  of 
hunger  to  increased  P.V.C.s  suggests  several  etiolog- 
ical possibilities.  The  heart  may  actually  need  some 
nutrient  such  as  glucose  or  a mineral  or  some  other 
nutrient  the  lack  of  which  results  in  “irritability”  and 
an  electrical  ectopic  discharge. 

Hunger  itself  might  produce  certain  enzymatic 
changes  or  perhaps  changes  in  electrolytes  and  acid- 
base  balance. 

One  of  the  most  intriguing  possibilities  is  that 
hunger  results  in  increased  gluconeogenesis  induced 
in  turn  by  increased  serum  catecholamines,  the  latter 
known  to  be  cardiac  stimulants. 

Also,  food  is  a known  tranquilizer  and  produces 
postprandial  drowsiness.  In  a recent  study  it  was 
demonstrated  that  L-tryptophane,  a serotonin  pre- 
cursor, found  particularly  in  foodstuffs  such  as  meat 
and  milk,  acts  as  a powerful  hypnotic.9  Whether,  in 
addition  to  this  effect,  tryptophane  or  other  constitu- 
ents in  food  have  an  antidysrhythmic  cardiac  effect 
is  a matter  of  speculation. 

The  question  naturally  raised  by  these  observa- 
tions is  whether  any  therapeutic  dietary  regimen 
might  prevent  P.V.C.s  and  result  in  fewer  sudden 
cardiac  deaths. 

If  continuous  ECG  tape  recordings  substantiate 
the  above  concept  of  a “hungry  heart”  syndrome  in 
at  least  a segment  of  those  hearts  affected  with 
P.V.C.s,  then  perhaps  in  these  individuals  a six- 
feeding  diet  rather  than  the  traditional  regimen  of 
three  daily  meals  would  be  indicated.  Semi-starvation 
of  patients  with  acute  myocardial  infarctions  would, 
on  the  other  hand,  be  contraindicated,  as  would  cer- 
tain dietary  reducing  measures  in  the  patient  with 
coronary  artery  disease. 

A physician’s  personal  case  history  of  what  is 
termed  a “hungry  heart”  syndrome  is  described. 
There  appears  to  be  a direct  relationship  between 
hunger  and  an  increased  number  of  P.V.C.s.  Specu- 
lation as  to  the  role  of  this  observation  and  the  inci- 
dence and  prevention  of  sudden  cardiac  death  is 
made. 

References  may  be  obtained  by  writing  to  the  author. 
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EKG  of  the  Month 


Fifty-nine  year  old  gentleman,  an  active  jogger, 
had  normal  physical  examination  and  normal  elec- 
trocardiogram with  occasional  premature  ventricular 
beats  in  1964.  In  1972,  admitted  for  recent  onset  of 
unstable  and  recurrent  angina.  Physical  examina- 
tion revealed  heart  rate  70  per  minute  and  regular. 
Blood  pressure  150/65  mm.  of  mercury.  No  cardi- 
omegaly.  A distant  fourth  heart  sound  was  audible 
at  the  mitral  area.  Paradoxically  split  second  sound 
was  present. 

Chest  X-Ray:  Normal  heart  and  lungs. 

Laboratory  Data:  Elevated  enzymes. 

What  Is  Your  Diagnosis?  What  Is  Your  Treatment? 

1.  Left  bundle  branch  block  without  infarction. 

2.  Left  bundle  branch  block  with  antero-septal 
myocardial  infarction. 

3.  Wolff-Parkinson-White  syndrome  — Type  B. 

4.  Sinus  rhythm  complicated  by  aberrant  ventric- 
ular conduction. 

The  electrocardiogram  demonstrates  regular  sinus 
rhythm.  Atrial  and  ventricular  rate  are  69  per  min- 
ute. PR  interval  0.20  seconds.  QRS  0.14  seconds  and 
is  prolonged.  ST  segments  and  T waves  demonstrate 
reciprocal  changes. 

The  electrocardiogram  demonstrates  regular  sinus 
rhythm.  Atrial  and  ventricular  rate  are  69  per  min- 
ute. PR  interval  0.20  seconds.  QRS  0.14  seconds  and 
is  prolonged.  ST  segments  and  T waves  demonstrate 
reciprocal  changes. 

The  diagnosis  of  left  bundle  branch  block  is  made 
by: 

1.  QRS  interval  exceeding  0.12  seconds. 

2.  Notching  and  slurring  of  the  QRS  complexes. 

3.  Absence  of  Q wave  in  1,  AVL  and  V6. 

4.  T waves  vector  opposite  in  direction  to  ven- 
tricular deflection. 

5.  Delayed  intrinscoid  deflection  in  the  left  pre- 
cordial  leads. 


A deep  S wave  is  present  in  VI,  2 and  3.  The  in- 
itial septal  deplorization,  producing  small  R wave 
in  right  precordial  leads,  can  not  be  well  defined 
by  the  electrocardiogram.  It  is,  therefore,  difficult 
to  detect  or  to  rule  out  presence  of  antero-septal 
myocardial  infarction  in  electrocardiogram  with  left 
bundle  branch  block.  The  vectorcardiogram,  be- 
cause of  high  amplification  demonstrates  the  loss 
of  initial  septal  vector  in  the  transverse  plane.  Nor- 
mally this  is  directed  anteriorly  and  to  the  right  and 
in  a few  cases  to  the  left.  In  this  patient  the  initial 
vector  was  directed  posteriorly  and  to  the  left.  This 
suggests  the  diagnosis  of  antero-septal  myocardial 
infarction  in  the  presence  of  left  bundle  branch  block. 

Wolff-Parkinson-White  syndrome  excluded  by: 

1.  Normal  PR  interval. 

2.  Absence  of  delta  wave. 

Sinus  rhythm  complicated  by  aberrant  ventricular 
conduction  excluded  by: 

1.  Presence  of  left  bundle  branch  block  persist- 
ing at  different  rate. 

2.  Absence  of  variation  of  R-R  interval. 

Our  patient  was  studied  because  of  the  unstable 
angina  and  development  of  left  bundle  branch  block. 
Selective  coronary  arteriograms  demonstrated  de- 
gree of  narrowing  (90%)  present  in  the  left  anterior 
descending  vessel.  An  internal  mammary  artery 
anastomosis  to  the  distal  interventricular  segment 
was  performed.  Patient  became  symptom  free.  Sub- 
sequent angiographic  study  demonstrated  patency 
of  this  graft.  Left  bundle  branch  block  pattern  has 
persisted. 
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UNIONISM 


Because  they  recognize  the  successes  achieved  by 
unionism  within  the  ranks  of  policemen,  teachers,  interns 
and  residents,  many  physicians  have  become  curious 
about  a similar  movement  to  unionize  doctors  for  the 
purpose,  amongst  others,  of  dealing  with  the  political 
and  economic  pressures  being  exerted  by  third  party 
payors. 

In  several  areas  of  the  country,  physicians,  reacting 
principally  to  a local  stimulus  within  their  area,  such  as  a 
hospital-staff  dispute,  have  succeeded  in  forming  bona- 
fide  unions. 

When  offered  a face-to-face  panel  discussion  with  the  leadership  of  such  doctor- 
unions,  a large  number  of  physicians  crowded  a hearing  room  recently  in  Chicago, 
to  ask  questions  and  hear  answers. 

In  an  abbreviated  form,  I have  attempted  to  set  down  some  of  the  major  argu- 
ments pro  and  con  re:  unionism  as  expressed  by  the  speakers  and  audience  both 
within  the  hearing  room  and  later,  in  the  corridors. 

PRO  — Unionism  is  needed,  because  physicians,  for  all  intents  and  purposes, 
have  become  “employees”  of  a consortium  of  potent  agencies,  namely  hospitals, 
insurance  carriers,  and  government.  Collective  bargaining  by  a united  group  is  the 
only  effective  means  of  stemming  the  economic  and  political  pressures  which  will 
soon  become  unbearable. 

CON  — Are  we  truly  employees?  As  defined,  “employee”  is  one  who  works  for 
wages  or  salary  and  is  compensated  for  having  performed  required  work  within  a 
specific  time  as  set  out  by  the  employer. 

The  A.M.A.  has  been  described  by  the  courts  as  an  association  of  independent 
practitioners  each  exercising  his  calling  as  an  independent  unit,  free  from  such 
controls  as  an  employer  might  exercise. 

“We  are  not,  and  cannot  be  a union,”  said  a spokesman  for  the  A.M.A. 

PRO  — “Professionalism  is  a label  no  longer  recognized  by  the  public!  Physi- 
cians, who  believe  otherwise,  have  wrapped  themselves  in  a cloak  of  self-aggrand- 
izement, preening  before  the  mirror  of  vanity,”  eloquently  said  Dr.  Sanford  Marcus 
of  California. 

“There  is  not  much  more  that  can  be  done  to  hurt  our  public  image.” 

CON  — Recent  public  opinion  polls  show  that,  tho  we  have  slipped  in  the  public 
esteem,  physicians  are  still  the  most  trusted  “profession.” 
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Webster’s  International  Dictionary 

“Profession”  — The  occupation,  if  not  purely  commercial,  mechanical,  agricul- 
tural or  the  like,  to  which  one  devotes  oneself;  a calling  in  which  one  professes  to 
have  acquired  some  special  knowledge  used  by  way  either  of  instructing,  guiding, 
or  advising  others,  or  of  serving  them  in  some  art.  The  three  professions,  or 
“learned  professions,”  is  a name  often  used  for  the  professions  of  Theology,  Law, 
and  Medicine. 

Large  numbers  of  us  still  consider  ourselves  professionals. 

“An  economic-oriented  union  would  signal  the  end  of  medicine  as  a profession” 
— Editorial,  “California  Medicine.” 

PRO  — To  enforce  their  demands,  unions  have  as  their  weapons  the  strike,  the 
threat  of  strike,  or  boycott.  Would  doctor-unions,  affiliated  with  a AFL-CIO  or 
Teamsters  Union  strike? 

“We  would  not  strike  against  the  people.  We  would  not  withhold  services.  We 
could,  however,  bring  much  of  the  machinery  to  a halt  by  such  means  as  a “paper” 
strike.” 

CON  — Collective  action  by  non-employees,  whether  under  the  guise  of  associa- 
tion, guild,  etc.,  can  be  illegal  under  the  Sherman-Antitrust  Act.  It  is  the  purpose 
and  behavior  that  are  the  controlling  factors,  not  the  names  of  the  organizations. 

Also,  Canadian  physicians  who  struck  against  the  government  of  Quebec  and 
not  the  people  have  stated  that  it  was  the  public  that  was  hurt,  not  the  politician. 

At  the  moment,  my  personal  persuasions  are  against  unionism.  We  can  still 
help  solve  our  problems  thru  political  action  in  support  of  candidates,  thru  persua- 
sion within  our  legislative  bodies,  and  thru  discussion  with  education  of  the  public. 
But,  it  might  be  wise  to  have  on  file  comprehensive,  full  information  on  the  formal- 
ities of  forming  a union. 

Sidney  L.  Cramer,  M.D. 

President 


FOR  PATIENTS  OF  ALL  AGES.  REGARDLESS  OF  RACE.  COLOR  OR  CREED.  WHO  NO  LONGER  RE- 
QUIRE GENERAL  HOSPITAL  CARE  AND  WANT  TO  BE  HELPED  TO  "GET  UP  AND  GET  WELL  FASTER." 


SOUND  VIEW  HAS  AN  ACTIVE  RESTORATIVE  AND  REHABILITATIVE  PROGRAM 
WHICH  IS  WELL  KNOWN  TO  THE  MORE  THAN  150  AREA  PHYSICIANS  WHO  HAVE 
ADMITTED  THEIR  PATIENTS  TO  OUR  FACILITY. 

OUR  LARGE  NURSING  STAFF,  PHYSICAL  THERAPISTS,  OCCUPATIONAL  THER- 
APIST, SPEECH  THERAPIST  AND  SOCIAL  WORKER  ARE  CONTINUOUSLY  INVOLVED. 
PLANNING  AND  ADMINISTRATING  A REHABILITATION  PROGRAM  FOR  EACH  PATIENT. 

THREE  RESIDENT  PHYSICIANS  ARE  AVAILABLE  TO  ASSIST  THE 
patient’s  PERSONAL  PHYSICIAN. 


SOUND  VIEW-SPECIALIZED  CARE  CENTER 


CARE  LANE,  WEST  HAVEN  (BETWEEN  V.A.  HOSPITAL  AND  NOTRE  DAME  HIGH)  934-7955 


ONE  IN  STAFF  FOR  EACH  PATIENT  MEDICARE  & BLUE  CROSS  •'65”  APPROVED 


410 


Connecticut  Medicine,  August,  197! 


Connecticut  Medicine 

editorial 

Report  of  Commission  on 
Medical  Malpractice 


The  Summary  of  Recommendations  of  HEW  Sec- 
retary’s Commission  on  Medical  Malpractice,  is 
printed  verbatim  in  this  issue.  The  Commission, 
appointed  by  Secretary  Richardson  from  a wide 
field,  including  consumers,  began  its  work  in  Sep- 
tember 1971.  However,  too  little  time  was  available 
to  the  Commission  after  the  long  preliminary  ses- 
sion of  public  hearings  to  prepare  its  final  Report. 
Major  research  reports  were  not  available  in  time  to 
be  utilized.  Members  received  the  final  draft  be- 
tween January  8 and  10,  too  short  a time  for  study 
and  preparation  of  their  reactions  before  January  17, 
the  date  it  was  due  the  Secretary.  Nor  was  it  the 
Commission,  but  the  professional  staff  that  wrote 
the  final  Report,  even  making  decisions  to  include 
or  exclude  material.  The  Commission  had  no  op- 
portunity to  meet,  discuss,  review  and  possibly 
change  the  final  draft.  This  is  why  so  many  commis- 
sioners are  dissatisfied. 

Of  the  21  commissioners,  ten  felt  impelled  to  write 
separate  dissenting  reports,  in  some  of  which  more 
than  one  agreed.  Though  it  may  serve  to  vitiate  the 
credibility  of  the  Report,  it  is  worthwhile  to  recite  a 
few  out-of-context  sentences  by  the  dissenters  to 
get  their  flavor.  Howard  Hassard,  LL.B.,  able  at- 
torney for  the  California  Medical  Association, 
epitomizes  much  of  their  frustration:  “I  am  at  a loss 
to  understand  the  Secretary’s  reluctance  to  permit 
the  Commissioners  an  adequate  opportunity  to  study, 
review  and  refine  the  Commission’s  final  Report 
and  perhaps  more  important,  an  opportunity  to  com- 
pare with  each  other  individual  comments,  reviews 
and  proposed  improvements.  ...” 

James  Ludlum,  J.D.,  attorney  for  the  California 
Hospital  Association,  “shares  the  frustrations  of  his 
fellow  Commissioners  in  the  precipitate  termination 
of  the  Commission  deliberations  with  the  premature 
filing  of  the  Commission  Report.”  Richard  M. 
Markus,  LL.B.,  states,  “ . . . the  Commission  strug- 
gled with  legal  issues  which  were  not  entirely  famil- 
iar to  some  of  the  Commission  members.  Regret- 
tably, the  resulting  language  approved  by  the 
Commission  probably  does  not  convey  the  intention 


which  the  Commission  sought  to  communicate.” 
George  Northup,  D.O.,  past  president  of  the  Ameri- 
can Osteopathic  Association,  states,  “In  my  opin- 
ion, failure  to  permit  the  membership  of  the  Com- 
mission ...  a chance  for  final  review  and  refinement 
of  its  report  jeopardizes  the  authenticity  and  accur- 
acy of  that  report.  Twenty-one  commissioners  spent 
countless  hours  of  meetings,  studying  reports  and 
formulating  opinions.  They  did  not  deserve  denial  of 
completing  their  work.” 

Dr.  Charles  A.  Hoffman,  then  president  of  the 
AMA,  in  a reasonable  and  studied  dissent,  states, 
“After  studying  this  final  draft  of  the  Report,  I am 
regretfully  forced  to  the  conclusion  that  the  Com- 
mission has  failed  to  accomplish  the  primary  purpose 
for  which  it  was  established.”  I agree. 

An  editorial  cannot  do  justice  to  the  Report.  I 
suggest  that  anyone  who  is  interested  after  reading 
the  Recommendations  write  to  the  AMA  for  a point 
by  point  critical  analysis  of  them  by  its  competent 
legal  department. 

It  is  difficult  to  say  how  many  recommendations, 
if  any,  will  be  implemented,  or  whether  it  will  be 
assigned  to  limbo  to  collect  dust  as  have  many  of 
the  hundreds  of  reports  by  governmental  commis- 
sions — like  Senator  RibicofTs  thick  one-volume 
study  on  malpractice.  Let  me  recite  but  one  example 
of  the  Commission’s  thinking:  its  recommendation 
that  the  medical  profession  adopt  compulsory  life- 
long continuing  medical  education  with  recertifi- 
cation or  relicensure.  Continuing  education  already 
is  a major  effort  in  the  profession,  but  not  in  any  way 
related  to  or  because  of  malpractice.  There  is  no 
proof  that  this  is  even  a minor  factor  in  malpractice. 
In  fact,  some  specialties  with  the  highest  educa- 
tional standards,  such  as  neuro-surgery,  orthopedic, 
plastic,  and  cardiac  surgery,  and  anesthesiology, 
have  the  highest  malpractice  risks  and  premiums. 
A consumer  in  her  dissent  states  that  malpractice 
is  a “crisis”  in  the  minds  only  of  physicians.  This 
may  be,  but  certainly  this  Report  adds  little  to  amel- 
iorate the  problem,  if  it  is  that  and  not  a “crisis.” 

Fred  Fabro,  M.D. 
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Is  There  a Stereo  Music 
System  in  Your  Future? 

THEN  SURELY,  YOU  NEED  DAVID  DEAN  SMITH 


For  twenty  years  we  have  listened,  tested  and  evalu- 
ated the  confusing  array  of  hi-fi,  stereo  components 


available  and  can  not  only  offer  you  the  widest  choice 
of  high  quality  audio  equipment,  but  also  we  offer  an 
honest  expertise  not  available  elsewhere. 

David  Dean  Smith  invites  you  to  our  music  stores  in 
New  Haven  and  Hamden  to  listen  to  such  truly  fine 
names  as  McIntosh  Labs,  J-B-L,  Tandberg,  Phase 
Linear,  Braun,  Ortofon,  B & O of  Denmark,  Bose, 
Revox,  Thorens,  Integral  Systems,  Advent  and  many 
others. 


BBEa 

% • 


1 J 

J 1 

iavid 

dean  smith 

262  Elm  Street  • New  Haven 
Open  Thursday  until  9 p.m.  • 777-2311 

2348  Whitney  Avenue  • Hamden 
Open  Thursday  and  Friday  until  9 p.m.  • Hamden 
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Letters  To  The  Editor 


Letters  to  the  Editor  are  welcomed  and  will  be  pub- 
lished, if  found  suitable,  as  space  permits.  Like  other 
material  submitted  for  publication,  they  must  be  type- 
written double  spaced  (including  references),  must  not 
exceed  1 Vi  pages  in  length  and  will  be  subject  to  editing 
and  possible  abridgment. 

DENENBERG’S  ARTICLE 

To  the  Editor:  It  seems  to  me  you  used  inexcusably  poor  judge- 
ment and  wretchedly  bad  taste  in  publishing  “A  Shoppers  Guide 
To  Surgery”  by  Herbert  S.  Denemberg  [s/c],  a Pennsylvania  in- 
surance official. 

Where  is  your  dignity?  This  is  the  kind  of  drivel  one  expects 
to  find  in  Good  Housekeeping,  not  in  an  alleged  scientific  pub- 
lication. Has  Connecticut  Medicine  become  a satellite  of  Reader’s 
Digest?  What  next?  May  we  expect  some  comics?  A Dear 
Abby  column?  Testimonials  for  preparation-H? 

“A  Shoppers  Guide  To  Surgery!”  such  a witless  article  de- 
serves its  witless  title.  If  this  pompous  bureaucrat  chooses  to 
misinform  the  lay  public  that  one  operation  in  five  is  unwar- 
ranted, there’s  probably  no  way  to  prevent  the  publication  of 
such  undocumented  propaganda.  But  why  grant  him  the  privi- 
lege of  space  in  a medical  journal  to  repudiate  and  indict  every 
tissue  committee  in  the  country?  Shame  on  you. 

Some  of  his  quotes  from  anonymous  physicians  are  beauts. 
For  example:  “One  well-known  surgeon  suggested  that  the  best 
way  to  avoid  unnecessary  surgery  is  to  get  three  independent 
opinions  without  advising  any  of  the  three  surgeons  involved 
about  the  conclusions  of  the  other  two.” 

How’s  that  for  a solution  to  the  doctor  shortage?  And  what 
great  advice  for  a guy  who  is  howling  with  a thrombosed  hem- 
orrhoid! 

Here’s  another  gem  of  infinite  wisdom.  “One  doctor  has  sug- 
gested that  females  are  subjected  to  unnecessary  surgery  more 
often  than  males  because  of  the  male  dominance  of  the  medical 
profession.” 

And  so  it  goes. 

But  your  Mr.  Denemberg  [s/c]  reaches  not  into,  but  right 
through  the  bottom  of  the  barrel  when  he  quotes  Fearless  Ralph 
Nader  in  support  of  his  contentions. 

Nader,  self-proclaimed  Saviour,  champion  breast  beater  of  all 
time,  super  expert  in  all  things  temporal  or  spiritual,  political  or 
industrial,  moral  or  immoral,  legal  or  illegal  has  now  qualified 
himself  as  a judge  of  the  proper  indications  for  surgery. 

“Expert”  quotes  “expert”. 

Excuse  me  while  I regurgitate. 

I urge  you,  as  editor  of  Connecticut  Medicine,  to  limit  all  future 
articles  to  those  that  have  some  scientific  merit  and  that  will  be 
worth  the  time  it  takes  to  read  them.  Stay  away  from  the  by- 
products of  the  digestive  processes  of  horses. 

Sincerly  [jic]  yours, 

Riverside,  Conn.  Francis  A.  Read,  M.D. 


THE  JUNE  ISSUE 

To  the  Editor:  Congratulations  to  you  and  to  the  Editorial  Com- 
mittee on  the  June  issue  of  CONNECTICUT  MEDICINE.  In 
reading  our  medical  journals  over  the  past  twenty-five  years 
or  more;  no  single  issue  was  read  with  such  enthusiasm  and 
enlightenment. 


The  articles  on  Abortions,  and  Sterilization  by  Hysterectomy, 
supported  by  the  Editorial  and  also  Questions  and  Answers 
brought  together  an  in-depth  national  and  state  source  of 
knowledge  and  opinions  that  was  exceptionally  good.  It  would 
have  been  interesting  in  rounding-out  the  coverage  to  have  had 
opinions  from  a social  scientist,  an  economist,  and  a woman  . . . 
these  being  representative  of  society,  of  “third  party  payees” 
and  last,  but  not  least,  the  consumer. 

Physicians  learn  from  other  physicians;  but  we  should  learn 
to  listen  and  learn  from  others  in  society  who  are  involved  in 
providing  health  care.  That  thought  came  to  mind  in  reading, 
“A  Shopper’s  Guide  to  Surgery,”  by  Herbert  S.  Denenberg. 
One  may  not  approve  of  his  method  or  his  advice,  but  most  would 
approve  of  his  goals:  “to  help  hold  down  the  cost  of  health 
care  and  to  better  utilize  the  health  delivery  system.” 

I hope  you  will  continue  “Epitomes  of  Progress”  as  a continu- 
ing educational  feature.  The  one  on  “Allergy”  was  excellent. 

The  scientific  articles  were  of  practical  value  to  the  physician 
practicing  in  Connecticut  and  this  must  be  one  of  the  important 
functions  of  CONNECTICUT  MEDICINE. 

You  have  set  a high  standard  of  excellence  for  CONNEC- 
TICUT MEDICINE. 

Madison,  Conn.  Richard  B.  Elgosin,  M.D. 


SUGGESTIONS 

To  the  Editor:  Here  are  some  suggestions  for  Connecticut  Medi- 
cine from  an  inveterate  reader  of  medical  magazines,  submitted 
for  your  consideration: 

1.  There  is  a great  advantage  of  having  the  Table  of  Contents 
on  the  front  cover  page,  including  the  titles  of  Letters  to  the  Editor. 

2.  The  Letters  to  the  Editor  need  subject  titles.  In  some  journals 
the  letter  column  is  the  most  read  part  and  make  a magazine 
lively.  I believe  the  titles  for  the  Letters  should  also  be  on  the 
front  page. 

3.  The  title  of  the  magazine  will  be  changed,  I understand,  to 
Connecticut  State  Medical  Journal.  Why  not  Connecticut  Medical 
Journal  — like  the  British  Medical  Journal  and  leave  out  “State”. 
Connecticut  Medical  Journal  or  Connecticut  Journal  of  Medicine, 
without  “State”,  is  more  euphonious. 

4.  The  masthead  of  the  Journal  may  require  only  l'A  inches  (as 
in  THE  LANCET)  against  the  present  2/i  inches.  This  would 
leave  enough  space  to  print  a complete  Table  of  Contents  on  the 
cover  page. 

5.  Smaller  type  could  be  used  for  the  Table  of  Contents  on  the 
front  page,  as  in  the  sample  of  THE  LANCET.  Even  if  advertising 
would  have  to  remain  on  the  front  cover,  there  will  still  be  5 
inches  of  space  (in  two  or  three  columns)  for  the  contents,  if 
smaller  type  is  used. 

6.  One  of  the  major  merits  of  the  Letter  Section  of  THE  LAN- 
CET is  the  speed  with  which  the  Letters  appear.  Often  it  takes 
but  a few  weeks  to  have  comments  or  answers  printed.  This  is 
important  to  keep  interest  in  a topic  lively.  Efforts  in  this  direction 
may  speed  up  matters  considerably,  here  too.  Unfortunately, 
the  printing  of  magazines  is  a terribly  slow  business  in  the  States. 

7.  Other  magazines,  such  as  the  New  England  Journal  of  Medi- 
cine, use  wire  binding.  I believe  this  to  be  both  faster  and  cheaper. 
Certainly  it  provides  an  adequate  binding. 

8.  The  Connecticut  Public  Health  Association  feels  it  would  be 
useful  if  you  could  offer  a part  of  a page  before  the  Classified 
Section,  to  give  statistical  data  about  the  distribution  of  physicians 
in  Connecticut.  I’m  enclosing  a sample  and  I believe  this  could 
be  of  interest  to  searchers  of  locations,  and  of  benefit  to  the 
people  of  Connecticut. 
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I hope  you  don’t  mind  these  suggestions.  I find  the  changes 
now  underway  in  the  Journal  to  be  promising  and  I wish  you 
luck  in  your  difficult  job. 

H.  H.  Neumann,  M.D. 

Department  of  Health 
City  of  New  Haven 


The  above  letter  was  referred  to  the  Editor  who  offers  the 
following  comments: 

Constructive  Criticism 

2.  Dr.  Neumann  is  quite  right  as  to  the  subject  titles.  We  are 
still  working  on  the  format  of  the  front  cover  of  the  Journal. 

3.  We  are  considering  changing  the  title  of  Connecticut  Medi- 
cine because  many  readers  wonder  whether  it  is  the  official 
Journal  of  the  Connecticut  State  Medical  Society.  For  example, 
a reporter  of  the  Hartford  Courant  recently  said  Connecticut 
Medicine,  the  official  Journal  of  the  Connecticut  State  Medical 
Society.  My  first  preference  is  Connecticut  State  Medical  Journal. 
We  are  open  to  ideas. 

4.  We  must  keep  in  mind  that  elimination  of  the  Lilly  advertise- 
ment on  the  front  cover  would  reduce  our  advertising  income 
in  the  amount  of  $2,300  a year. 

6.  Like  any  editor,  1 want  to  receive  letters.  They  are  most 
welcome.  About  speed  of  letters,  I am  trying  with  our  new  printer 
to  publish  all  letters  just  as  soon  after  they  are  received  as 
is  possible. 

7.  In  connection  with  your  comment  regarding  wire  binding, 
we  have  used  this  method  in  the  past.  However,  we  discontinued 
using  it  because  it  was  found  unsuitable  for  the  handling  of  our 
advertising  inserts  and  changed  over  to  using  the  “perfect  bind- 
ing” method  which  we  found  to  be  more  economical. 

Lastly,  1 wish  more  readers  would  write  to  us,  making  sug- 
gestions such  as  you  have. 

P.S.  Dr.  Neumann  and  readers  will  note  that  we  did  publish 
a table  of  “statistical  data  about  the  distribution  of  physicians 
in  Connecticut”  on  page  3B3  of  the  July  issue  of  the  Journal. 


MORE  ON  HYSTERECTOMY 
To  the  Editor:  1 read  with  interest  “Opinions”  on  sterilization  by 
hysterectomy,  particularly  the  article  by  Ralph  C.  Wright.  He 
makes  a clear,  rational  argument  for  the  removal  of  the  uterus, 
once  it  becomes  a “useless,  bleeding,  symptom-producing,  poten- 
tially cancer-bearing  organ.”  The  trouble  is,  though,  that  such  ra- 
tionality about  the  removal  of  their  uterus  cannot  be  expected  of 
most  women  patients.  The  woman  who  fears  cancer  with  strong 
phobic  feelings  (as  Dr.  Kase  points  out  in  his  opinion)  may  be  a 
patient  who  will  go  along  with  plans  for  preventive  hysterectomy 
most  easily  and  actually  be  relieved  of  much  anxiety.  Most 
women,  however,  have  strong  positive  feelings  about  their  womb. 
These  feelings  have  connection  to  a woman’s  feelings  about 
herself  and  her  role,  her  self-esteem,  her  sexual  experience  and 
her  acceptability  to  men.  Even  menstruation,  “the  curse,”  and 
a nuisance  to  some,  can  be  the  monthly  cleansing  experience, 
the  clock  by  which  the  woman  lives,  endowed  with  magic  powers. 
“Correct”  explanations  do  not  change  such  attitudes  and  feelings 
overnight  and,  in  addition,  husbands  are  often  involved  in  the 
same  kind  of  thinking  and  beliefs.  Dr.  Wright  is  aware  that  not 
all  eligible  patients  will  accept  the  procedure.  He  says:  the  pa- 
tient “must  have  completed  her  family  and  be  of  sufficient  age 
as  well  as  maturity  to  know  her  own  mind.  The  procedure  must 
be  thoroughly  explained  to  both  husband  and  wife.  There  must 
be  compliance  with  hospital  rules  and  regulations,  regarding 


sterilization.  After  this  careful  evaluation,  the  gynecologist 
himself  must  make  the  final  decision.”  As  a psychiatrist,  who 
has  worked  with  many  women  trying  to  assess  their  feelings 
about  conception,  abortion,  hysterectomy,  and  sterilization,  1 
feel  strongly  that  it  is  the  woman  herself  who  has  to  make  the 
final  decision.  After  the  gynecologist  has  made  his  assessment 
and  recommendation,  he  should  help  her  to  clarify  her  own 
feelings  and  come  to  her  decision.  Consideration  needs  to  be 
given  to  the  four  ways  women  conceptualize  the  function  of  the 
uterus:  reproductive,  sexual,  menstrual,  and  strengthening. 

Beyond  this,  strong  feelings  of  need  for  body-intactness  or  allow- 
ing nature  to  take  its  course  as  well  as  a tendency  to  depressive 
reactions  to  loss  should  be  considered. 

I think  it  is  high  time  that  gynecologists  realize  that  the  rational 
solution  to  a problem  is  not  always  the  acceptable  or  even  the 
sensible  solution. 

Sincerely, 

Ruth  W.  Lidz,  M.D. 

Clinical  Professor  of  Psychiatry 

Yale  University  School  of  Medicine 


INFANT  MORTALITY 

To  the  Editor:  This  is  in  reply  to  an  editorial  by  Malcolm  C.  Todd 
appearing  in  the  Journal,  Vol.  37,  No.  6,  June  1973. 

Dr.  Todd,  once  again  raises  arguments  that  excuse  our  infant 
mortality  rate  (poor  reporting  in  other  countries)  but  at  the  same 
time  tell  us  that  it  is  not  our  problem.  The  concept  that  most  of 
the  causes  of  infant  death  are  social  in  origin,  not  medical,  seems 
to  mean  to  Dr.  Todd,  that  we  should  pay  less  attention  to  our 
infant  mortality  rate,  and  not  be  concerned  about  our  status  in 
this  regard,  with  respect  to  the  rest  of  the  world.  He  would  like 
to  dismiss  it  totally  as  an  index  of  the  health  of  a nation,  despite 
its  obvious  influence  on  major  parameters  such  as  death  rates, 
numbers  dying  eventually  from  cardiac  disease,  cancer,  etc. 

There  are  many  diseases  that  fall  into  the  category  of  having 
multiple  social  causes,  such  as  lead  poisoning,  child  abuse, 
veneral  diseases,  and  malnutrition.  I wonder  if  Dr.  Todd  would 
also  suggest,  that  the  prevalence  of  these  diseases  do  not  reflect 
on  the  medical  system’s  ability  to  provide  both  preventive  and 
therapeutic  care  to  these  conditions. 

I would  like  to  refer  the  interested  reader  to  Letters  to  the 
Editor,  in  JAMA;  May  31st,  1971,  Vol.  216,  No.  9,  page 
1481,  where  a number  of  letters  were  written  in  response  to 
an  editorial  by  Balfe,  who  took  a similar  position  to  Dr.  Todd, 
although  not  as  strong  a one.  Dr.  James  Hughes  from  Vermont, 
compared  his  state  to  Norway,  in  respect  to  climate,  ethnic  popu- 
lation, and  population  density,  and  wondered  why  for  every  3 
Norwegian  babies  who  died,  “5  of  their  New  Hampshire 
cousins  died  in  the  first  year  of  life.” 

Dr.  Phillips  from  Pittsburgh  quotes  Dr.  1.  M.  Moriyama  of  the 
Department  of  Health,  Education,  and  Welfare,  who  has  stated 
after  much  study,  that  the  difference  in  infant  mortality  rate  in 
the  U.S.  and  other  countries  cannot  be  accounted  for  on  the 
basis  of  differences  of  definition  and  methods  of  data  collection. 
In  fact,  Mr.  Balfe  in  his  reply  to  these  letters  states,  “1  can  agree 
wholeheartedly  with  Phillips’  point  that  the  difference  in  the 
infant  death  rate,  between  the  U.S.  and  various  European  na- 
tions cannot  be  attributed  to  differences  in  statistical  reporting 
and  technique.”  He  also  states,  “1  thoroughly  agree  that  the 
infant  mortality  data  points  up  a deficiency  in  the  obstetric  or 
pediatric  health  delivery,  or  both  . . . in  . . . the  availability  of  care 
. . . particularly  to  certain  sections  of  the  population.” 

Dr.  Todd,  who  is  a surgeon,  must  realize  that  those  of  us 
in  pediatrics  cannot  cure  by  simply  removing  an  offending  mass, 
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and  once  done  have  the  problem  corrected.  We  deal  with  prob- 
lems that  are  in  large  part  social,  and  these  cannot  be  divorced 
from  medicine’s  responsibility  to  the  population. 


Chairman 

State  Committee  on 
Perinatal  Morbidity  & Mortality 


Sincerely, 

William  E.  Lattanzi,  M.D. 


THE  “NEW”  DIRECTION 

To  the  Editor:  Congratulations  on  the  new  Connecticut  Medicine. 
Since  the  improvement  in  format  and  content  has  taken  place  in 
the  Connecticut  State  Medical  Journal  in  the  past  few  months,  I 
have  begun  to  read  it  more  thoroughly  than  in  the  past.  As  a non- 
resident member  of  the  Connecticut  State  Medical  Society,  I am 
now  even  more  interested  in  the  material  being  printed  in  the 
Journal  than  ever  before. 

The  obvious  influence  on  medical  practice  of  Federal  and  local 
government  financing  mechanisms,  of  consumerism,  of  HMOs, 
of  PSROs,  etc.,  require  a new  level  of  “professional”  awareness 
on  the  part  of  physicians  and  perhaps  a new  cohesiveness  among 
physicians  with  interests  in  these  various  areas.  In  my  opinion, 
there  is  no  “good”  or  “bad”  content  to  any  article  in  any  publi- 
cation except  as  a matter  of  good  taste.  There  is,  of  course,  a need 
for  objective  and  well-written  presentation  of  positions  both  in 
favor  or  against  well  established  views.  If  we  don’t  read  the 
critics’  opinion  — some  of  whom  are  quite  uninformed  — about 
physicians  in  general,  we  certainly  will  not  be  in  a position  to 
address  ourselves  intelligently  to  the  concerns  of  others  who 
might  come  across  the  same  misinformation  and  be  mislead  on 
positions  or  attitudes  with  respect  to  medical  practice. 

Again,  let  me  commend  the  new  leadership  of  Connecticut 
Medicine  from  a somewhat  distant  vantage  point  and  encourage 
them  to  keep  looking  at  all  the  forces  that  effect  the  lot  of  the 
physician. 


Office  of  The  Administrator  Sincerely  yours, 

Department  of  Health,  Education 

and  Welfare  Gordon  K.  MacLeod,  M.D. 

Rockville,  Maryland 


Tuberculosis  — Maine 

On  November  6,  1972,  a 7-year-old  girl  from  Vas- 
salboro,  Maine,  was  admitted  to  a hospital  with 
suspect  pneumonia.  After  studies  were  completed, 
her  diagnosis  was  changed  to  active  primary  tubercu- 
losis. Household  contacts,  close  family  contacts, 
school  personnel,  and  classmates  were  tuberculin 
tested.  The  child’s  maternal  grandfather,  a house- 
hold contact,  had  a positive  tuberculin  test  and  x-ray 
findings  compatible  with  tuberculosis.  His  sputum 
specimens  were  negative. 

Tuberculin  testing  at  the  child’s  school  in  Feb- 
ruary 1973  revealed  a 33-year-old  female  teacher 
with  far  advanced,  active,  pulmonary  tuberculosis. 
In  addition,  5 of  20  teachers  were  tuberculin-positive, 
including  2 who  had  converted  since  October  1972. 
Investigation  also  revealed  5 of  144  students  with 
active  primary  disease;  13  others  were  tuberculin- 
positive. The  teacher’s  husband,  2 children,  and 


sister  were  tuberculin-positive,  as  was  her  father  who 
had  had  active  tuberculosis  in  1941. 

Except  for  the  grandfather  of  the  7-year-old 
child,  all  infected  persons  were  close  contacts  of 
the  teacher.  All  are  now  on  chemoprophylaxis  or 
chemotherapy. 

Editorial  Note 

Tuberculosis  is  not  a highly  infectious  disease, 
transmission  occurring  primarily  within  households 
and  among  intimate  associates  of  active  cases.  The 
high  level  of  infection  within  the  teacher’s  family 
illustrates  the  risk  for  family  contacts. 

Although  tuberculosis  generally  does  not  spread 
widely  in  the  community,  certain  institutional  situa- 
tions provide  the  opportunity  for  large  numbers  of 
susceptible  persons  to  be  exposed  to  a common 
source  of  infection,  as  in  the  teacher’s  school.  It  is 
therefore  recommended  that  employees  of  schools, 
hospitals,  nursing  homes,  and  other  institutions,  and 
particularly  those  persons  in  a position  to  infect 
children,  be  subjected  to  tuberculosis  screening  pro- 
grams and  that  preventive  treatment  be  given  to 
those  at  risk  of  developing  tuberculosis. 

The  teacher  was  likely  to  have  been  infected  in 
1941  when  she  was  in  close  contact  with  her  father; 
preventive  treatment  was  not  available  at  that  time. 
If  her  infection  had  been  identified  at  the  time  of 
her  employment  as  a teacher  years  later  and  if  she 
had  received  treatment  with  isoniazid,  her  subse- 
quent illness  and  the  other  cases  and  infections 
resulting  from  it  might  have  been  prevented. 

(Reported  by  Peter  J.  Lead  ley,  M.D.,  Director,  Bureau  of 
Health,  Percy  C.  Me  Intire,  M.D.,  Medical  Director,  Tubercu- 
losis Control,  Maine  Department  of  Health  and  Welfare;  and  a 
Tuberculosis  Branch  Public  Health  Advisor,  CDC.) 

U.S.  Dept,  of  HEW,  Public  Health  Service,  Center  for  Disease 
Control,  Atlanta,  Georgia  30333,  July  6,  1973. 


Payment  of  Physician  for  Services  Performed  by 
Intern  Under  his  Direction  or  Supervision 

When  a physician  assumes  responsibility  for  the 
services  rendered  to  a patient  by  a resident  or  an 
intern,  the  physician  may  ethically  bill  the  patient 
for  services  which  were  performed  under  the  phy- 
sician’s personal  observation,  direction  and  super- 
vision. 

Employment  of  Physician  by  Clinic  or  Another 
Physician 

It  is  not  unethical  in  itself  for  a physician  to  accept 
part-time  employment  under  another  physician  or 
in  a clinic.  The  physician  so  employed  and  his  em- 
ployer must  observe,  however,  all  Principles  of 
Medical  Ethics  in  their  relationship  with  each  other 
and  with  their  patients. 
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Sanibel:  A EHmntstmt  In  iExtntbfb  Cursing  (Ear? 


“Live  Exotic  Birds  Displayed  as  Restful  Therapy  for  Patients" 


Dear  Doctor: 

The  management  of  Sanibel  is  proud  to  offer  you  and  your  patients 
one  of  the  finest  extended  care  centers  in  the  state. 

Sanibel  is  located  in  suburban  Middletown  minutes  from  downtown 
general  hospital  and  professional  offices.  It  provides  you  with  the 
surety  of  considerate  assistance  that  has  become  the  Sanibel  hallmark. 

Please  call  or  write  for  more  information.  Visit  us  any  time  to  assure 
yourself  we  are  everything  we  say. 


Respectfully, 

Jouptin.  W.  3iaL, 
Owner  and  Director 


THE  SANIBEL  FAMILY  OF  GUEST  HOMES  AND  CONVALESCENT  CENTERS 

Glendale,  Inc.,  Route  9,  Chester 

Sanibel  Hospital,  South  Main  Street,  Middletown  347-1696 
Chestelm,  Inc.,  Route  151,  Moodus  873-8481 
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Reflections  From  The  Dean’s  Office 

Robert  U.  Massey,  M.D. 


Sometime  during  the  planning  of  the  University 
of  Connecticut  Health  Center,  the  planners  made 
the  decision  to  admit  students  in  the  fall  of  1968. 
The  first  200  beds  of  the  University  Hospital  were 
to  be  completed  in  1970,  ready  for  third-year  medical 
students.  The  second  200  beds  would  follow  in 
due  course  and  construction  of  a 400-bed  Veter- 
ans Administration  Hospital  would  surely  be  under- 
way by  then.  Before  the  decade  of  the  seventies 
was  half  spent,  there  would  be  a largely  self-suffi- 
cient 800  to  1,000-bed  hospital  complex  and  health 
center  on  the  Farmington  hill.  Or  so  everyone  dream- 
ed and  believed. 

Now,  in  the  summer  of  ’73,  the  first  200  beds  are 
still  six  months  from  opening  day,  and  the  total 
clinical  complex  a year  from  completion.  You  know 
the  rest  of  the  story  of  rising  hospital  costs  and  de- 
creasing lengths  of  stay;  more  and  better  ambula- 
tory care;  recently  completed  new  hospital  additions 
in  the  Capitol  region;  rising  construction  costs  and 
changing  priorities.  The  Chief  Medical  Director  of 
the  Veterans  Administration  Department  of  Medi- 
cine and  Surgery  has  predicted  that  relocation  of 
the  Newington  Veterans  Administration  Hospital  to 
Farmington  may  be  a decade  away. 

But  the  students  came  anyway.  Temporary  build- 
ings were  provided  for  their  first  two  years;  McCook 
and  Newington  Veterans  Administration  Hospital 
served  as  bases  for  some  clinical  instruction,  but 


ROBERT  U.  MASSEY,  M.D.,  Dean  and  Professor  of  Medi- 
cine, University  of  Connecticut,  School  of  Medicine,  Farming- 
ton,  Connecticut. 


most  of  it  took  place  in  the  community  hospitals  in 
and  around  Hartford  with  the  help  of  the  busy 
practicing  physicians  in  this  community.  Almost  150 
Connecticut  physicians  participated  last  year  in  pro- 
cation. Connecticut  hospitals  other  than  McCook  and 
the  Veterans  Administration  provided  412  student 
months  of  clinical  clerkship  of  71%  of  the  total  pro- 
vided to  junior  and  senior  students  at  the  School  of 
Medicine  in  1972-1973.  Full-time  faculty  and 
practicing  physicians  worked  together  in  both  plan- 
ning and  carrying  out  these  programs.  In  each  year 
through  1978  there  will  be  more  students  than  the 
year  before  and  more  work  for  all  of  us  to  do. 

I believe  everyone  benefits,  including  the  pa- 
tients. Barriers,  both  real  and  imagined,  between 
the  practicing  and  academic  physicians  are  tumbling 
down,  or  not  being  built,  and  the  students  are  learn- 
ing their  clinical  medicine  on  a firm  base  of  human 
viding  instruction  for  students  and  housestaff  in  all 
years  of  undergraduate  and  graduate  medical  edu- 
biology  and  in  a real  world  clinical  setting.  It  may 
not  be  the  best  of  both  worlds.  Most  of  us  are  be- 
ginning to  sense  that  there  may  not  be  two  worlds 
after  all. 

Against  this  background  of  cooperation  in  attain- 
ing specific  objectives,  it  may  be  easier  to  see  the 
solution  to  many  of  the  problems  facing  all  of  us  who 
are  responsible  for  providing  medical  care. 

Rather  than  talking  about  working  together 
and  continuing  to  go  our  separate  ways,  we  have 
tackled  specific  problems  one  by  one  and  suddenly 
found  that  we  were  cooperating.  I am  pleased  that 
history  made  us  change  our  game  plan. 
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Should  Medicine  Today  Be  Taught 
Without  Medical  Ethics? 


Paul  Ramsey*,  Ph.D.,  Litt.D.,  Sc.D. 


Since  it  is  the  reason  I was  invited  to  write  this 
little  piece,  perhaps  I should  explain  what  I am  doing 
as  the  Joseph  P.  Kennedy,  Jr.,  Visiting  Professor  of 
Genetic  Ethics  at  the  Medical  School  of  Georgetown 
University.  This  is  a research  appointment  enabling 
me,  a Protestant  Christian  ethicist,  located  in  the 
middle  of  a medical  school  faculty  and  not  on  its 
periphery,  to  begin  some  serious  study  of  the  moral 
issues  in  medical  research  and  practice.  The  word 
“genetic”  is  an  artful  term,  invented  to  avoid  call- 
ing me  “Visiting  Professor  of  Obstetrics  and  Gyne- 
cology”- the  department  where  I am  administra- 
tively located.  If  the  word  has  any  meaning  it  is  taken 
from  human  development  or  “genesis.”  Eugenics, 
and  the  enormous  moral  questions  arising  from 
present  and  future  possible  applications  of  bio- 
genetics and  molecular  biology,  are  only  one  area 
of  my  concerns. 

Moreover,  I would  not  now  undertake  to  “teach” 
medical  ethics  in  a professional  school,  although 
medical-ethical  problems  have  for  many  years  com- 
prised one  part  of  my  undergraduate  course  at 
Princeton  on  Christian  Ethics  and  Modern  Society. 
The  terms  of  my  contract  at  Georgetown  state  that 
I “participate”  in  the  medical  ethics  course,  and  I 
do.  Mainly,  however,  I am  finding  out  how  teachers 
of  medical  science,  researchers  and  practitioners 
themselves  discuss  the  choices  facing  them.  Under 
the  leadership  of  Dr.  Paul  Bruns,  Chairman  of  the 
Department  of  “Ob-Gyn”  and  Dr.  Andre  Hellegers, 
bi-monthly  conferences  are  arranged  in  which  I over- 
hear and  can  put  my  questions  to  experts  in  all  the 
fields  of  medicine,  discussing  some  pre-appointed 
topic  such  as  medical  experimentation  involving 


*The  foregoing  piece  was  written  by  Professor  Ramsey  when 
in  1968-69  he  was  first  beginning  a serious  examination  of  medi- 
cal ethics.  His  studies  resulted  in  two  publications:  Fabricated 
Man:  The  Ethics  of  Genetic  Control  and  The  Patient  as  Person: 
Explorations  of  Medical  Ethics  (Yale  University  Press,  1970), 
the  Lyman  Beecher  Lectures  on  Medical  Ethics  delivered  at  the 
School  of  Medicine  and  the  Divinity  School  of  Yale  University 
in  1969.  He  is  also  the  author  of  “The  Morality  of  Abortion,”  in 
Life  or  Death:  Ethics  and  Options.  University  of  Washington 
Press,  1968;  “Some  Reference  Points  in  the  Deciding  about  Abor- 
tion,” in  John  T.  Noonan,  Jr.,  ed.:  The  Morality  of  Abortion. 
Harvard  University  Press,  1970;  and  “Abortion:  A Review 
Article”  in  The  Thomist,  January,  1973. 


human  subjects,  the  definition  of  clinical  death,  th 
patient’s  right  to  be  allowed  to  die,  organ  trans 
plantation,  disaster  medicine,  the  use  of  spars 
medical  resources,  etc. 

The  dilemma  is  that  no  one  can  teach  medict 
ethics  until  someone  first  does  so.  Due  to  the  ur, 
certainties  in  Roman  Catholic  moral  theology  sine 
Vatican  Council  II,  even  the  traditional  medict 
ethical  courses  in  schools  under  Catholic  auspice 
are  undergoing  vast  changes,  abandonment  or  sever 
crisis.  The  discipline  and  the  profession  now  fine 
itself  without  one  of  the  ancient  landmarks  — o 
points  of  opposition. 

The  last  state  of  the  patient  (medical  ethics)  ma 
be  worse  than  the  first.  Still  there  is  evidence  tha 
this  can  be  a moment  of  great  opportunity.  An  ir 
creasing  number  of  moralists  — Protestant,  Jewis 
and  unlabeled  men  are  manifesting  interest  in  de 
voting  their  trained  powers  of  ethical  reasoning  t 
questions  of  medical  practice  and  medical  tech 
nology.  This  same  galloping  technology  gives  a 
mankind  reason  to  ask  how  much  longer  we  ca 
assume  that  what  can  be  done  simply  has  to  be  don 
or  should  be. 

The  moral  pluralism  of  our  society  and  the  fac 
that  research  medicine  may  already  be  in  grea- 
measure  disaster  medicine  seem  to  me  to  make  i 
both  possible  and  urgent  that  medical  ethics  and  no 
only  professional  courtesy  be  taught  in  the  curricul; 
of  every  school.  The  Hershey  Medical  Center  o 
Pennsylvania  State  University  has  incorporated  inti 
its  curriculum  a Humanities  Department,  in  whicl 
religionists,  philosophers  and  behavioral  scientist 
teach.  I have  no  basis  for  judging,  but  some  pro 
fessors  of  medicine  whom  I have  questioned  hav 
assured  me  that  there  is  now  enough  “water”  - 
courses  that  could  be  eliminated  or  shortened  — ii 
the  four  year  medical  courses  that  the  required  stud; 
of  the  humanities  and  of  ethics  need  not  lengthen  ; 
doctor’s  training  or  impair  his  scientific  competence 

There  is  no  way  to  avoid  the  moral  pluralism  o 
our  society.  There  is  no  way  to  change  the  fact  tha 
no  one  can  do  medical  ethics  until  someone  firs 
does  it  well.  This  means  that  anyone  can  — who  i 
trained  in  one  field  of  medicine  and  willing  to  begii 
to  specialize  in  ethical  reasoning  about  these  ques 
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>ns,  or  who  is  trained  in  ethics  and  willing  to  learn 
ough  about  the  technical  problems  to  locate  the 
cisional  issues. 

Nor  can  anyone  alter  the  fact  that  not  since  Socra- 
; have  we  learned  how  to  teach  virtue.  The  quan- 
ries  of  medical  ethics  are  not  unlike  that  question, 
ill  we  cannot  any  longer  rely  upon  the  ethical 
sumptions  in  our  culture  to  be  powerful  or  clear 
ough  to  do  this  for  the  profession,  or  count  on 
lues  being  transmitted  without  thought. 

This  being  so,  no  medical  faculty  should  imagine 
has  assumed  proper  responsibility  for  probing 
quiry  into  medical  ethical  issues  by  (1)  formal 
idy  alone  of  the  various  codes  or  guidelines  gov- 
ling  medical  practice  that  have  been  elaborated 
by  (2)  structuring  such  a course  according  to  the 
larized  division  among  America’s  “four  religions,” 
otestantism,  Catholicism,  Judaism,  and  Human- 
n.  The  insights  of  every  one  of  these  traditions 
)uld  need  to  be  fully  appropriated  by  any  teacher- 
lolar  of  medical  ethics,  and  he  should  be  able  and 
lling  to  do  this  no  matter  what  is  his  own  religious 
egiance  or  lack  of  allegiance.  The  opportunity  of 
ir  present  religious  and  moral  situation  is  that  such 
course  need  not  be  catechetical.  The  “catechism” 
an  ethics  of  the  medical  profession  is,  I suppose, 
; existing  codes  governing  the  practice.  The  need 
the  hour  is  that  these  be  deepened  and  sensitized 
all  the  ordinary  and  the  newly  emerging  situations 
doctor  confronts.  None  of  the  sources  of  moral 
sight,  of  understanding  the  humanity  of  man,  of 
swering  questions  of  life  and  death  can  rightfully 
neglected. 


PHYSICIAN  PLACEMENT  SERVICE 

The  Connecticut  State  Medical  Society  maintains  a 
placement  service  for  the  convenience  of  Connecticut 
physicians,  hospitals  and/or  communities  in  search  of 
candidates  for  positions  available  in  our  state.  A de- 
scription of  such  opportunities  should  be  forwarded  to 
the  Physician  Placement  Service,  160  St.  Ronan  Street, 
New  Haven,  Connecticut  06511.  (203-865-0587). 

Physicians  wishing  to  locate  in  Connecticut  are  in- 
vited to  submit  a resume'  to  be  kept  on  file  with  the 
Physician  Placement  Service.  Candidates  are  requested 
to  inform  the  Society  when  they  are  no  longer  available 
for  consideration  for  opportunities  which  might  be 
available  in  Connecticut. 

Journal  announcements  under  “Placement  Wanted” 
or  “Placement  Opportunities”  will  now  be  processed 
as  classified  advertisements.  Anyone  wishing  to  place 
such  an  announcement  must  submit  copy  by  the  first 
of  the  month,  two  months  before  the  month  of  issue. 


CLASSIFIED  ADVERTISING 

$20.00  for  25  words  or  less; 

40c  for  each  additional  word. 

$2.00  extra  if  keyed  through  CONNECTICUT  MEDICINE 
PAYABLE  IN  ADVANCE 

CLOSING  DATE  FOR  copy:  1st  of  the  month 
TWO  MONTHS  PRECEDING  DATE  OF  ISSUE 


Although  CONNECTICUT  MEDICINE  believes  the  Class- 
ified Advertisements  in  these  columns  to  be  from  reputable 
sources,  CONNECTICUT  MEDICINE  does  not  investigate  the 
offers  made  and  assumes  no  responsibility  concerning  them. 

CONNECTICUT  MEDICINE  reserves  the  right  to  decline  or 
withdraw  advertisements  at  our  discretion.  Every  care  is  taken 
to  avoid  mistakes  but  responsibility  cannot  be  accepted  for  clerical 
or  printer’s  errors. 


EMERGENCY  ROOM  PHYSICIAN  for  100-bed  full  service 
community  hospital.  Must  be  eligible  for  Connecticut  licensure. 
No  weekend  coverage.  Attractive  salary,  excellent  benefits. 
Resume  to  Administrator,  World  War  II  Memorial  Hospital, 
Meriden,  Conn.  06450. 


WANTED  — College  physician,  35  or  40  hr.  week  plus  alternating 
nights  and  weekends.  30  week  academic  year.  Co-ed,  2000  stu- 
dents, most  residential.  Equal  opportunity  employer.  Write 
Mary  N.  Hall,  M.D.,  Box  1634,  Connecticut  College,  New  London, 
Conn.  06320 


UROLOGIST:  age  30,  married,  university  training,  military 
obligation  completed.  Seeks  association  leading  to  partnership. 
Available  July,  1947.  Mark  Fagelman,  M.D.,  55  Reymont  Ave., 
Rye,  New  York  10580. 


PEDIATRICIAN:  Board  qualified,  for  State  Crippled  Children 
program.  Salary  range  $22,563  to  $27,543  (negotiable).  Retire- 
ment Plan,  fringe  benefits.  Contact  John  Crowley,  Personnel 
Administrator,  79  Elm  Street,  Hartford,  Conn.  06115. 


TWENTY-EIGHT  YEAR  OLD  University  trained  Ob-Gyn 
resident.  Completes  residency  June,  1974.  Desires  association 
leading  to  partnership  near  teaching  hospital.  Experience: 
Laparoscopy,  pregnancy  termination,  infertility.  Dennis  L. 
Lorell,  M.D.,  21  F.  Queens  Way,  Camillus,  New  York  13031. 


ADULT  NURSE  PRACTITIONER  needed  for  Community 
Health  Facility.  Starting  salary  $12,000  with  excellent  fringe 
benefits.  Send  resume  to:  Administrator-Community  Health 
Services,  520  Albany  Avenue,  Hartford,  Connecticut  06120. 
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Kidney  Transplantation  at  Hartford  Hospital 


The  first  kidney  transplant  at  Hartford  Hospital 
was  performed  in  March,  1971,  but  most  of  the 
transplants  have  been  performed  since  February 
1972.  A total  of  eighteen  transplants  in  seventeen 
patients  have  now  been  performed.  Twelve  of  these 
patients  have  good  renal  function  and  there  has  been 
no  mortality. 

The  transplant  team  consists  of  two  general  sur- 
geons, two  nephrologists  and  a transplant  surgeon. 
The  latter.  Dr.  Robert  Schweizer,  studied  for  sixteen 
months  with  Doctors  Kountz  and  Belzer  at  the  Uni- 
versity of  California  in  San  Francisco.  He  has  per- 
formed over  forty  human  kidney  transplants  and 
has  authored  several  papers  on  transplantation. 

The  program  at  Hartford  Hospital  has  three  main 
goals.  The  first  is  a clinical  transplantation  service 
with  an  emphasis  on  cadaver  kidney  transplantation. 
The  hemodialysis  unit  at  Hartford  Hospital  is  the 
oldest  and  largest  in  the  state,  and  most  potential 
transplant  recipients  do  not  have  a suitable  relative 
to  donate  a kidney.  Therefore,  there  is  considerable 
need  for  cadaver  kidney  transplantation  in  the  Hart- 
ford area. 

The  second  area  of  emphasis  is  on  kidney  preser- 
vation. The  first  kidney  preservation  apparatus  in 
the  state  (and  the  second  in  New  England)  is  at 
Hartford  Hospital.  This  apparatus  has  preserved 
twelve  kidneys  over  the  past  few  months.  These 
preservation  capabilities  permit  time  for  selection 
of  suitable  recipients  by  tissue  typing  and  time  for 
preparation  of  the  recipients  for  a safe  operation. 
The  apparatus  also  provides  a functional  evaluation 
of  the  kidneys  before  the  actual  transplant,  so  that 
kidneys  injured  by  prolonged  ischemia,  with  little 
chance  of  recovery,  are  not  transplanted. 

A new  acquisition  has  been  a small  portable  pres- 
ervation apparatus  for  use  when  procuring  cadaver 
kidneys  at  other  hospitals,  and  for  transporting  kid- 
neys between  the  state’s  two  transplant  centers.  This 
apparatus  was  used  recently  when  a kidney  was 
transported  from  Hartford  Hospital  to  Yale.  The 
transplant  procedures  were  performed  simulta- 
neously at  the  two  centers,  after  about  12  hours  of 
preservation  of  the  kidneys,  and  both  transplants 
had  immediate  function. 

The  third  major  area  of  interest  is  on  research  in 
transplantation  biology.  This  is  not  new  at  Hartford 
Hospital  since  the  surgical  research  laboratory  has 
been  conducting  experiments  in  transplantation  for 
over  15  years.  The  most  recent  work  has  been  on 
prolonged  kidney  preservation,  the  developments 


of  new  methods  to  control  the  rejections  process, 
and  advanced  tissue  typing  techniques. 

The  Hartford  kidney  transplant  program  also 
has  considerable  support  from  other  departments 
at  the  Hospital,  as  well  as  from  the  University  of 
Connecticut.  For  example,  the  Department  of  Path- 
ology at  Hartford  Hospital  has  been  helpful  with 
its  electron  microscope  for  both  clinical  and  experi- 
mental studies.  Dr.  Naomi  Rothfield  at  the  Uni- 
versity of  Connecticut  has  collaborated  with  the 
kidney  transplanters  by  performing  special  anti- 
kidney antibody  studies. 

The  transplant  programs  in  the  state  are  also  in 
need  of  support  by  all  physicians.  This  is  because  of 
the  great  need  for  cadaver  kidneys  for  transplan- 
tation. Suitable  donors  are  patients  with  irreversible 
brain  damage,  good  renal  function,  between  the 
ages  of  2 and  55  years,  and  who  do  not  have  diabetes 
mellitus,  systemic  infection,  cancer  nor  a history 
of  hypertension.  Permission  for  the  removal  of  the 
kidneys  must  be  obtained  from  the  next  of  kin  and 
from  the  medical  examiner  (in  cases  under  his  jur- 
isdiction). 

By  mutual  agreement  the  two  transplant  centers 
at  Yale  and  Hartford  have  set  up  a plan  by  which 
each  center  would  be  responsible  for  the  procure- 
ment of  cadaver  kidneys  from  its  own  area  of  the 
state  (using  the  CRMP  guidelines).  By  dividing  the 
labor,  utilizing  preservation  methods,  and  sharing 
kidneys,  typing  information,  and  expertise,  the  two 
centers  should  be  able  to  provide  the  most  efficient 
and  effective  use  of  these  hard-to-come-by  organs 
for  all  of  the  citizens  of  Connecticut.  We  will  need 
the  cooperation  of  any  and  all  of  the  physicians  of 
the  state  who  care  for  the  critically  injured. 

The  tragic  circumstances  of  a violent  or  unex- 
pected death  can  often  be  alleviated  by  offering  the 
surviving  family  members  an  opportunity  to  provide 
the  gift  of  life  to  someone  with  end-stage  kidney 
failure. 

Any  physician  recognizing  such  an  opportunity 
should  call  Drs.  Schweizer  or  Foster  (549-5897  or 
524-2152)  if  he  lives  in  the  Northern  CRMP  zone 
(i.e.  Middletown,  Norwich-New  London  and  north) 
or  Drs.  Lytton  or  Schiff  (436-1573  or  436-1570)  if  he 
lives  in  the  south.  The  transplant  teams  will  assume 
the  burden  of  the  technical,  the  administrative  and 
the  economic  aspects  of  organ  removal. 

Mark  W.  Izard,  M.D. 

Director  of  Hemodialysis 
Hartford  Hospital 
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Surgeon  Bentley  and  the  First 
Human  Blood  Transfusion 


Stanley  B.  Weld,  M.D. 


There  were  many  doctors  of  medicine  who  turned 
their  faces  westward  during  the  last  century  looking 
for  greener  pastures.  One  of  these  colorful  characters 
to  be  born  in  Connecticut  and  who  settled  west  of 
the  Mississippi  River  was  Edwin  Bentley.  His  place 
of  birth  is  said  to  have  been  somewhere  in  New 
London  County  on  July  3,  1824.  A surgeon  in  the 
Civil  War,  he  rose  to  the  rank  of  lieutenant  colonel 
and  established  a reputation  as  Little  Rock’s  pioneer 
surgeon,  living  to  the  age  of  92.  Dr.  Bentley  received 
a diploma  from  the  University  Medical  College  of 
New  York  in  1849,  another  from  Bellevue  Hospital 
Medical  College  of  New  York  in  1878,  and  yet  a 
third  that  same  year  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  New 
York  City.  He  began  the  practice  of  medicine  in 
1861  in  Norwich,  Connecticut,  but  with  the  out- 
break of  the  War  of  the  Rebellion  he  gave  up  his 
private  practice  and  enlisted  in  the  U.S.  Army  in 
the  spring  of  that  same  year. 

Surgeon  Bentley  was  appointed  1st  Assistant 
Surgeon  in  the  1st  Connecticut  Heavy  Artillery 
Regiment  and  later  rose  to  the  position  of  Brigade 
Surgeon  with  the  rank  of  lieutenant  colonel.  We 
first  hear  of  him  in  December  1862  at  L’Ouverture 
Hospital,  the  3rd  Division  Hospital  at  Alexandria, 
Virginia,  where  his  medical  and  surgical  experience 
was  extensive.  He  reported  81  cases  of  acute  and 
chronic  dysentery,  and  typhoid  fever,  all  of  whom 
died  and  came  to  autopsy.  In  another  report  of  July 
1864  he  records  15  cases,  all  Negroes,  in  which  were 
included  chronic  diarrhea  and  tuberculosis  of  the 
lungs  and  intestines.  These  all  came  to  autopsy.  A 
single  case  of  inflammation  of  the  liver  in  a 16  year 
old  musician  is  recorded  where  the  postmortem 
showed  pericardial  effusion  and  the  diaphragm  ad- 
herent to  the  liver.  The  latter  organ  was  found  to  be 
full  of  abscesses.  He  also  reported  a case  of  kidney 
disease  in  a 29  year  old  soldier,  admitted  to  the  hos- 
pital with  acute  rheumatism  and  anuria. 

Dr.  Bentley’s  surgical  cases  included  excision  of 
conoidal  ball  from  the  9th  rib  with  perforating 

DR.  STANLEY  B.  WELD,  M.D.,  F.A.C.S.,  F.A.C.O.G., 
Member  of  the  Hartford  Hospital,  Medical  and  Surgical  Staff, 
Hartford,  Conn.,  and  of  American  Association  of  the  History 
of  Medicine. 


wounds  of  the  abdomen,  testicle,  and  upper  and 
lower  extremities.  He  performed  countless  ampu- 
tations of  the  extremities,  including  the  shoulder 
joint,  and  ligated  the  brachial,  radial,  and  gluteal 
arteries  under  various  conditions.  Many  of  his  ampu- 
tations, like  those  of  his  fellow  army  surgeons,  never 
recovered.  He  continued  to  serve  at  various  army 
hospitals  in  Alexandria  until  1865.  Surgeon  Bentley 
contributed  to  the  medical  and  surgical  literature 
of  the  Civil  War,  and  at  his  death  there  was  found 
among  his  possessions  an  unusual  book  of  patho- 
logical specimens  dated  1864.  Although  it  is  not 
certain  that  he  personally  made  this  collection,  yet 
he  must  have  had  a keen  interest  in  morbid  anatomy 
to  have  had  such  a volume  in  his  library.  This  book* 
“measures  27.0  cm.  by  33.2  cm.,  has  sixteen  (16) 
pages  and  contains  forty-five  (45)  strips  of  intestine 
showing  Peyer’s  patches.”  The  collector  perhaps 
cut  the  intestines  with  scissors,  pasted  them  in  the 
book  and  covered  them  with  varnish  or  shellac.  The 
key  is  in  the  center  of  the  book  on  page  eight  (8), 
which  is  as  follows: 

Case  91.  Eliphalet  G.  Phillips,  Private  Co.  10  M., 
N.J.  Inf.,  was  admitted  to  the  hospital  Aug.  15, 
1864  with  a chronic  diarrhea  of  three  (3)  months 
standing,  much  debilited  with  anorexia,  dry  brown 
tongue.  Oct.  1,  1864  was  attacked  with  congestion 
of  the  lungs  attended  with  troublesome  cough. 
Sumat.:-  Expectorants  and  anodynes  for  it  and 
anodynes,  astringents  and  stimulants  for  diarrhea. 
Died  Nov.  1,  1864.  Sect.  Cadavre  Nov.  2,  1864, 

17  hours  postmortem.  Rigor  mortis  medium.  Em- 
ponpoint:  very  much  emaciated.  Intestines  as  seen 
in  the  following  condition. 

“The  diagnosis  at  the  top  of  the  page  is  ‘Tuber- 
culosis of  intestine  sequelae  of  Phthisis  Pulmonalis.’ 

“Attached  to  the  lower  part  of  the  page  is  a portion 
of  the  small  intestine,  containing  stellate  ulcer,  1.3 
cm.  by  2.3  cm.  in  its  largest  dimensions,  with  irregu- 
lar edges.  There  are  regions  in  the  ulcer  which  are 
evidently  tubercles. 

“Seven  pages  contain  twenty-two  (22)  intestinal 

*From  "Specimens  from  the  Civil  War  Period”  by  Harvey  S. 
Thatcher,  M.D.,  University  of  Arkansas  School  of  Medicine. 
Department  of  Pathology,  Little  Rock,  Arkansas. 
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strips  from  typhoid  patients.  The  typical  ulcerations 
of  Peyer’s  patches  are  correctly  diagnosed.  On  an- 
other page  there  is  a strip  of  large  intestine  marked 
inflammation  Intestine  from  Chronic  Diarrhea.’ 
Two  pages  are  marked  ‘Congestion,’  and  another, 
‘Hyperemia  with  Intestine’  corresponding  to  these 
diagnoses.  Another  page  is  labeled  ‘Ulceration  of 
Intestine  from  Diarrhea  of  Phthisis.’  These  latter 
specimens  are  in  poor  state  of  preservation.” 

Surgeon  Bentley  holds  the  distinct  honor  of  having 
performed  the  first  successful  transfusion  of  human 
blood  recorded  in  the  United  States.  According  to 
“The  Medical  and  Surgical  History  of  the  War  of 
the  Rebellion,”  published  by  the  War  Department, 
only  one  other  case  was  on  record  and  that  ended 
fatally.  Private  Gross,  19  years  old,  of  the  1st  Mas- 
sachusetts Heavy  Artillery  sustained  a wound  in  the 
right  leg  at  Petersburg,  Virginia,  on  June  16,  1864. 
He  was  admitted  to  Grosvenor  Branch  Hospital, 
Alexandria,  two  weeks  later  where  Surgeon  Bentley 
was  prepared  to  operate  on  him.  There  was  present 
a flesh  wound  of  the  posterior  aspect  of  the  right  leg 
but  the  soldier  was  too  exsanguinated.  No  operation 
was  attempted.  Stimulating  therapy  with  a highly 
nutritious  diet  was  carried  out  but  by  August  12  the 
wound  had  developed  gangrene.  Local  applications 
of  creosote,  charcoal  poultices,  and  nitric  acid  were 
of  no  avail.  Three  days  later  hemorrhage  developed 
from  erosion  of  the  posterior  tibial  artery.  Ampu- 
tation at  the  level  of  the  tubercle  of  the  tibia  was 
carried  out,  there  being  no  opportunity  to  develop 
a flap,  but  the  patient  showing  no  sign  of  rallying 
from  his  poor  condition,  it  was  determined  to  test 
the  method  of  transfusion  of  blood  as  recommended 
by  Brown-Sequard.  Blood  was  obtained  from  “a 
strong  healthy  German,”  an  opening  made  in  the 
median  basilic  vein  and  about  two  ounces  of  blood 
injected  with  a Tiemann’s  syringe.  The  patient  is 
said  to  have  improved  immediately,  the  stump  clear- 
ed up  and  was  entirely  healed  by  October  20th. 

Following  the  war  Surgeon  Bentley  remained  in 
the  army  until  1888.  He  was  successively  stationed 
at  Russel  Barracks,  D.C.,  Camp  Reynolds  and  Point 
San  Jose,  California,  and  in  1875  he  accompanied 
the  4th  U.S.  Artillery  to  the  Black  Hills  during  the 
Modoc  War.  While  on  the  West  Coast  he  served  as 
professor  of  anatomy  in  the  medical  department  of 
the  College  of  the  Pacific  for  six  years.  In  1877  he 
checked  an  epidemic  of  small  pox  at  New  Orleans 
and  the  following  year  was  Post  Surgeon  at  Little 
Rock,  Arkansas.  He  then  served  as  Medical  Direc- 
tor of  the  Department  of  Arkansas  until  1884  when 
he  was  assigned  to  Fort  Clark,  Texas.  He  was  trans- 
ferred two  years  later  to  Fort  Brown,  Texas,  where 


he  was  stationed  until  his  retirement  from  the  U.S. 
Army  in  1888. 

After  his  27  years  in  the  U.S.  Army,  Dr.  Bentley 
settled  in  Little  Rock,  Arkansas.  During  the  greater 
part  of  the  30  years  he  resided  in  that  city  he  was 
closely  identified  with  civic  affairs  and  was  an  active 
charity  worker.  His  most  outstanding  accomplish- 
ment, however,  was  the  part  he  played  in  building 
up  the  Medical  Department  of  the  University  of 
Arkansas.  He  became  the  third  dean  of  that  univer- 
sity’s School  of  Medicine.  Upon  the  organization  of 
its  medical  department  he  was  appointed  to  the 
chairs  of  surgery  and  of  the  theory  and  practice  of 
medicine.  He  was  one  of  the  most  unselfish  and  de- 
voted friends  of  the  medical  school.  No  work  was 
too  hard  for  him,  no  difficulty  that  presented  itself 
that  to  his  mind  did  not  offer  some  means  of  solution. 

In  addition  to  his  surgical  ability  Dr.  Bentley  was 
a connoisseur  of  books.  His  treasures  have  enriched 
the  library  of  the  School  of  Medicine  of  the  Univer- 
sity of  Arkansas.  One  of  his  gifts  was  a book  on 
surgery  published  in  1544  and  written  by  Video 
Vidius,  a Florentine  surgeon,  and  illustrated  by  the 
School  of  Artists  of  Florence.  This  book  is  one  of 
two  in  the  United  States,  the  other  being  in  pos- 
session of  the  Surgeon  General’s  Office.  In  addition 
are  the  books  on  anatomy  by  Cheselden  of  London 
and  Bell  of  Edinburgh. 

Dr.  Bentley  continued  to  carry  on  a limited  prac- 
tice until  he  suffered  a fall  in  his  yard.  Eight  weeks 
later,  on  February  5,  1917,  he  passed  away.  Evidence 
of  the  esteem  in  which  he  was  held  was  the  fact  that 
eight  United  States  soldiers  of  the  Quartermaster 
Corps  from  Fort  Logan  acted  as  pall  bearers  at  his 
funeral  and  his  body  was  sent  to  Washington  for 
burial  in  the  National  Cemetery  in  Arlington.  Thus 
ended  a life  that  not  only  extended  more  than  a score 
of  years  beyond  three  score  and  ten,  but  was  rounded 
and  complete  with  service  in  both  war  and  peace. 
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Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  A ffairs 


William  R.  Richards,  M.D. 
Executive  Director 
Josephine  P.  Lindquist 
Associate  Executive  Director 


Leonard  R.  Tomat 
Assistant  Executive  Director 
Scientific  A ctivities 


Summary  of  Actions 
Council  Meeting 
Thursday,  June  14,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.A. 
Grendon,  were:  Drs.  Cramer,  Root,  Jr.,  Backhus, 
Brandon,  Granoff,  Fabro,  Hess,  Bradley,  Nemoitin, 
Ragland,  Jr.,  James,  Pelz,  Krinsky,  Dambeck,  Rubi- 
now,  Freedman,  Barrett  and  Klare. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat,  Mr. 
Sweeney,  Dean  Massey  (UConn.  Med.),  Dr.  West 
(NHCMA),  Mr.  Martel  (FCMA)  and  Dr.  Richards. 

Absent  were:  Drs.  VanSyckle,  Spitz,  Nolan,  Gard- 
ner, Johnson,  Roch,  Hecklau,  Canzonetti,  Harkins, 
Milles,  Magram  and  Hastings. 

In  Memoriam 

Before  calling  the  meeting  to  order,  the  Chairman 
apprised  the  Council  of  the  sudden  death  of  the  wife 
of  Dr.  Timothy  F.  Nolan,  and,  following  observance 
of  a moment  of  silent  prayer,  the  members  directed 
that  their  deepest  sympathy  be  conveyed  to  Dr. 
Nolan  and  his  family. 

II.  Routine  Business 
Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  May  9,  1973. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Edwin  M.  Griswold,  2869  Main  Street,  Glastonbury 
(H)  — 1/1/72. 

Joseph  F.  Misuk,  430  Broad  Street,  Meriden  (NH) 
- 1/1/73. 

Louise  G.  Tobi,  Hardy  Road,  Loudon,  New  Hamp- 
shire (W)  — 1/ 1/73. 

Walter  V.  Corey,  Box  3911,  Woodbridge  (NH)  — 
1/1/73. 

Walter  E.  Barney,  2044  Bridgeport  Avenue,  Milford 
(NH)— 1/1/73. 


Election  of  Student  Member 

It  was  VOTED  to  elect  to  Student  Membership 
a Connecticut  resident  enrolled  in  a U.S.  medical 
school  as  follows: 

Donna  Elizabeth  Bosworth,  95  Northview  Drive, 

Glastonbury. 

University  of  Pennsylvania  School  of  Medicine 

Class  of  1975. 

Pre-Med:  Simmons  College 
Parent:  Donald  H.  Bosworth 

Date  of  Next  Meeting 

The  Chairman  scheduled  the  next  meeting  of  the 
Council  for  Wednesday,  July  1 1,  1973. 

III.  Old,  New  and  Special  Business 
Resignations,  Appointments,  etc. 

Cancer  Coordinating  Committee:  It  was  VOTED 
to  accept  resignations  from  membership  on  the  Com- 
mittee as  follows:  John  M.  Pierce,  Winsted  (Winsted 
Hospital);  Morley  M.  Goldberg,  Danbury  (Danbury 
Hospital).  It  was  further  VOTED  to  appoint  to 
membership  on  the  Committee  Robert  A.  Harwood, 
Brookfield,  replacing  Dr.  Goldberg  as  the  repre- 
sentative of  the  Danbury  Hospital. 

AM  A Nominee  to  AHA  Advisory  Committee:  It 
was  VOTED  to  recommend  to  AMA  the  nomination 
of  J.  Alfred  Fabro,  Torrington,  as  one  of  five  nom- 
inees to  be  submitted  to  the  American  Hospital  As- 
sociation for  the  selection  of  3 to  serve  on  an  AHA 
Advisory  Committee  concerned  with  medical  staff- 
hospital  relationships. 

Nominations  to  State  Commission  on  Hospitals 
and  Health  Care:  Section  3 of  Public  Act  No.  73-117, 
creating  a Commission  on  Hospitals  and  Health 
Care,  provides  for  the  Connecticut  State  Medical 
Society  to  nominate  three  physicians  for  member- 
ship on  the  Commission,  of  which  the  Governor  will 
select  one  for  appointment.  It  was  VOTED  to  make 
these  nominations  to  the  Governor  as  follows: 
Sidney  L.  Cramer,  M.D.,  Hartford 
David  A.  Grendon,  M.D.,  Sharon 
Orvan  W.  Hess,  M.D.,  New  Haven 
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Reports  — Committee  on  Maternal  Morbidity  and 
Mortality 

It  was  VOTED  to  accept  the  report,  recommenda- 
tions and  statement  (“Professional  Guidelines  for 
the  Performance  of  Abortion  in  Connecticut”)  sub- 
mitted by  the  Committee,  with  minor  amendment 
of  each.  The  statement  will  be  mailed  to  all  members 
of  the  Society  and  be  made  available,  on  request,  to 
licensed  physician  non-members;  will  be  published 
in  the  Journal  for  added  emphasis;  will  be  transmit- 
ted to  the  Commissioner  of  Health  and  the  members 
of  the  Public  Health  Council  as  information  and  for 
such  official  use  as  they  deem  appropriate;  and  will 
be  released  to  the  Connecticut  communciations 
media  in  suitably  edited  form.  Stressing  that  the 
guidelines  do  not  constitute  rules  or  regulations  in 
any  way,  the  statement  outlines  and  recommends 
“close  conformance”  with  certain  standards  of  diag- 
nostic, pre-operative,  operative  and  post-operative 
care  relating  to  the  performance  of  abortion  which 
are  designed  to  “adequately  protect  the  public  health 
and  the  proper  interests  of  all  parties  who  may  be 
concerned  with  such  performance.” 

In  conjunction  with  the  foregoing  action,  the 
Council  VOTED  to  accept  for  filing  the  minutes 
of  the  5/30/73  meeting  of  the  Committee  on  Mater- 
nal Morbidity  and  Mortality.  In  addition  to  the  draft- 
ing of  the  guidelines  for  the  performance  of  abortion, 
the  Committee  had  voted  to  recommend  to  the  Coun- 
cil endorsement  of  a statement  previously  recom- 
mended by  the  Committee  on  Third  Party  Payments 
(tabled  at  Council  meeting  of  5/9/73)  on  insurance 
coverage  of  abortion.  The  Council  VOTED  to  ap- 
prove the  recommendation  of  the  Committee  on 
Maternal  Morbidity  and  Mortality  and  to  adopt  the 
subject  statement  as  follows:  That  the  Council  en- 
dorses insurance  coverage  for  abortion  and  urges 
all  third  party  payors  to  include  payment  for  (abor- 
tion) services  performed  in  facilities  approved  by 
the  State  Health  Department. 

“Unified  Credit”  Plan  for  AMA-ERF  Contributions 

Acting  on  a request  of  the  Woman’s  Auxiliary  to 
CSMS,  the  Council  voted  to  approve  for  Connec- 
ticut the  “unified  credit”  plan  for  reporting  AMA- 
ERF  contributions.  Already  approved  by  some  forty 
other  state  medical  societies,  the  plan  allows  auxil- 
iaries to  take  “credit”  (for  national  report  purposes) 
for  AMA-ERF  contributions  made  voluntarily  by 
physician  members  as  well  as  AMA-ERF  monies 
raised  as  a result  of  various  woman’s  auxiliary  ac- 
tivities (social  functions,  Xmas  card  sales,  etc.). 

Dates  and  Sites  of  Annual  Meetings,  1974-75-76 

It  was  VOTED  to  plan  to  hold  the  next  three  an- 
nual meetings  of  the  Society  at  the  Hartford  Hilton 


Hotel,  Hartford,  on  dates  as  follows: 

1974  — April  30,  May  1-2 

1975  — April  29-30,  May  1 

1976  — April  27-28-29 

CRMP 

It  was  VOTED  to  receive  for  filing  the  minutes 
of  the  3/8/73  meeting  of  the  CRMP  Advisory  Board. 

With  no  action  being  taken,  the  Council  members 
held  an  extended  discussion  of  CRM  P’s  present 
uncertain  situation  with  respect  to  continued  federal 
funding  and  the  possibility  that,  if  federal  funding 
is  terminated,  CRMP  might  be  converted  into  an 
independent  corporation  supported  financially  by 
other  than  governmental  sources. 

Request  — Aetna  Life  and  Casualty  Company 

It  was  VOTED  to  receive  for  filing  a letter  from 
Mr.  D.  John  Pecorino,  Administrator  of  the  CSMS- 
Aetna  Professional  Liability  Insurance  Program, 
advising  that  Aetna  is  setting  up  a statewide  pro- 
fessional liability  program  for  hospitals  with  the 
endorsement  of  the  Connecticut  Hospital  Associa- 
tion and  requesting  that  the  Council  offer  a list  of 
qualified  physicians  from  which  three  would  be 
selected  by  CHA  to  serve  on  an  advisory  committee 
for  the  program.  Noting  that  the  physicians  nomina- 
ted “should  be  well  known  and  respected  in  the 
state;  should  be  responsible  for  medical  education 
for  hospitals  in  their  respective  areas;  and  should 
be  in  a position  to  advise  Aetna  in  the  implementa- 
tion of  a loss  control  education  program”,  the  Coun- 
cil further  VOTED  to  request  the  President  and  the 
Chairman  of  the  Council,  in  consultation  with  the 
chairman  of  the  CSMS  Committee  on  Professional 
Liability,  to  compile  a list  of  not  more  than  six  quali- 
fied physicians  from  which  CHA  may  select  three 
to  serve  on  the  subject  advisory  committee.  The  other 
members  of  the  committee  will  be:  The  Executive 
Vice  President  of  CHA;  three  hospital  administrators 
appointed  by  CHA;  two  nurses;  and  two  hospital 
engineers.  N.B.:  Drs.  Brandon  and  Freedman  re- 
quested to  be  recorded  as  abstaining  from  voting  on 
the  latter  action. 

Follow-up  on  Blue  Cross  “Danbury  Pilot  Program” 

(a)  Letter  from  Insurance  Commissioner  Altermatt: 
It  was  VOTED  to  receive  for  filing  a communi- 
cation from  the  Commissioner  in  response  to  the 
Council’s  letter  to  him  which  indicated  support 
for  the  position  taken  by  the  Fairfield  Associa- 
tion with  respect  to  the  subject  “pilot  program” 
of  Blue  Cross  coverage  of  outpatient  services 
provided  by  any  qualified  provider  in  the  pro- 
gram area.  In  brief,  the  Commissioner  said  he 
appreciated  learning  of  the  FCMA-CSMS 
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views  and  offered  a reminder  that  Connecticut 
Medical  Service  does  cover  a number  of  these 
services  under  discussion  when  rendered  “either 
in  the  physician’s  office  or  in  other  facilities  not 
connected  with  a hospital.” 

(b)  Summary  of  Conclusions  re  “Danbury  Pilot 
Program":  It  was  VOTED  to  receive  for  filing 
the  “conclusion”  page  of  a twenty-three  page 
analysis  of  the  Program,  prepared  by  the  Dan- 
bury Hospital  in  cooperation  with  Connecticut 
Blue  Cross.  In  brief,  the  report  concluded  that 
over  2,000  patients  benefitted  from  the  Program 
at  a substantial  saving  over  the  estimated  cost  to 
Blue  Cross  of  providing  similar  services  on  an 
inpatient  basis;  that  projected  annually  to  include 
the  patients  of  the  hospital’s  entire  medical  staff 
(only  40  participated  in  the  pilot  program),  the 
net  savings  to  Blue  Cross  would  be  a minimum 
of  $196,000;  and  that  inpatient  stays  would  be 
reduced  by  11.4  beds  per  day  with  predictable 
savings  in  bed  construction  costs  and  supportive 
services  if  needed. 

After  discussing  the  significance  of  the  foregoing 
follow-up  communications,  the  Council  VOTED 
to  request  the  President  to  appoint  a small  (3-5 
members)  committee  of  CSMS  representatives  and 
to  seek  to  arrange  an  audience  with  Commissioner 
Altermatt  for  the  purpose  of  stressing  to  him  the 
merits  of  the  Society’s  advocacy  of  expanded  in- 
surance coverage  of  all  ambulatory  services  and  of 
authorizing  benefit  payments  to  be  made  to  all 
qualified  providers  of  the  covered  services  that  are 
available  to  patients  in  their  community  areas. 

Report  — AMA  Washington,  D.C.  Meeting 
on  PSRO,  5/23/73 

It  was  VOTED  to  accept  for  filing,  and  with 
commendation,  a report  presented  verbally  by  Sid- 
ney L.  Cramer,  Hartford,  who  headed  a CSMS  con- 
tingent of  representatives  to  the  meeting  made  up 
of  himself,  James  H.  Root,  Jr.,  James  D.  Kenney 
and  Leonard  R.  Tomat  (CSMS  Staff).  Dr.  Cramer 
reported  on  the  initial  briefing  session  provided  by 
AMA;  the  visit  of  the  representatives  with  Senator 
Abraham  Ribicoff  (D-Conn.);  and  the  concluding 
“question  and  answer”  session  in  which  officials  of 
HEW  (Dept,  of  PSR)  participated. 

The  main  point  on  which  state  society  representa- 
tives from  around  the  country  sought  clarification 
was  whether  statewide  PSROs  will  be  approved  by 
HEW;  i.e. , whether  a central  statewide  agency  will 
qualify  for  a contract  with  HEW,  with  primary  re- 
view being  done  at  the  local  or  area  level  on  a sub- 
contractual  arrangement  with  the  central  PSRO.  In 
general,  it  was  concluded  by  those  attending  the 


meeting  that  approval  of  such  a mechanism  is  un- 
likely for  a number  of  political,  legislative  and 
bureaucratic  reasons.  More  probable,  it  appears,  is 
that  multiple  local  or  area  PSROs  will  be  recognized 
which  will  take  their  orders  directly  from  HEW. 
Under  this  arrangement,  any  statewide  “umbrella” 
PSRO  agency  would  be  little  more  than  an  admin- 
istrative “servant”  of  the  local  or  area  PSROs. 

Since  the  Society’s  Committee  on  PROs,  Founda- 
tions and  HMOs  advocates  a single  statewide  PSRO 
agency  for  Connecticut,  has  defined  a number  of 
good  reasons  in  support  of  same  and  has  done  its 
planning  to  date  with  that  concept  in  mind.  Dr. 
Cramer’s  report  on  the  Washington  meeting  raised 
considerable  doubt  as  to  how  the  Committee  should 
proceed  with  its  planning  activities.  Acting  on  a 
recommendation  of  the  Committee,  the  Council 
VOTED  to  opt  for  a single  statewide  PSRO  and  to 
instruct  the  Committee  to  continue  actively  to  de- 
velop such  a plan  for  Connecticut,  in  cooperation 
with  the  County  Associations,  foundations,  hospitals 
and  other  groups  having  an  interest  in  such  plan- 
ning. Further,  the  Council  VOTED  to  charge  the 
President  and  the  Executive  Director  to  prepare  a 
critical,  informational  analysis  of  the  PSRO  law  in 
terms  of  what  is  known  currently  about  HEW  think- 
ing, such  analysis,  if  approved  by  the  Council,  to  be 
brought  to  the  attention  of  the  Society’s  member- 
ship. Finally,  the  Council  VOTED  to  instruct  the 
Society’s  Delegates  to  the  AMA  to  support  any  reso- 
lutions or  actions  which  would  support  a statewide 
PSRO  concept  as  the  one  preferred. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  June  14, 
1973.  Detailed  minutes  of  the  meeting  are 
on  file  at  160  St.  Ronan  Street,  New  Haven, 
for  perusal  by  any  interested  member  of  the 
Society. 
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WOMAN’S  AUXILIARY 
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Mrs.  George  Roch,  Windham 

First  Vice-  President 
Mrs.  A.W.  Thomson,  Jr.,  Middlesex 

Second  Vice-  President 
Mrs.  David  0’K.eefe,  Hartford 


President 

Mrs.  Joseph  Czarsty,  Litchfield 


Recording  Secretary 
Mrs.  Robert  Gillcash,  Windham 

Corresponding  Secretary 
Mrs.  Herbert  Weisberg,  New  Haven 

Treasurer 

Mrs.  David  Peterson,  New  London 


Annual  Meeting 


Mrs.  Joseph  Czarsty  (Bobbie)  of  Oakville  was  re- 
elected president  at  the  April  meeting  becoming  the 
first  Auxiliary  president  to  serve  a second  term.  She 
has  introduced,  with  a captivating  exuberance  con- 
cealing her  thoughtful  plans,  new  ideas  and  people 
to  a maturing  organization. 

Members,  meeting  at  the  University  of  Connec- 
ticut Health  Center  in  Farmington,  were  amazed  by 
the  sight,  on  a spring  green  hill,  of  its  modern  curves 
of  steel  and  cement,  its  new  shine  of  glass  and  brick, 
and  the  earnest  mien  of  its  youthful  and  decorative 
students.  The  Auxiliary  has  an  invested  interest  in 
the  school.  American  Medical  Association  Educa- 
tional and  Research  Foundation  had  announced  in 
March  an  unrestricted  grant  of  $5,157.26  to  its  dean. 
Dr.  Robert  Massey.  Dr.  Frederick  Redlich,  Dean  of 
Yale  University  School  of  Medicine,  received 
$5,118.34.  1972  checks  sent  by  AMA-ERF  to  state 
medical  associations  for  presentation  to  medical 
school  deans  in  their  respective  states  totalled 
$963,823.86.  The  Connecticut  Auxiliary,  whose  chair- 
man is  Mrs.  Norman  Barker  (Aileen)  of  Collinsville, 
contributed  over  $6,000.00. 

Touring  members  learned  that  the  total  site  area 
is  one-hundred  and  fifty  acres,  floor  area  is  over  one- 
million  square  feet,  construction  cost  was  eighty-five 
million  dollars.  They  inspected  the  eighteen  multi- 
discipline laboratories  which  enable  sixteen  students 
to  work  in  six  different  areas;  anatomy,  biochemistry, 
microbiology,  pathology,  pharmacology,  and  physi- 
ology. Each  laboratory  has  closed-circuit  television 
and  access  to  a remote  central  computer.  The  hospital 
floor  plan  is  circular  with  the  nurses’  station  in  the 


center.  A cyberail  system,  the  first  installed  in  this 
country,  is  an  automated,  computer-controlled,  mono- 
rail  delivery  system.  On  each  floor  is  a station  where 
cargo  carriers  arrive  via  the  monorail  track.  Carriers 
are  large  enough  to  carry  all  the  meals  for  patients  on 
a floor,  or  a folded  wheelchair,  and  go  through  a 
sterilizing  bath  each  time  they  make  a cycle.  They 
also  deliver  drugs,  linens,  instruments,  and  other  sup- 
plies. If  it  had  not  been  installed,  twenty-five  people 
would  have  been  needed  to  move  these  items. 

In  his  quietly  informative  speech  Dean  Massey 
said  that  this  year  there  were  three  applicants  for 
every  available  medical  school  position  in  this  country 
but  that  here  there  were  two-thousand  applicants  for 
sixty-four  positions.  Admissions  are  based  on  grade- 
point  average,  scores  on  medical  college  admission 
tests,  letters  of  recommendation,  and  interviews. 
“Medical  students,”  he  explained,  “are  so  carefully 
selected  that  they  no  longer  flunk  out.”  Present  en- 
rollment figures  are:  395  students,  160  medical  under- 
graduates, 80  dental  undergraduates,  100  interns- 
residents,  30  Ph.D.  candidates,  and  25  postdoctoral 
fellows.  Maximum  class  enrollment  of  80  medical 
students  and  48  dental  students  is  anticipated  in 
1975.  Though  only  sixty-six  percent  of  the  faculty  has 
been  employed  and  the  two-hundred-bed  hospital 
has  not  been  completed,  students  taking  second-year 
boards  placed  eighth  among  one-hundred  and  five 
medical  schools  represented.  Dean  Massey  expressed 
his  pleasure  at  the  presence  of  the  Auxiliary  by  say- 
ing, “Your  meeting  here  today  is  symbolic  of  what  we 
would  like  this  school  to  be  to  the  community.” 
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Human  Salmonellosis  Associated  with 
Certified  Pet  Turtles* 

Tennessee,  Oregon,  California 

In  April  and  May  1973,  cases  of  turtle-associ- 
ated salmonellosis  were  reported  from  Tennessee, 
Oregon,  and  California.  The  investigations  of  these 
cases  are  summarized  below: 

Outbreak  1:  On  May  5,  1973,  a 5-month-old 
male  infant  from  Chattanooga,  Tennessee,  became 
ill  with  fever  and  diarrhea.  He  was  hospitalized  on 
May  8,  and  a stool  specimen  obtained  on  admission 
yielded  Salmonella  litchfield.  He  was  discharged  on 
May  11.  On  May  14,  a 3V2-year-old  sister  of  the 
patient  had  fever  and  diarrhea,  and  S.  litchfield  was 
also  isolated  from  her  stool  specimen.  The  parents 
of  the  2 children  were  culture-negative,  but  2 turtles 
in  the  home  were  found  to  be  infected  with  S.  litch- 
field. 

The  turtles,  which  had  been  purchased  at  a local 
pet  store  on  April  20,  were  from  a lot  of  33,000 
turtles  (lot  no.  27-10)  bred  at  a Mississippi 
turtle  farm  and  certified  as  free  of  salmonella  and 
Arizona  organisms  by  the  Mississippi  State  Board  of 
Health  on  February  22,  1973.  Two  containers 
with  a total  of  1,000  turtles  from  the  original  lot 
had  been  sent  to  Chattanooga  via  Kernsville,  North 
Carolina,  and  subsequently  distributed  to  pet  stores 
in  the  area. 

Outbreak  2:  On  April  5,  1973,  a 16-year-old 
male  from  Portland,  Oregon,  became  ill  with  fever, 
chills,  headache,  nausea,  vomiting,  abdominal 
cramps,  and  severe  bloody  diarrhea  which  lasted  6 
days.  He  was  hospitalized  on  April  11,  and  S.  bra- 
enderup  was  isolated  from  a stool  specimen.  The  pa- 
tient’s 9-year-old  sister  and  34-year-old  mother 
had  become  ill  with  symptoms  compatible  with 
salmonellosis  on  March  12  and  25,  respectively. 
Stool  specimens  from  both  were  negative.  A pet 
turtle,  which  had  been  purchased  by  the  family  on 
March  1 1 was  found  positive  for  S.  braenderup.  This 
turtle  was  from  a lot  of  13,000  turtles  (lot  no. 
27-1)  produced  by  the  same  Mississippi  turtle  farm 
and  certified  free  of  salmonella  and  Arizona  organ- 
isms on  August  21,  1972.  Although  no  turtles 
from  this  lot  were  available  at  the  pet  store,  6 turtles 
recently  received  at  the  store  from  the  Mississippi 
turtle  farm  were  cultured,  and  S.  litchfield  was  iso- 
lated from  them.  These  turtles  were  from  certified 
lot  no.  27-10,  the  same  lot  incriminated  in  Ten- 
nessee. 

Outbreak  3:  On  April  6,  1973,  a 1-month-old 
male  infant  in  Orange  County,  California,  became  ill 
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with  symptoms  compatible  with  salmonellosis  3 
weeks  after  the  family  purchased  a pet  turtle.  S new- 
port  was  isolated  from  the  child’s  stool  specimen  and 
also  from  the  turtle.  Two  other  turtles  which  had 
been  in  the  household  for  several  months  were  not 
cultured.  The  infected  turtle  was  from  a lot  of  13,000 
turtles  (lot  no.  27-4)  bred  at  the  Mississippi  turtle 
farm.  The  lot  had  been  certified  as  salmonella-free 
by  the  Mississippi  State  Board  of  Health,  and  480 
turtles  of  that  lot  had  been  shipped  to  California  on 
February  27,  1973. 

(Reported  by  Luther  E.  Fredrickson,  D.V.M.,  State  Public 
Health  Veterinarian,  Tennessee  Department  of  Public  Health; 
Monroe  Holmes,  D.V.M.,  State  Public  Health  Veterinarian, 
Oregon  State  Board  of  Health;  Tom  Hamilton,  M.D.,  Orange 
County,  California,  Health  Department;  George  Humphrey, 
D.V.M.,  State  Public  Health  Veterinarian,  and  S.  Benson 
Werner,  M.D.,  Medical  Epidemiologist,  Bureau  of  Communicable 
Disease  Control,  California  State  Department  of  Public  Health; 
and  the  Bacterial  Diseases  Branch,  Epidemiology  Program, 
CDC.) 

Editorial  Note 

In  a recent  study,  the  New  Jersey  State  Depart- 
ment of  Health  reported  that  of  16  batches  of  certi- 
fied turtles  collected  in  the  state,  63%  were  posi- 
tive for  salmonella  or  Arizona  organisms  (MMWR, 
Vol.  22,  No.  14).  Health  officials  were  unable  to 
determine  whether  the  certification  procedure  had 
failed  to  detect  infected  lots  or  whether  turtles  had 
become  infected  at  the  retail  level.  In  this  report,  the 
finding  of  the  same  rare  serotype,  S.  litchfield  * in 
turtles  from  the  same  certified  lot  shipped  to  2 dif- 
ferent states  strongly  suggests  that  the  certification 
procedure  failed  to  detect  salmonella  contamination 
of  the  original  lot. 

Bacteriologic  examination  as  prescribed  in  the 
Food  and  Drug  Administration  regulation  may  fail 
to  detect  contamination  of  turtles  especially  if  the 
turtles  have  been  pretreated  prior  to  certification 
with  antimicrobial  agents  such  as  copper  sulfate. 
There  is  no  established  treatment  that  will  perma- 
nently eradicate  salmonella  and  Arizona  infection  in 
turtles,  but  antimicrobial  treatment  could  make  it 
possible  to  detect  infection  in  the  turtles  even  when 
optimal  laboratory  methods  are  employed. 

The  3 certified  lots  incriminated  here  represent 
a total  of  59,000  potentially  infected  turtles. 
Human  cases  have  been  traced  to  2 lots,  and  a third 
lot  has  been  strongly  implicated.  This  report  supports 
the  observation  by  New  Jersey  that  certification  does 
not  guarantee  a salmonella-free  turtle  and  demon- 
strates that  the  common  pet  turtle  is  still  a source  of 
human  infection  despite  the  current  Federal  regu- 
lations. 

*In  the  period  1968-1972,  S.  litchfield  comprised  a 
mean  of  .6%  of  all  salmonellae  reported  to  CDC. 
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Epidemiologic  Notes  and  Reports 
Shigellosis  on  a Caribbean  Cruise  Ship 


Between  June  23  and  30,  an  outbreak  of  acute 
gastroenteritis  occurred  on  the  cruise  ship  Skyward 
in  the  Caribbean.  Approximately  90%  of  the  655  pas- 
sengers and  35%  of  299  crew  were  affected.  The  ship 
was  on  a 1-week  tour  with  stops  at  Haiti,  Puerto  Rico, 
St.  Thomas,  and  Nassau.  Because  of  the  outbreak, 
the  ship  by-passed  Nassau  on  June  29  and  arrived  at 
Miami  at  4:30  a.m.  on  June  30. 

A total  of  586  cases  occurred  among  the  passen- 
gers beginning  on  Saturday,  June  23.  Explosive 
watery  diarrhea  was  the  dominant  symptom,  ac- 
companied by  abdominal  cramps  and  chills,  head- 
ache, and  nausea  (Table  1).  Documented  fever  of 
100°  -102°  F was  not  unusual,  and  in  1 case  was  104° 
F.  Vomiting  was  relatively  infrequent.  Symptoms 
generally  lasted  3-5  days.  In  Miami,  3 of  the  pas- 
sengers were  hospitalized  for  short  periods;  the 
others  were  released  to  proceed  home  or  to  other 
destinations. 
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Isolates  from  stool  cultures  obtained  from  9 early 
cases  and  processed  in  public  health  laboratories  in 
San  Juan,  Puerto  Rico,  and  St.  Thomas,  Virgin  Is- 
lands, were  identified  as  Shigella  flexneri  type  6. 
Antibiotic  sensitivity  studies  showed  these  isolates 
to  be  highly  sensitive  to  tetracycline,  ampicillin, 
sulfonamide,  and  chloramphenicol. 

Before  the  passengers  disembarked,  they  and  the 
crew  were  questioned  as  to  food  and  water  consump- 
tion. Preliminary  analysis  of  attack  rates  by  food 
and  water  exposure  yielded  the  following:  no  single 
food  item  could  be  found  to  account  for  all  illnesses; 
however,  2 shrimp  dishes  that  had  been  served  on  ice 
on  Saturday,  June  23,  and  Monday,  June  25,  showed 
a statistically  significant  association  with  the  oc- 
currence of  illness.  Analysis  of  exposure  to  water 
indicated  that  there  was  significantly  greater  risk 
of  illness  for  passengers  who  either  drank  more  than 
2 glasses  of  water  per  day  or  more  than  3 beverages 

U.S.  Dept,  of  HEW,  Public  Health  Service,  Center  for  Disease 
Control,  Atlanta,  Georgia  30333,  July  6,  1973. 
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with  ice  per  day.  There  was  no  apparent  association 
between  the  risk  of  illness  and  the  location  of  pas- 
sengers’ quarters  on  the  ship;  there  were  passengers 
from  many  different  parts  of  the  ship  among  the 
first  30-40  to  become  ill. 

Six  samples  of  the  ship’s  water  studied  in  the 
Puerto  Rico  laboratory  were  found  contaminated 
with  fecal  coliforms  ranging  from  13  to  49  organisms 
per  100  ml.  Investigation  of  the  ship’s  kitchen  and 
its  water  system  has  been  in  progress  since  Saturday, 
June  30. 

One  day  before  the  end  of  the  cruise  all  passen- 
gers were  started  on  oral  tetracycline,  and  on  de- 
parture from  Miami  they  were  given  a supply  of 
tetracycline  to  take  for  6 days.  They  were  also  ad- 
vised to  consult  their  family  physician  if  they  had 
further  questions  or  symptoms.  A telephone  number 
at  CDC  was  provided  for  passengers  or  their  physi- 
cians to  call  for  the  most  current  information  and 
advice.  CDC  informed  all  state  epidemiologists  of 
these  findings  by  telegraph. 

The  cruise  scheduled  for  the  week  of  June  30  — 
July  7 was  cancelled. 


TABLE  1 


DISTRIBUTION  OF  SYMPTOMS  OF  PASSENGERS  AND  CREW 
OF  the  Skyward 


Symptom 

Passengers 

Crew 

Diarrhea 

98% 

84% 

Loose 

91% 

71% 

Watery 

86% 

70% 

Tenesmus 

31% 

25% 

Mucus 

19% 

12% 

Blood 

6% 

8% 

Cramps 

85% 

37% 

Headache 

66% 

39% 

Nausea 

59% 

22% 

Vomiting 

27% 

17% 

Muscle  aches 

55% 

26% 

Chills 

54% 

25% 

Fever 

47% 

24% 
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Acute  Thrombosis  of  the  Abdominal  Aorta 
Simulating  a Saddle  Embolus 

Ishak  S.  Boutros,  M.D.,  Oscar  Roth,  M.D.,  Donald  B.  Alderman,  M.D.  and  Terence  O’Callaghan,  M.D, 


Abstract  — A successfully  treated  case  of  acute 
thrombosis  of  the  abdominal  aorta  in  a patient  with 
diabetes  and  previous  myocardial  infarction  is  pre- 
sented. This  condition  should  be  considered  in  a 
patient  experiencing  a sudden  onset  of  bilateral  leg 
and  gluteal  pain  associated  with  numbness,  paralysis 
and  coldness  of  the  lower  extremities  combined  with 
absent  arterial  pulsation.  When  the  usual  predis- 
posing causes  of  emboli  are  absent,  the  diagnosis 
of  aortic  thrombosis  becomes  more  likely.  If  the  use 
of  intra-arterial  Fogarty  catheters  is  not  successful 
in  restoring  blood  flow,  then  the  diagnosis  of  acute 
aortic  thrombosis  should  be  considered  and  trans- 
abdominal surgical  approach  to  the  occlusion  at- 
tempted. In  a poor  risk  patient,  an  axillary-femoral 
type  bypass  is  suggested  as  a less  traumatic  ap- 
proach. Either  procedure  would  offer  a chance  for 
survival  in  a condition  that  is  otherwise  uniformly 
fatal. 

Acute  thrombosis  of  the  abdominal  aorta  in  the 
adult  has  been  rarely  reported  and  even  more  rarely 
successfully  treated.  Clinically  there  is  sudden  onset 
of  bilateral  gluteal  and  leg  pain  with  pallor,  coolness, 
numbness  and  paresis  of  both  legs.  Death  is  inevi- 
table if  the  obstruction  is  not  relieved.  In  view  of  ef- 
fective surgical  management,  described  by  Danto  et 
al1,  the  recognition  of  this  disease  is  important. 

Case  Report 

A 64-year  old  x-ray  technician  was  hospitalized  in  1964 
with  the  sudden  onset  of  pain  in  the  gluteal  areas  radiating  to 
both  legs.  This  was  followed  by  coolness  and  loss  of  sensory  and 
motor  function.  Eleven  months  previously  the  patient  had  suf- 
fered a transmural  inferior  wall  myocardial  infarction  and  con- 
gestive heart  failure  requiring  digitalis.  At  that  time  his  pedal 
pulses  were  present  but  weak.  Long  standing  diabetes  mellitus 
had  been  treated  with  tolbutamide.  Bilateral  calf  claudication 
had  been  present  for  several  years. 
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The  patient  was  pale,  extremely  anxious  and  acutely  ill.  The 
blood  pressure  was  118/70.  The  heart  rate  was  80  per  minute 
and  regular.  The  heart  was  enlarged.  No  murmurs  or  friction 
rubs  were  detected.  The  abdomen  revealed  no  tenderness  or 
bruits.  All  arterial  pulsations  below  the  epigastrium  were  absent. 
The  patient  was  unable  to  move  his  lower  extremities,  both  of 
which  were  cold  and  cyanotic  below  the  knees. 

Although  an  embolus  could  not  be  excluded,  the  absence  of 
arrhythmias  or  signs  and  symptoms  of  a recent  myocardial  in- 
farction suggested  the  diagnosis  of  thrombosis  of  the  aorta. 
Fogarty  embolectomy  catheters  were  passed  retrograde  through 
femoral  arteriotomies.  Despite  removal  of  a large  quantity  of 
fresh  clots  through  the  femoral  artery,  only  minimal  blood  flow 
was  obtained.  It  was  decided,  therefore,  to  explore  the  abdominal 
aorta  through  an  abdominal  incision. 

The  aorta  was  firm  in  consistency  and  pulseless  below  the 
renal  arteries.  A transverse  aortotomy  confirmed  the  diagnosis 
of  aortic  thrombosis.  The  wall  of  the  aorta  revealed  marked 
hyalinization  and  atheroma,  with  organized  thrombosis  in  the 
lumen  of  the  aorta.  The  entire  aorta  below  the  renal  arteries  was 
filled  with  soft,  dark  fresh  clots.  Peripheral  to  the  clots  was  soft 
atheromatus  material  loosely  attached  to  the  media  but  not 
occluding  the  aortic  lumen.  The  iliac  arteries  and  the  aorta  were 
cleared  in  the  usual  endarterectomy  plane  via  multiple  arteriot- 
omies, taking  care  to  tack  down  the  distal  intima  to  avoid  flap 
dissection.  After  closure  of  the  arteriotomies,  strong  pulses 
could  be  felt  in  the  femoral  arteries. 

On  the  first  post-operative  day  the  patient  developed  severe 
ischemia  of  the  leg  for  which  he  underwent  another  emergency 
exploration  of  the  femoral  artery.  Occlusion  due  to  a recent 
thrombus  of  the  superficial  femoral  artery  was  found.  Throm- 
bectomy and  endarterectomy  of  the  common  femoral,  deep  femoral 
and  superficial  femoral  arteries  and  reconstruction  with  a vein 
patch  were  carried  out. 

On  the  second  post-operative  day,  intra-abdominal  bleeding 
was  manifested  by  moderate  abdominal  distension,  a drop  in 
systolic  blood  pressure  from  120  to  90,  a rise  in  heart  rate 
from  90  per  minute  to  112  per  minute,  and  a fall  in  hematocrit. 
The  patient  improved  with  transfusion.  He  was  given  added 
amounts  of  digitalis  because  of  early  signs  of  failure.  The  transient 
shock  accompanying  the  intra-abdominal  bleeding  was  followed 
by  transient  oliguria  that  lasted  for  two  days.  At  this  point  the 
patient’s  BUN,  which  was  normal  on  admission,  had  risen  to  190 
mg.%  with  a creatinine  of  7.5  mg.%.  The  picture  was  further 
complicated  by  a groin  wound  infection  due  to  Klebsiella  aero- 
bacter,  and  deep  iliac  and  femoral  vein  thrombosis.  The  infection 
was  treated  with  sodium  cephalothin. 

Another  episode  of  hypovolemic  shock  developed  on  the 
tenth  post-operative  day  as  a complication  of  phlegmasia  cerulea 
dolens.  Large  amounts  of  fluid  were  given  to  restore  circulating 
volume  to  normal.  The  BUN  gradually  returned  to  normal  values. 
Improvement  was  progressive  and  it  was  possible  to  discharge 
the  patient  after  49  days  of  hospitalization.  Six  weeks  later,  the 
patient  returned  to  work. 

Eight  years  after  the  thrombotic  occlusion  of  his  abdominal 
aorta,  the  patient  is  working  fulltime.  The  dorsalis  pedis  pulse 
on  the  left  side  is  still  palpable.  The  only  complaint  is  a constant 
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aching  pain  in  the  calf  of  his  left  leg,  assumed  to  be  due  to  muscle 
fibrosis  secondary  to  ischemic  myopathy.  The  femoral  pulsation 
of  both  legs  was  palpable  and  strong. 

Discussion 

Acute  aortic  thrombosis  in  the  adult,  as  differenti- 
ated from  the  common,  slowly  progressive  variety, 
is  a rare  disease.  Bell2,  presenting  six  fatal  cases, 
described  it  as  “a  terminal  event  associated  with 
severe  ilio-femoral  disease  and  progressive  failure.” 
Danto  et  al1  recently  reported  eight  surgically  treated 
cases  with  only  two  fatalities.  Chronic,  severe  occlu- 
sive disease  of  the  terminal  aorta  would  not  usually 
enter  into  the  differential  diagnosis  of  acute  aortic 
thrombosis.  Because  of  the  long  progressive  course  of 
the  former,  collateral  channels  develop  so  that  the 
final,  acute  thrombotic  closure  usually  causes  rela- 
tively mild  or  no  new  symptoms.  (The  differential 
diagnosis  of  acute  aortic  thrombosis  is  presented  in 
Table  1). 


The  post-operative  course  of  the  patient  was  very 
stormy,  marked  by  an  acute  thrombosis  of  the  com- 
mon and  superficial  femoral  artery,  transient  shock 
due  to  intra-abdominal  bleeding,  congestive  heart 
failure  and  phlegmasia  cerulea4.  These  complications 
were  all  recognized  and  managed  appropriately. 

Axillary-femoral  grafts  have  an  acceptable  rate  of 
long-term  patency5.  This  suggests  that  rather  than 
a transabdominal  operation,  as  in  this  patient,  the 
construction  of  an  axillary-femoral  plus  femoro- 
femoral  bypass  might  be  utilized  in  the  “poor”  risk 
patient.  As  yet,  we  are  unaware  of  any  reported  clini- 
cal cases  of  acute  aortic  thrombosis  employing  the 
latter  technique.  It  would  have  the  drawback  of  fail- 
ing. to  reveal  bowel  ischemia,  aortic  aneurysm  or 
renal  artery  involvement. 


DIFFERENTIAL  DIAGNOSIS  OF  ACUTE  THROMBOSIS  OF  THE  AORTA 
CONDITIONS  CLINICAL  MANIFESTATIONS  REMARKS 


1.  Acute  thrombosis  of  the  Acute  onset  of  pain  and/or  numbness  in  the  Usually  occurs  as  a complication  of  other 
abdominal  aorta.  gluteal  region  and  legs.  disease,  i.e.:  markedly  decreased  cardiac  out- 

Cold  lower  extremities.  put  due  to  hypovolemic  shock,  cardiac  failure. 

Pallor  and  absence  of  pulsation  below  the  site  severe  dehydration,  and  increased  blood  vis- 
of  obstruction.  cosity  syndrome.  Usually  super-imposed  on 

diseased  lower  aorta. 


2.  Saddle  embolus  to  the 
bifurcation  of  the  aorta 

1.  Cardiac  arrhythmias,  especially  atrial  fibril- 
lation. 

2.  Congestive  heart  failure  (may  be  present  in 
No.  1). 

3.  Recent  myocardial  infarction. 

4.  Atrial  myxoma. 

5.  Paradoxical  embolus  through  a cardiac  shunt. 

6.  Subacute  bacterial  endocarditis. 


Identical  to  No.  1 . 


Distinction  is  based  on  the  presence  of  pre- 
disposing factors  for  embolism,  i.e.: 


3.  Dissection  aneurysm  of  the 
aorta. 


May  be  present  with  occlusive  picture  accom-  The  presence  of  hematuria  favors  this  diag- 
panied  by  chest  and  back  pain.  nosis  or  diagnosis  No.  2 over  the  diagnosis 

of  aortic  thrombosis. 


4.  Thrombosis  of  an 
abdominal  aneurysm. 


Identical  to  No.  1'. 


This  diagnosis  may  be  favored  if: 

1.  There  was  a previously  detected  abdom- 
inal aortic  aneurysm. 

2.  There  was  a palpable  abdominal  mass. 

3.  There  was  x-ray  evidence  of  calcifica- 
tion outlining  an  abdominal  aneurysm. 
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Abstract  — A program  for  detection  of  abnormal 
hemoglobins  in  teen-age  black  children  was  con- 
ducted in  Southeastern  Connecticut  communities 
in  the  Spring  of  1971.  Extensive  community  educa- 
tional efforts,  a reliable  hemoglobin  electrophoretic 
method  for  testing  and  genetic  counseling  were 
employed.  More  than  500  children  were  tested  out 
of  a population  of  about  900,  a compliance  rate  of 
57%.  Hemoglobin  abnormalities  were  found  in  about 
10%  of  children  tested.  This  experience  demonstrates 
the  feasibility  of  programs  for  educating  and  testing 
for  hereditary  traits,  at  a relatively  modest  cost,  in 
order  to  provide  genetic  counseling  on  a community- 
wide basis.  However,  the  ultimate  success  of  such 
programs  in  influencing  marital  and  family  planning 
in  the  population  tested  can  probably  never  be  ac- 
curately assessed. 

Introduction 

Sickle  cell  disease  and  related  major  hemoglo- 
binopathies, with  an  incidence  of  about  one  in  500 
births,  are  the  most  common  inherited  diseases 
affecting  the  black  race.  There  is  currently  no  cure 
or  even  regularly  effective  therapy  for  these  painful 
and  debilitating  chronic  diseases.  Prevention  through 
genetic  counseling  provides  the  only  control  mea- 
sure for  individuals  and  families  who  wish  to  avoid 
the  burden  of  having  affected  children.  Because  the 
heterozygous  carrier  of  the  sickle  hemoglobin  gene 
(sickle  trait)  can  be  definitively  identified  by  in- 
expensive blood  tests,  and  because  the  trait  occurs 
almost  exclusively  in  an  identifiable  segment  of  the 
American  population,  meaningful  programs  for  de- 
tection, education  and  genetic  counseling  in  these 
diseases  ought  to  be  relatively  simple  to  design 
and  execute.  Despite  this,  there  has  been  little  gen- 
eral awareness  of  sickle  cell  anemia  even  within 
black  communities'  and  until  recently,  few  large 
scale  testing  programs  have  been  contemplated 
or  conducted. 

The  purpose  of  this  report  is  to  describe  a pro- 
gram for  the  detection  of  abnormal  hemoglobins 
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which  was  carried  out  in  Southeastern  Connecticut 
during  the  Spring  of  1971.  This  program  employed 
reliable  methodology  and  more  importantly  incorpo- 
rated educational  and  counseling  procedures.  On 
the  basis  of  this  pilot  experience  we  can  provide  an 
estimate  of  the  approximate  costs  and  professional 
and  community  commitments  which  are  necessary 
to  conduct  a program  for  the  detection  of  sickle 
cell  trait.  The  data  may  prove  of  some  value  in  the 
planning  of  similar  programs  in  larger  communities. 

Rationale  and  Design  of  the  Program 

The  main  reason  for  testing  was  to  identify  indi- 
viduals with  sickle  cell  trait  (Hgb  AS)  or  hemoglobin 
C trait  (Hgb  AC)  for  counseling  purposes.  Affected 
individuals  could  then  be  made  aware  of  the  pos- 
sibility of  having  their  children  with  a major  hemo- 
globinopathy if  they  should  marry  another  individual 
with  an  abnormal  hemoglobin  trait.  The  primary 
purpose  was  not  to  detect  the  rare  individuals  with 
sickle  cell  anemia,  since  patients  with  this  condition 
have  usually  been  diagnosed  or  have  demonstrated 
clinical  manifestations  in  early  childhood.  However, 
previous  experience  indicated  that  occasional  indi- 
viduals with  mixed  hemoglobin  states  such  as  Hgb 
S-C  or  S-thalassemia  diseases,  who  had  escaped 
detection  because  of  the  relatively  minor  symptom- 
atology, might  also  be  identified  in  a large  test 
population. 

It  was  decided  to  test  students  in  junior  and  senior 
high  school  age  for  several  reasons.  Since  these 
young  people  were  attending  school  they  were  acces- 
sible in  large  groups.  Further,  they  were  old  enough 
to  comprehend  the  concepts  to  be  presented,  and 
often  had  already  been  taught  some  principles  of 
genetics  in  science  courses.  Finally,  they  were  ap- 
proaching marriageable  age,  and  so  the  subject  of 
genetic  counseling  would  have  personal  relevance. 

Choice  of  Testing  Procedure 

Several  requirements  were  considered  essential 
for  the  testing  method.  First,  the  test  had  to  be  ac- 
curate and  definitive  with  few  false  positives  and 
no  false  negatives.  Second,  it  had  to  employ  capillary 
rather  than  venous  blood.  Finally,  the  cost  of  ma- 
terials for  the  test  had  to  be  low.  Screening  tests  such 
as  the  sickle  cell  preparation  with  sodium  metabisul- 
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fite2  or  the  Sickledex  tests3  did  not  meet  these 
requirements  since  they  do  not  detect  hemoglobin  C 
which  is  about  one  half  as  prevalent  as  hemoglobin 
S in  black  people  and  which  also  has  important 
genetic  implications.  Additionally,  since  they  do  not 
differentiate  between  individuals  with  sickle  cell 
trait  and  major  sickle  hemoglobinopathies,  a follow- 
up confirmatory  test  would  be  necessary  in  order  to 
reassure  individuals  with  positive  tests. 

At  this  time,  we  were  fortunate  in  having  available 
a reliable,  capillary  blood  method  for  hemoglobin 
electrophoresis  devised  by  Dr.  Marshall  Barnes  who 
was  then  at  Yale.4  It  is  a rapid  and  inexpensive 
technique  taking  only  about  twenty  minutes  to  per- 
form, at  a cost  for  materials  of  less  than  five  cents 
per  test.  One  technician  prepared  and  analyzed 
about  100  samples  per  day.  The  simplicity  of  the  test 
permits  the  training  of  lay  volunteers  who  can  re- 
liably perform  the  test.  An  additional  dividend  is 
that  a microhematocrit  is  performed  during  sample 
preparation.  This  electrophoretic  technique  permits 
identification  of  hemoglobins  A,  F,  S,  C and  D alone 
or  in  various  combinations.  In  addition,  elevations 
of  hemoglobin  A2  greater  than  5%  are  apparent 
visually  permitting  detection  of  many  cases  of 
B-thalassemia  trait.5 

Preliminary  Informational  and  Education  Phase 

Testing  for  sickle  cell  trait  would  be  of  very  limited 
value  unless  accompanied  by  a meaningful  educa- 
tional program  which  would  make  the  test  results 
understandable  to  the  individuals  involved.  In  the 
current  study  this  was  accomplished  in  a number  of 
ways.  A 10  minute  general  discussion  was  prepared 
in  which  the  basic  facts  about  sickle  cell  anemia 
and  trait  were  explained.  The  objectives  and  details 
of  the  testing  procedure  were  also  described.  This 
discussion  was  tape  recorded  and  was  broadcast 
over  the  public  address  systems  at  each  school  about 
two  weeks  before  the  actual  testing  was  done.  In 
addition,  several  interview  programs  were  presented 
over  local  radio  stations.  Spot  announcements  de- 
scribing the  testing  program  were  also  broadcast 
frequently  on  the  local  radio  stations  during  the  two 
weeks  before  the  testing  period. 

In  the  week  prior  to  the  actual  testings,  an  assem- 
bly was  presented  at  each  school.  A physician  from 
the  Medical  School  group  presented  a discussion  of 
sickle  cell  anemia  and  trait  which  was  illustrated 
with  slides.  Although  the  talks  were  directed  to  the 
students,  the  information  which  was  presented  was 
not  over-simplified.  Terms  such  as  genetics,  hered- 
ity, hemoglobin  and  mutation  were  used  and  de- 
fined. The  inheritance  of  the  various  hemoglobin 
types  was  illustrated  and  the  nature  and  purpose  of 


the  testing  procedure  was  explained.  Particular 
emphasis  was  given  to  the  benignity  of  sickle  cell 
trait  in  order  to  avoid  raising  unwarranted  fears. 
Open  question  and  answer  periods  were  then  held 
and  these  were  characterized  by  animated  discussion 
and  questions  from  the  students  which  were  per- 
tinent and  often  perceptive. 

Permission  slips  were  distributed  to  all  black  stu- 
dents and  to  any  white  student  who  wished  to  be 
tested.  These  permission  slips  had  to  be  signed  by  a 
parent  and  returned  to  the  school.  Participation  was 
entirely  voluntary. 

The  Testing  Procedure 

Testing  was  performed  in  a central  area  at  each 
school  with  a sufficient  number  of  lay  workers  to 
insure  a rapid  completion  of  the  registration  and 
blood  sampling  procedures.  Each  student  reported 
to  a registration  desk  where  his  name  was  entered 
in  a log  and  assigned  an  identification  number, 
which  was  placed  in  the  log  book,  on  the  sample 
transport  tube  and  on  a stamped  envelope  upon 
which  the  student  wrote  his  name  and  address.  The 
student  then  proceeded  to  a blood  drawing  station 
where  his  finger  was  pricked  and  two  or  three 
microhematocrit  tubes  were  filled  with  capillary 
blood.  The  microhematocrit  tubes  were  immediately 
placed  in  the  sample  transport  tubes.  These  pro- 
cedures minimized  the  possibility  of  identification 
errors.  The  blood  samples  were  transported  to  New 
Haven  for  electrophoretic  analysis. 

Initially,  the  blood  drawing  was  performed  by 
members  of  the  Medical  School  group;  but  after 
brief  instruction,  school  nurses,  medical  students, 
and  volunteers  were  able  to  do  most  of  the  actual 
sampling.  The  students  accepted  the  testing  with 
good  humor  and  cooperation,  which  permitted  as 
many  as  100  blood  samples  to  be  obtained  in  about 
one  hour. 

Reporting  and  Follow-Up 

The  result  of  each  analysis  was  mailed  to  the  stu- 
dent tested  in  the  envelope  which  had  been  self 
addressed  previously.  The  report  stated  the  hemo- 
globin type  (Hgb  AA,  AS,  AC)  and  the  hematocrit 
reading.  Figure  1 shows  the  report  sent  to  students 
with  sickle  cell  trait.  If  significant  anemia,  (arbi- 
trarily defined  as  a hematocrit  level  less  than  34%) 
was  found,  a note  was  appended,  suggesting  that 
the  student  should  contact  his  physician  for  con- 
firmation and  diagnosis.  In  samples  where  Hgb  A2 
appeared  elevated,  it  was  suggested  that  a venous 
blood  sample  should  be  obtained  for  determination 
of  red  cell  indices  and  precise  Hgb  A2  quantitation. 
It  should  be  emphasized  that  the  results  of  the  in- 
dividual tests  were  considered  privileged  information 
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and  were  reported  only  to  the  students  and  their 
families. 

Your  Sickle  Cell  Test  is 
POSITIVE 

This  means  that  you  have  sickle  cell  trait.  You  do  NOT  have 
sickle  cell  disease. 

YOU  ARE  NORMAL 

If  you  have  a child  with  another  person  with  sickle  cell  trait 
the  child  may  have  sickle  cell  disease. 

Hemoglobin  type  — AS  Hematocrit  = 39% 

Keep  this  slip.  It  is  part  of  your  medical  record.  Yale-New  Haven 
Hospital,  Pediatric  Hematology. 

FIGURE  1 

Example  of  reports  which  were  sent  to  children  with  sickle  cell 
trait.  Similar  reports  but  with  different  content  were  used  for 
Hgb  C trait  and  children  with  only  Hgb  A. 

Counseling  sessions  for  students  with  sickle  cell 
trait,  or  Hgb  C trait,  were  planned  during  the  weeks 
following  the  testing.  These  were  scheduled  on 
weekday  evenings  in  neighborhood  centers  close 
to  where  most  of  the  students  lived.  One  young 
woman  with  previously  unrecognized  Hgb  S-C  dis- 
ease was  individually  contacted  and  informed  of  the 
clinical  implications  of  this  diagnosis. 

Results 

Participation  Rate 

Table  1.  A total  of  515  black  students  were  tested 
out  of  a potential  group  of  approximately  908.  A 
participation  rate  of  between  53  and  70%  was  real- 
ized in  the  several  towns.  At  one  school  a substantial 
number  of  students  who  had  returned  permission 
slips  refused  to  have  their  blood  taken.  A rumor 


TABLE  1 

NUMBER  OF  STUDENTS  AND  RATE  OF  COMPLIANCE 


Number  of 
Black 

Number 

Compliance 

Town 

Students 

Tested 

Rate 

Norwich 

191 

134 

70% 

New  London 

456 

245 

54% 

Groton  & Others 

261 

136 

52% 

— 

— 

— 

Total 

908 

515 

57% 

= 

= 

— 

had  circulated  in  this  school  that  an  insurance  com- 
pany had  refused  to  issue  life  insurance  to  a girl 
who  had  sickle  cell  trait.  The  source  and  validity  of 
this  story  could  not  be  determined. 

Prevalence  of  Abnormalities 

The  findings  from  electrophoretic  analysis  are 
summarized  in  Table  2.  More  than  10%  of  the  blood 


samples  had  electrophoretic  abnormalities,  a rate 
which  is  similar  to  that  found  in  other  American 
communities.6, 7 

TABLE  2 

PREVALENCE  OF  ABNORMAL  HEMOGLOBINS 

Presumed 

Total  Total  B-thal 

Tested  Abnormal  Hgb  AS  Hgb  AC  Trait  Hgb  S-C 

515  51  (10%)  34  (6.6%)  16  (3.1%)  4 (0.8%)  1(0.2%) 

Of  some  interest  was  the  observation  of  a signifi- 
cant prevalence  of  overt  anemia  in  high  school  girls. 
10.5%  of  this  group  had  hematocrits  of  33%  or  less; 
a prevalence  of  anemia  similar  to  what  we  have 
documented  previously  in  black  teenage  girls  in  a 
Southern  community.8 

Costs  of  Program 

The  monetary  cost  of  this  program  was  minimal, 
reflecting  large  investment  of  time  and  effort  by 
volunteer  workers.  In  addition  the  Medical  School 
group  performed  the  hemoglobin  assays  as  a study 
of  the  applicability  and  reliability  of  the  electro- 
phoretic method  under  actual  field  conditions. 

About  20  hours  was  spent  in  physicians  leading 
discussions  at  school  assemblies,  participating  in 
counseling  sessions,  and  supervising  and  inter- 
preting the  electrophoretic  analysis.  Our  technician 
spent  40  hours  performing  hemoglobin  electro- 
phoreses. Blood  drawing  equipment  such  as  lancets, 
sponges  and  tubes  cost  $25.00.  Electrophoretic  ma- 
terials including  cellulose  acetate,  buffers  and  stains 
cost  $30.00.  These  figures  may  serve  as  a rough 
guide  for  estimating  the  actual  costs  of  similar  pro- 
grams elsewhere. 

Counseling  Sessions 

Four  follow-up  meetings  were  scheduled  to  pro- 
vide direct  genetic  counseling  for  50  students  identi- 
fied as  having  hemoglobin  abnormalities.  These 
sessions  were  held  on  weekday  evenings,  two  weeks 
after  the  individual  test  reports  had  been  mailed. 
They  were  held  in  conveniently  located  neighbor- 
hood centers.  Students  and  their  families  were  in- 
vited to  attend.  The  counseling  meetings  were 
announced  several  times  at  each  school  and  in  ad- 
dition notifications  were  made  in  a local  newspaper 
and  radio  stations.  A total  of  only  twelve  students 
attended  the  sessions. 

A number  of  possibilities  may  be  suggested  for 
the  low  response  to  the  opportunity  for  direct  gen- 
etic counseling.  These  include  poor  communication 
and  scheduling  for  the  students  were  not  directly 
contacted  and  notified  of  the  meetings.  In  addition 
the  times  of  the  meetings  were  poorly  chosen  with 
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respect  to  other  school  activities.  It  is  also  possible 
that  many  students,  because  of  the  thoroughness  of 
the  pre-testing  educational  program,  may  have  con- 
sidered that  they  did  not  need  further  counseling 
and  information.  Finally,  the  low  response  rate  could 
merely  indicate  a lack  of  interest. 

Discussion 

We  believe  that  our  program  for  sickle  cell  testing 
in  Southeastern  Connecticut  was  successful.  A major 
reason  for  its  success  was  that  a group  of  black  com- 
munity leaders  became  concerned  with  the  problem 
of  Sickle  Cell  Disease  and  provided  the  impetus  for 
action.  The  medical  personnel  were  utilized  in  an 
advisory  and  technical  capacity.  The  community 
leaders  were  deeply  involved  in  the  planning,  or- 
ganization and  execution  of  the  program,  and  this 
doubtless  accounted  for  its  acceptance  by  the  com- 
munity, school  officials  and  students.  A segment  of 
the  population  was  educated  about  a significant 
medical  problem  about  which  it  had  little  prior 
knowledge. 

The  primary  purpose  of  this  program  was  not  to 
document  the  prevalence  of  persons  with  abnormal 
hemoglobins  in  the  area,  because  such  epidemio- 
logical studies  have  been  performed  in  other  Ameri- 
can communities.  Rather  the  aim  was  to  identify 
individuals  who  were  at  genetic  risk  and  to  provide 
them  with  the  information  and  education  necessary 
for  them  to  make  informed  personal  decisions  with 
respect  to  marriage  and  family  raising  in  the  future. 
To  assess  the  true  and  ultimate  success  of  the  pro- 
gram would  require  a determination  of  how  many 
individuals,  who  were  identified  as  having  Hgb  S 
or  Hgb  C traits,  retained  and  used  this  information 
in  their  future  marital  planning.  Such  data  are  prob- 
ably unobtainable. 

The  participation  rate  of  between  53  and  70%  in 
the  several  towns  is  quite  good  when  it  is  considered 
that  in  order  to  be  tested  a student  had  to  be  moti- 
vated enough  to  take  a permission  slip  home  for 
parental  signature,  to  persuade  his  parents  to  sign, 
to  return  the  signed  slip  and  finally  to  be  present  on 
the  day  of  testing. 

We  believe  that  the  satisfactory  compliance  rates 
and  the  responses  of  individual  students  to  our  ques- 
tions indicate  that  the  educational  aspects  of  the 
program  were  understood  by  many  students.  An  at- 
tempt will  be  made  to  interview  a group  of  these 
students  formally  in  the  future  to  access  the  amount 
of  information  that  has  been  retained  by  them. 

On  the  basis  of  our  experience  a number  of  con- 
clusions and  recommendations  can  be  made.  First, 
we  believe  that  the  prime  impetus  for  this  type  of 
program  must  come  from  within  the  involved  com- 


munity. Abnormal  hemoglobins  are  largely  restricted 
to  blacks  and  the  content  of  education  and  counsel- 
ing involves  marriage  and  reproduction.  Despite  the 
fact  that  these  are  potentially  sensitive  issues,  we 
met  with  little  community  suspicion  or  antagonism 
concerning  the  goals  and  motivation  of  our  pro- 
gram. Second,  we  consider  it  essential  that  profes- 
sional medical  expertise  be  incorporated  into  such 
programs.  Physicians  or  other  professionals  thorough- 
ly familiar  with  genetic  principles  and  the  clinical 
aspects  of  abnormal  hemoglobin  syndromes  should 
participate.  We  have  found  that  many  physicians 
do  not  have  this  specialized  knowledge  and  may 
themselves  need  further  instruction.  Third,  educa- 
tional aspects  of  the  program  could  benefit  from 
attractive  audio-visual  materials  such  as  motion 
pictures,  but  to  our  knowledge  none  are  currently 
available.  Finally,  the  schools  offier  the  best  place  to 
conduct  such  a program  and  probably  all  phases 
including  counseling  should  take  place  within  the 
schools  and  during  school  time. 

It  would  be  quite  feasible  to  set  up  a continuing 
program  for  the  detection  of  abnormal  hemoglobins 
on  a state-wide  basis.  A particular  advantage  of  a 
state-wide  program  would  be  that  educational  ma- 
terials about  inherited  blood  diseases  could  be  in- 
corporated into  school  curricula.  There  is  no  doubt 
that  sickle  cell  hemoglobin  states  provide  a far  more 
interesting  and  relevant  model  of  genetic  principles 
than  standard  Mendelian  examples  such  as  smooth 
and  rough  coated  peas!  In  addition,  provisions  could 
be  made  for  identification  and  referral  of  the  few 
cases  with  symptomatic  hemoglobinopathies  or 
with  unusual  hemoglobin  variants  to  centers  for 
specialized  diagnosis  and  therapy.  Finally,  this  kind 
of  testing  and  education  program  would  easily  be 
extended  to  include  other  inherited  diseases  such  as 
Tay-Sachs  disease,  G6PD  deficiency  and  thalas- 
semia. The  lessons  learned  in  pioneer  programs  such 
as  this  which  are  directed  at  the  detection  of  carriers 
of  abnormal  hereditary  traits  and  which  then  at- 
tempt to  apply  this  information  through  education 
and  genetic  counseling  on  a community  wide  basis 
should  be  of  significant  value  in  the  future,  as 
simple  and  precise  methods  for  diagnosis  of  other 
heterozygous  states  become  available. 

REFERENCES 

1.  Scott,  R.B.:  Sickle  cell  anemia  — high  prevalence  and  low 
priority.  New  Eng.  J.  Med.  282:164,  1970. 

2.  Daland,  G.A.,  Castle,  W.B.:  A simple  and  rapid  method  for 
demonstrating  sickling  of  the  red  blood  cells.  The  use  of  reducing 
agents.  J.  Lab.  Clin.  Med.  33:1082-1084,  1948. 

3.  Ballard,  M.S.,  Radel,  E.,  Sakhades,  S.,  Schorr,  J.B.:  A new 
diagnostic  test  for  hemoglobin  S.  J.  Pediat.  76:117-119,  1970. 


438 


Connecticut  Medicine,  September,  1973 


4.  Barnes,  M.G.,  Komarmy,  L.,  Novack,  A.H.:  A comprehensive 
screening  program  for  hemoglobinopathies.  JAMA  219:701,  1972. 

5.  Gerald,  P.S.,  Diamond,  L.K.:  The  diagnosis  of  thalassemia 
trait  by  starch  block  electrophoresis  of  hemoglobin.  Blood.  13:61 
-69,  1958. 

6.  Myerson,  R.M.,  Harrison,  E.,  Lohmuller,  H.W.:  Incidence 
and  significance  of  abnormal  hemoglobin.  Am.  J.  Med.  26: 
543-555,  1959. 


7.  Pearson,  H.A.,  Vaughn,  E.O.:  Lack  of  influence  of  sickle  cell 
trait  on  fertility  and  successful  pregnancy.  Am.  J.  Obst.  Gynic. 
105:203-205,  1969. 

8.  Pearson,  H.A.,  McLean,  F.W.,  Brigety,  R.E.:  Anemia  related 
to  age  — study  of  a community  of  young  black  Americans.  JAMA 
215:1982-1984,  1971. 


Supported  in  part  by  Grants  HD00177  and  HD00198  from  the  Address  reprint  requests  to:  Dr.  H.  A.  Pearson,  Dept,  of  Pedi- 
U.  S.  Public  Health  Service.  atrics,  333  Cedar  Street,  New  Haven,  Conn.  06510 


• • 


The  Role  of  Fiberoptic  Colonoscopy  in  the 
Diagnosis  of  Colonic  and  Rectal  Disease 

Frederick  L.  Greene,  M.D.,  Elliot  M.  Livstone,  M.D.,  and  Frank  J.  Troncale,  M.D. 


Significant  technological  advances  have  taken 
place  during  the  last  five  years  in  the  field  of  gastro- 
intestinal endoscopy.  The  late  Rudolf  Schindler 
could  not  have  envisioned  these  revolutionary 
achievements  when  he  introduced  the  rigid  lens 
gastroscope  in  19341.  During  these  early  years, 
rigid  metal  instruments  limited  endoscopy  to  the 
esophagus  and  stomach.  However,  recent  introduc- 
tion of  flexible  fiberoptic  instruments  has  expanded 
the  use  of  endoscopy  to  the  examination  of  the  duo- 
denum and  colon.  The  fiberoptic  colonoscope  came 
into  general  use  about  five  years  ago;  the  purpose 
of  this  article  is  to  review  the  history  of  this  instru- 
ment, its  applicability  in  clinical  situations  and  its 
future. 

The  history  and  contributions  of  gastrointestinal 
endoscopy  have  been  reviewed  recently  by  Morris- 
sey2. In  1957,  Matsunaga  and  his  co-workers3 
used  the  Olympus  gastrocamera  to  observe  and 
photograph  the  colonic  mucosa.  They  were  able  to 
reach  the  transverse  colon  in  24%  of  their  colono- 
scopic attempts  but  felt  that  a more  reliable  system 
was  needed.  In  1960,  Niwa4  used  the  fiberoptic 
gastroscope  to  visualize  rectal  and  sigmoid  mucosa. 
At  the  1962  meeting  of  the  Society  for  Surgery  of 
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the  Alimentary  Tract,  Robert  Turell  discussed  the 
application  of  a fiberoptic  colonoscope  and  sigmoido- 
scope5. One  year  previously,  Hirschowitz6  had  re- 
ported the  use  of  a fiberoptic  instrument  in  the  eval- 
uation of  the  stomach  and  duodenum.  Turrel’s  scope, 
while  flexible  and  capable  of  air  insufflation,  had  no 
directional  tip  control.  In  the  mid  1960’s,  Oshiba 
and  Watanabe7,  as  well  as  Kanazawa8,  continued 
to  modify  and  refine  the  fiberoptic  colonoscope. 
Since  that  time,  reports  describing  technical  and 
clinical  experience  have  appeared  in  the  literature 
of  this  country  9,  l0,  Great  Britain  n,  12,  and  France13. 

ANATOMIC  CONSIDERATIONS:  Endoscopic 

examination  of  the  esophagus  and  stomach  is  tech- 
nically easy.  The  esophagus  with  its  adventitial  at- 
tachment is  firmly  anchored  in  the  thorax  and 
unable  to  move  away  from  the  advancing  esophago- 
scope.  The  stomach,  with  its  attachments  at  the 
cardia  and  pylorus,  is  fixed  in  a similar  fashion.  The 
colon,  on  the  other  hand,  is  not  firmly  attached  to 
fixed  structures;  it  stretches,  rotates,  and  moves 
away  from  the  advancing  instrument  during  the 
procedure.  Thus,  from  a technical  standpoint  the 
colonoscope  is  much  more  difficult  to  advance  than 
the  esophagogastroscope. 

CLINICAL  ASPECTS:  Historically,  physicians 

have  relied  on  careful  history  taking  and  physical 
examination  to  diagnose  colorectal  disease.  Sig- 
moidoscopy and  the  air-contrast  barium  enema  have 
brought  about  greater  accuracy  in  the  diagnosis  of 
cancer,  diverticular  disease,  and  inflammatory  bowel 
disease.  Each  of  these  diagnostic  tools  compliments 
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the  other  and  provides  an  additive  effect  to  allow  one 
to  approach  100%  diagnostic  accuracy.  As  an  illus- 
tration, in  cancer  of  the  rectum  a digital  examina- 
tion will  detect  10-15%  of  lesions;  sigmoidoscopy 
will  find  60-70%.  One  may  ask,  what  tests  are 
necessary  to  achieve  100%  diagnostic  accuracy? 

At  the  Yale-New  Haven  Medical  Center,  the 
Department  of  Gastroenterology  has  used  the  fiber- 
optic colonoscope  (Figure  1)  as  an  adjunct  in  evalu- 
ating colonic  disease.  We  feel  that  colonoscopy 
should  not  be  routinely  used  on  every  patient,  but 
there  are  certain  situations  in  which  this  procedure 
has  been  quite  beneficial. 


controls. 

IN DIC A TIONS:  The  primary  indication  for  colonos- 
copy is  lower  gastrointestinal  bleeding  in  patients 
who  have  a negative  sigmoidoscopic  examination 
and  negative  or  indeterminate  barium  enema.  The 
radiological  examination  may  be  indeterminate  for 
many  reasons,  the  most  common  being  that  an  air- 
contrast  examination  has  not  been  done.  The  im- 
portance of  doing  an  air-contrast  barium  enema  in 
all  patients  with  colonic  symptoms  has  been  shown 
in  many  studies  both  from  large  specialty  centers14 
and  small  community  hospitals15.  Despite  this, 
lesions  are  still  missed,  and  colonoscopy  should  be 
performed  after  a negative  air-contrast  examination 
in  symptomatic  patients.  In  a recent  series  of  50 
patients  reported  from  St.  Mark’s  Hospital,  Lon- 
don,12 four  patients  with  early  resectable  cancer 
and  bleeding  were  diagnosed  by  colonoscopy  after 
having  a normal  air-contrast  barium  enema.  A sec- 
ond reason  for  indeterminate  radiographic  results  is 
non-visualization  of  a segment  of  colon  due  to  the 
superimposition  of  one  loop  on  another.  This  occurs 
frequently  in  the  regions  of  the  sigmoid  colon,  the 
splenic  and  hepatic  flexures,  and  the  cecum.  One  can- 
not presume  these  poorly  visualized  areas  to  be 
normal  and  in  this  situation  the  colonoscope  is 


valuable  for  inspection  and  biopsy.  The  patient  with 
early  carcinoma  (Dukes’  A)  will  be  benefited  by 
early  diagnosis  and  early  operative  intervention16. 
When  it  is  appreciated  that  approximately  73,000 
people  develop  carcinoma  of  the  colon  and  rectum 
each  year17  and  that  40-50%  evidence  lymph 
node  metastases  (Dukes’  C)  by  the  time  of  surgery16, 
one  can  hope  that  advances  will  be  made  in  the 
treatment  of  the  “early  bleeding”  cancer  patient 
by  the  use  of  colonoscopy.  A second  major  indica- 
tion for  colonoscopy  is  found  in  the  patient  with  a 
stricture  of  the  colon  with  or  without  rectal  bleeding. 
One  must  distinguish  the  benign  inflammatory  stric- 
ture from  a neoplastic  stricture.  On  air-contrast 
barium  enema,  benign  (i.e.  diverticular  or  ischemic) 
strictures  have  a normal  mucosal  pattern,  whereas, 
destruction  of  the  mucosal  pattern  suggests  an  in- 
filtrating malignant  process.  Many  times,  however, 
this  differentiation  cannot  be  made  by  barium  enema. 
Here  the  colonoscope  may  be  used  to  interpret 
mucosal  surface  under  direct  vision,  and  biopsies  of 
the  mucosa  can  be  taken. 

The  colonoscopic  examination  of  the  patient  with 
diverticular  disease,  although  difficult  because  of 
associated  muscle  spasm,  is  useful.  Because  of  mus- 
cular spasm,  stricture,  and  problems  of  colonic 
cleansing,  an  associated  lesion  may  not  be  seen  on 
air-contrast  examination.  These  include  cancer  and 
benign  adenomas  which  can  be  viewed  and  biopsied 
in  these  patients.  An  unsuspected  phenomenon  has 
been  observed  in  several  patients  with  minimal 
rectal  bleeding.  On  colonoscopy,  the  diverticuli 
were  demonstrated  easily,  but  friability  of  the  mucosa 
surrounding  the  diverticulum  in  the  absence  of  any 
other  lesions,  was  identified  as  the  probable  cause 
of  the  hematochezia.  Since  the  mucosa  above  the 
reach  of  the  25  centimeter  sigmoidoscope  has  not 
been  viewed  previously  in  a significant  number  of 
patients  with  diverticular  disease,  this  friability  or 
“colitis”  associated  with  or  secondary  to  diverticular 
disease  has  not  been  described.  One  may  reason 
that  this  associated  mucosal  friability  is  not  a new 
component  of  diverticular  disease,  but  has  become 
apparent  only  when  our  technology  has  advanced 
sufficiently  to  detect  it. 

Diagnosis  and  management  of  inflammatory 
bowel  disease  is  another  area  where  colonoscopy 
can  be  helpful  especially  when  the  x-ray  study  is 
confusing  or  the  clinical  course  unusual.  Sigmoidos- 
copic biopsy  is  diagnostic  in  ulcerative  colitis,  but 
when  the  colitis  appears  only  in  the  more  proximal 
areas  of  the  colon,  (a  frequent  finding  in  Crohn’s 
colitis),  colonoscopy  may  prove  or  disprove  the 
roentgen  appearance  through  visualization  and 
biopsy  of  the  bowel.  Because  discontinuity  of  disease 
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is  a major  feature  in  Crohn’s  colitis,  the  use  of  co- 
lonoscopy may  allow  the  clinician  to  judge  the  extent 
of  disease  more  accurately.  The  appearance  of  colon- 
ic strictures  in  patients  who  have  inflammatory 
bowel  disease  may  also  be  confusing.  Appropriate 
biopsy  and  direct  mucosal  viewing  may  solve  these 
difficult  problems.  The  assessment  of  mass  lesions 
associated  with  inflammatory  disease  such  as  in- 
flammatory polyps  or  neoplastic  tumors,  may  be 
made  using  the  colonoscope. 

Because  of  the  high  risk  of  cancer  in  patients  with 
long-standing  ulcerative  colitis,  inspection  and  bi- 
opsy can  give  information  on  the  course  of  the 
disease,  and  as  Morson  has  described18,  allow  the 
pathologist  to  see  the  changes  that  may  herald  the 
onset  of  cancer.  This  practice  cannot  help  but  reduce 
the  morbidity  and  mortality  when  gross  carcinoma 
is  associated  with  ulcerative  colitis  in  the  patient 
with  long-standing  disease. 

Colonoscopy  may  also  prove  quite  beneficial  in 
following  patients  with  previous  colonic  resections, 
whether  these  have  been  done  for  cancer,  inflam- 
matory disease  or  other  reasons.  We  have  had  the 
opportunity  of  examining  the  anastomotic  site  in 
several  patients  after  colonic  resection  for  cancer 
who  subsequently  presented  with  suspicious  barium 
enema  examinations.  On  colonoscopic  examination, 
these  suspicions  were  substantiated  by  biopsy  or 
else  the  anastomotic  areas  were  found  to  be  free  of 
disease.  During  the  last  30  years,  approximately 
8%  of  all  colonic  resections  for  cancer  done  at  the 
Yale-New  Haven  Hospital  have  developed  anasto- 
motic recurrence19.  While  studies  have  pointed  out 
the  increased  rate  of  anastomotic  recurrence  follow- 
ing left  sided  colon  resection  over  ileo-colonic  anas- 
tomosis19, these  distal  anastomotic  areas  may  be 
above  the  reach  of  the  conventional  sigmoidoscope. 
Along  with  direct  inspection,  the  ability  to  biopsy 
the  suspected  anastomotic  areas  is  also  a feature  of 
colonoscopy  that  will  add  to  earlier  management  of 
recurrent  disease.  We  are  challenged  to  diagnose 
and  treat  these  patients  expeditiously  not  only  for 
their  initial  cancer,  but  also  for  their  possible  ana- 
I stomotic  recurrence. 

COLONOSCOPE  AS  A SURGICAL  TOOL:  For 
many  years,  lesions  of  the  distal  sigmoid  colon  and 
rectum  have  been  amenable  to  biopsy,  excision,  or 
fulguration  through  the  sigmoidoscope.  The  range 
: of  sigmoidoscopy  has  been  extended  by  a simulta- 
neous intra-abdominal  and  trans-anal  approach20  or 
i the  introduction  of  the  sigmoidoscope  through  mul- 
; tiple  colotomies  at  the  time  of  laparotomy21.  The 
proponents  of  multiple  intra-operative  colotomy  and 
coloscopy  (the  use  of  a sterile  sigmoidoscope  through 
the  colotomy  incision)  championed  this  technique 


because  of  the  discovery  of  additional  lesions  in 
approximately  50%  of  the  procedures  performed21. 
Despite  this  benefit,  most  surgeons  have  abandoned 
this  practice  because  of  its  greater  post-operative 
morbidity  (principally  sepsis)22. 

Surgical  management  of  solitary  pedunculated 
polyps  has  been  limited  to  colotomy-polypectomy 
and  circumferential  resection  of  the  polyp-bearing 
portion  of  the  colon.  Using  the  fiberoptic  colono- 
scope, however,  polyps  can  now  be  snared  and 
cauterized  through  the  instrument. 
PREPARATION  OF  THE  PATIENT:  Patients 
undergoing  transcolonoscopic  polypectomy  are 
given  a non-absorbable  antibiotic  along  with  a 
72-hour  clear  liquid  diet  and  magnesium  citrate 
as  a cathartic.  A colon  absolutely  clean  and  free  of 
formed  stool  which  can  interfere  with  colonic  resec- 
tion and  polypectomy  is  an  important  requirement 
for  transcolonoscopic  polyp  removal.  Patients  under- 
go complete  history  and  physical  examinations 
during  a prior  visit  and  the  details  of  the  procedure 
are  explained.  They  are  given  written  instructions 
regarding  proper  colonic  cleansing  at  that  time.  In 
the  polypectomy  procedure,  as  in  routine  colonos- 
copy, patients  are  sedated  one-half  hour  before  the 
procedure  and  they  are  given  intravenous  Valium  in 
divided  doses  during  the  procedure. 
TECHNIQUE:  At  colonoscopy,  the  entire  colon  is 
inspected  for  lesions  in  addition  to  the  polyp.  The 
polypectomy  is  performed  using  a specially  designed 
flexible  wire  snare  which  fits  into  the  biopsy  chan- 
nel of  the  colonoscope  and  is  connected  to  a cautery 
apparatus.  In  order  to  replace  ignitable  gas  in  the 
colon,  carbon  dioxide,  rather  than  air,  is  used  to 
insufflate  the  bowel.  The  snare  is  placed  around  the 
polyp  and  closed  at  the  base  of  the  stalk.  Both  cutting 
and  coagulation  currents  are  used  to  free  the  polyp. 
Suction  pressure  at  the  tip  of  the  instrument  allows 
the  polyp  to  be  removed  with  the  colonoscope.  The 
base  of  the  stalk  is  inspected  for  hemostasis  before 
the  scope  is  withdrawn. 

POST-OPERATIVE  CARE:  After  the  polypectomy, 
the  patient  is  hospitalized  for  24  hours  and  kept 
on  intravenous  fluids  or  a clear  liquid  diet.  During 
this  period,  all  stools  passed  are  checked  for  gross 
bleeding.  Upon  discharge,  the  patient  is  placed  on  a 
low  residue  diet,  instructed  on  activity  restriction, 
and  informed  of  the  importance  of  reporting  any 
signs  of  bleeding  or  abdominal  pain. 

The  indications  for  the  use  of  the  instrument  in 
removing  polyps  above  the  reach  of  the  rigid  sig- 
moidoscope are  still  being  explored.  Based  on  our 
experience  to  date,  we  feel  that  the  procedure  should 
be  reserved  for  polyps  having  a stalk  (visualized 
directly,  not  only  by  barium  study)  and  a head 
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Fig.  2 

Pedunculated  adenomatous  polyp  of  proximal  sigmoid  colon 
as  viewed  through  instrument  before  colonoscopic  polypectomy. 

diameter  no  larger  than  3-4  centimeters  (Figure2). 
The  patients  most  likely  to  benefit  from  the  pro- 
cedure are  those  with  contraindications  to  major 
surgery:  chronic  diseases  of  heart,  lung,  and  kidneys 
and  other  debilitated  patients.  To  those  who  argue 
for  more  conservative  therapy  of  polyps  on  a “cost- 
benefit  basis,”  the  operative  risk  of  colonoscopic 
polypectomy  even  in  greatly  debilitated  patients  is 
substantially  less  than  the  risk  of  polyp  transforma- 
tion to  cancer23. 

INTRAOPERATIVE  COLONOSCOPY:  The  bene- 
fits once  provided  by  multiple  intra-operative  trans- 
mural colotomies  and  coloscopy  can  now  be  achieved 
by  direct  inspection  of  the  colon  at  the  time  of  colono- 
scopic polypectomy.  When  colotomy  and  polypec- 
tomy are  performed  in  a patient  with  a sessile  polyp, 
the  fiberoptic  colonoscope  can  be  used  for  direct 
inspection  of  the  remainder  of  the  colon.  This  may 
be  done  pre-operatively  or  during  surgery  using  a 
two-team  approach.  This  type  of  management  will 
eliminate  the  need  for  multiple  colotomies  which 
results  in  increased  morbidity. 

The  use  of  the  two-team  approach  can  be  appre- 
ciated when  dealing  with  the  difficult  problems  of 
lower  gastrointestinal  bleeding.  This  situation  has 
presented  extreme  difficulties  to  the  surgeon  regard- 
ing the  location  of  the  bleeding  as  well  as  the  type 
of  lesion  responsible.  Through  the  fiberoptic  colono- 
scope, the  endoscopist  may  directly  view  the  colonic 
mucosa  while  the  surgeon  directs  the  scope  from  an 
intra-abdominal  position.  The  appropriate  resection 
may  then  be  completed  after  the  bleeding  point  is 
discovered.  As  often  shown,  a “blind”  sigmoid  re- 
section or  left  colectomy  may  not  control  diverticular 
bleeding  which  many  times  may  originate  in  the 


right  colon24.  The  intra-operative  use  of  colonoscopy 
would  make  this  right-sided  bleeding  apparent  with- 
out the  use  of  colotomy  and  exclusion  techniques  or 
the  undertaking  of  a blind  ineffective  resection.  We 
have  also  used  a similar  two-team  approach  in  assess- 
ing the  amount  of  bowel  to  be  resected  during  sur- 
gery for  Crohn’s  disease  of  the  colon.  Because  of  the 
discontinuous  nature  of  this  lesion,  an  adequate 
assessment  of  the  extent  of  mucosal  disease  can  be 
made  only  by  direct  vision  which  is  allowed  through 
colonoscopy. 

Along  with  its  use  in  specific  cases  of  polypoid 
disease,  the  fiberoptic  colonoscope  may  have  further 
therapeutic  application.  Using  the  colonoscope  and 
biopsy  forceps,  we  have  had  the  opportunity  of 
removing  a foreign  body  which  had  been  introduced 
through  a recently  created  ileostomy  stoma.  As  our 
experience  continues,  further  therapeutic  applica- 
tion will  become  apparent. 

To  date,  morbidity  due  to  colonoscopy  and  poly- 
pectomy has  been  minimal  in  the  few  series  that  have 
been  published.  Although  hemorrhage,  colonic 
perforation,  and  gram-negative  sepsis  are  theoretical 
complications,  one  may  reasonably  expect  these  to 
be  prevented  when  the  procedure  is  performed  under 
controlled  circumstances  by  experienced  personnel. 
We  have  experienced  only  one  minor  bleeding  epi- 
sode not  requiring  transfusion  in  a patient  who  did 
not  follow  our  post-polypectomy  regimen  of  activity 
restriction.  This  one  episode  has  reemphasized 
the  importance  of  establishing  mutual  understanding 
and  cooperation  between  doctor  and  patient.  As 
with  all  new  procedures,  continued  experience  with 
colonoscopy  and  polypectomy  has  brought  about 
new  standards  and  more  definite  guidelines  to  im- 
prove safety  and  patient  benefit. 
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dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid, 
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aerial  activity  of  Bactrim  includes  the  common  urinary  tract 
thogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fa- 
ring organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
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le  are  similar  to  those  achieved  when  each  component  is  given 
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Ifamethoxazole. 

icretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
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e the  concentrations  in  the  blood.  When  administered  together 
in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
e urinary  excretion  pattern  of  the  other. 
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In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
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Circumcision  and  Phallic  Fallacies,  or 
The  Case  Against  Routine  Circumcision 

George  T.  Klauber,  M.B.,  B.S.,  F.R.C.S.  (C) 


There  is  a force  which  shapes  the  ends  of  man  — in 
the  latter  half  of  the  twentieth  century  it  is  the  pedi- 
atrician and  the  obstetrician  who  shape  the  “ends” 
of  baby  boys! 

Recently,  the  practice  of  routine  circumcision  in 
the  newborn  has  been  questioned,  and  the  medical 
literature  has  gained  a number  of  interesting  titles 
for  papers  on  the  subject:  “The  Fate  of  the  Fore- 
skin1,” “Penile  Plunder2,”  “Rape  of  the  Phallus3,” 
“Whither  the  Foreskin4,”  and  “Foreskin  Saga5.” 
The  practice  of  circumcision  lends  itself  well  to 
the  North  American  preoccupation  with  hygiene  and 
the  banishment  of  all  body  odour.  The  removal  of  a 
structure  for  which  no  apparent  useful  purpose  ex- 
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ists,  like  tonsillectomy,  fits  well  into  this  concept! 

The  covenant  between  God  and  Abraham,  re- 
corded in  Genesis  17:10,  instructed  Abraham  to 
“circumcise  among  you  every  male.”  No  one  will 
argue  that  religious  grounds,  in  non-hemophiliacs, 
is  an  absolute  indication  for  circumcision  — but  for 
this  practice  to  be  continued  indiscriminately  on  all 
males,  better  reasons  must  be  proffered  than  those 
of  Benjamin  Spock,  “I  think  circumcision  is  a good 
idea,  especially  if  most  of  the  boys  in  the  neighbor- 
hood are  circumcised,  then  a boy  feels  regular6.” 

Before  asking  the  question,  “Why  has  the  practice 
of  routine  circumcision  obtained  such  almost  univer- 
sal acceptance?”,  one  must  consider  the  indications. 

1.  Most  important  is  the  prevention  of  cancer.  The 
retention  of  the  foreskin  has  been  cited  as  an 
etiological  factor  in  carcinoma  of  the  penis  and 
prostate  in  males,  and  carcinoma  of  the  cervix 
in  females. 

2.  Circumcision  is  prophylaxis  against  phimosis, 
paraphimosis,  venereal  disease,  herpes  pro- 
genitalis,  and  condylomata. 
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3.  On  hygienic  grounds,  the  removal  of  the  fore- 
skin would  dispose  of  a storage  space  for  smeg- 
ma or  items  which  a small  child  might  hide, 
such  as  candy,  peas  or  beans!  Balanitis  would, 
therefore,  be  prevented. 

4.  Psychologically,  circumcision  would  prevent 
any  little  boy  from  feeling  irregular  by  being 
a member  of  that  cursed  minority,  the  uncir- 
cumcised! 

5.  Esthetically,  some  believe  that  a circumcised 
penis  is  a beauteous  thing,  whereas  a shrouded 
organ  is  distasteful.  Surely  this  is  a matter  of 
taste.  Beauty,  after  all,  is  in  the  eyes  of  the 
beholder. 

6.  Sexual  function  may  or  may  not  be  improved; 
again,  a matter  of  conjecture.  Desensitization 
of  any  exposed  circumcised  glans  penis  may  or 
may  not  be  prophylaxis  against  premature 
ejaculation. 

7.  Possibly  an  uncircumcised  penis  is  more  li- 
able to  be  traumatized  by  being  caught  in  a 
fly  zipper. 

8.  Routine  circumcision  of  the  newborn  can- 
not be  excluded  from  being  in  the  financial 
interest  of  the  circumcisor.  Numerous  cir- 
cumcisions per  annum  would  constitute  a signi- 
ficant portion  of  such  a physician’s  income. 

The  first  of  these  indications  is  probably  the  most 
important  and  requires  some  discussion.  A paper 
appearing  in  the  Lancet  in  1936  entitled,  “The  Pre- 
vention of  Cancer7,”  may  have  initiated  the  modern 
misconception.  Handley  studied  the  incidence  of 
carcinoma  of  the  cervix  in  Fiji,  and  compared  the 
incidence  of  this  disease  in  70,000  Figian  women, 
whose  menfolk  are  all  routinely  circumcised,  with 
50,000  Hindu  women  in  the  islands,  whose  husbands 
were  thought  not  to  be  circumcised.  He  found  that 
carcinoma  of  the  cervix  was  more  than  ten  times  as 
common  in  the  Hindus  compared  to  the  native  Fiji 
Islanders. 

A more  recent  follow-up  study8  showed  the  orig- 
inal study  to  be  invalid  on  a number  of  grounds. 
Fiji  Islanders  have  a lower  incidence  of  cancer  in 
general.  Not  all  of  the  cases  of  cancer  of  the  cervix 
had  been  included.  Twenty-five  percent  of  Hindu 
males  are  circumcised.  The  relative  incidence  of 
carcinoma  of  the  cervix  was  two  to  one  in  favor  of 
the  Hindus,  but  to  compare  this  disease  in  these  two 
populations  on  purely  etiological  grounds  was  sta- 
tistically untenable;  similar  to  the  misconception 
generated  by  a well-known  study  comparing  the 
incidence  of  coronary  heart  disease  in  Korean  Monks 
and  Eskimos. 
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Further  studies  cast  doubt  upon  Handley’s  orig- 
inal work.  In  one,  a group  of  women  with  clinically 
proven  carcinoma  of  the  cervix  were  carefully  match- 
ed with  a control  group.  The  percentage  of  circum- 
cised husbands  was  found  to  be  similar  in  both 
groups9.  A second  study  carried  out  was  on  Cau- 
casian, non-Jewish  women,  compared  with  women 
whose  husbands  were  uncircumcised;  there  was  no 
difference  in  the  rate  of  carcinoma  of  the  cervix10. 

Studies  from  India,  where  the  incidence  of  car- 
cinoma of  the  cervix  in  Moslem  women  was  found 
to  be  higher  than  in  a comparable  group  of  Parsee 
women".  The  husbands  of  the  former  were  cir- 
cumcised, whereas  those  of  the  latter  were  not, 
however,  their  standards  of  personal  hygiene  were 
much  higher. 

With  regard  to  carcinoma  of  the  penis,  unques- 
tionably this  disease  is  virtually  nonexistent  in  the 
circumcised,  with  the  exception  of  the  Zulus.  How- 
ever, ninety  percent  of  males  developing  carcinoma 
of  the  penis  have  non-retractable  foreskins,  suggest- 
ing again  that  hygiene  is  a major  factor12.  The  Zulus 
are  an  exception.  Although  they  practice  routine 
circumcision,  they  have  a very  high  incidence  of 
carcinoma  of  the  penis.  Some  Zulu  males  wear  small 
baskets  over  the  glans  penis  whilst  in  public  to  pre- 
vent erections.  This  would  suggest  that  trauma  is  a 
major  etiological  factor  in  the  causation  of  carcinoma  i 
of  the  penis. 

In  Sweden  where  the  standards  of  personal  hy- 
giene are  high,  carcinoma  of  the  penis  is  virtually 
unknown13,  although  routine  circumcision  is  not 
practiced.  The  annual  death  rate  in  the  United  States 
from  cancer  of  the  penis  is  three  hundred  cases14. 
Another  way  of  looking  at  this  is  to  say  that  thirty 
males  with  retractable  foreskins  in  a population  i 
of  two  hundred  million  die  from  carcinoma  of  the 
penis  each  year.  One  wonders  how  much  soap  those 
thirty  use! 

All  studies  regarding  potential  carcinogenic  prop- 
erties of  smegma  have,  so  far,  proved  to  be  nega- 
tive8. Dr.  Victor  Marshall  points  out  that  one  surgeon 
would  have  to  devote  his  entire  life’s  work  to  per- 
forming routine  circumcisions  and  nothing  else  to 
prevent  one  case  of  carcinoma  of  the  penis15. 

With  regard  to  carcinoma  of  the  prostate,  if  any- 
thing the  incidence  is  higher  in  the  circumcised13,16. 

We  must,  therefore,  conclude  that  circumcision 
is  not  indicated  on  the  grounds  of  cancer  prevention. 
However,  circumcision  would  prevent  phimosis, 
paraphimosis,  and  balanities. 

Phimosis,  per  se,  in  childhood,  is  not  as  common 
as  many  would  believe.  Most  cases  of  supposed 
phimosis  are,  in  fact,  persistence  of  prepucial  ad- 
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hesions,  which  can  easily  be  separated  by  means  of 
a probe.  Gairdner,  in  a prospective  study  of  pre- 
pucial  separation,  concluded  that  the  prepuce  was 
still  adherent  in  ten  per  cent  of  normals  at  the  age 
of  three  years1. 

In  early  childhood,  phimosis  is  only  present  when 
the  prepucial  opening  is  so  narrow  as  to  obstruct 
the  flow  of  urine,  and  possibly  cause  ballooning  of 
the  prepuce.  Neonatal  phimosis  does  not  exist. 

Non-retraction  of  the  foreskin  is  only  an  indication 
for  medical  intervention  after  the  age  of  five  years, 
and  then  some  kind  of  “minor  medical  manipula- 
tion” will  be  all  that  is  required. 

Prophylaxis  would  be  reasonable  or  acceptable 
if  the  procedure  of  circumcision  was  itself  free  of 
complications.  This,  we  know,  is  not  the  case.  Meatal 
stenosis  is  one  of  the  most  common  conditions  con- 
fronting the  pediatric  urologist.  Evaluation  of  results 
of  one  hundred  neonatal  circumcisions  in  a Canadian 
study7  revealed  that  there  was  bleeding  in  thirty- 
five  cases,  although  only  one  required  suturing; 
meatal  ulceration  at  some  time  or  other  occurred  in 
thirty-one  cases;  meatal  stenosis,  defined  as  a meatal 
diameter  of  less  than  2 mm.,  developed  in  eight 
cases;  and  eight  of  the  one  hundred  became  infected. 
The  complications  in  this  series  appear  excessively 
high,  but  meatal  stenosis  probably  develops  in  three 
to  five  per  cent.  Meatal  stenosis  does  not  occur  in 
the  uncircumcised  because  the  foreskin  was  designed 
to  protect  the  glans  penis  from  the  effects  of  am- 
moniacal  urine. 

Another  fairly  common  complication,  not  often 
recognized,  is  “bridging”  of  tissue  between  the 
penile  shaft  skin  and  the  glans  penis.  This  deformity 
remains  for  life,  unless  corrected.  Erection  will  cause 
deviation  of  the  penis. 

Urethral  fistulae  in  the  region  of  the  corona  sulcus 
have  been  seen  by  many  urologists.  Neonatal  cir- 
cumcisions are  performed  without  anesthesia,  the 
infant  is  strapped  down,  and  the  procedure  is  car- 
ried out  with  the  baby  crying.  It  is  not  unknown  for 
a congenital  heart  lesion  to  present  at  this  time,  the 
baby  crying  so  much  that  a marginal  heart  decom- 
pensates and  failure  occurs. 

Other  complications,  although  very  rare,  have 
occurred,  such  as  retraction  and  disappearance  of 
the  penis;  amputation  of  the  penis;  cautery  burns; 
bivalving  the  glans  penis  and,  finally,  anesthetic 
complications  including  death  in  older  children. 

Routine  circumcision  is  now  becoming  more  and 
more  common  in  North  America,  the  most  recent 
figures  reported  the  incidence  to  be  “between  six- 
ty and  ninety-seven  per  cent  and  rising.”  In  con- 
trast, in  the  United  Kingdom,  since  the  advent  of 
socialized  medicine  in  1947,  and  all  specialties 


became  salaried,  the  number  of  routine  circum- 
cisions has  fallen. 

The  President  of  the  American  Academy  of  Pedi- 
atrics recently  requested  the  sections  of  Urology 
and  Pediatrics  to  formulate  a policy  for  the  Academy 
regarding  routine  neonatal  circumcisions18. 

The  following  recommendations  were  decided 
upon: 

1 . Neonatal  circumcision  should  not  be  considered 
a routine  procedure;  the  decision  whether  to 
circumcise  is  up  to  the  parents  with  the  advice 
of  their  physicians. 

2.  The  frequency  and  severity  of  prepucian  ir- 
ritation and  balanitis  in  the  south  and  south- 
east, presumably  due  to  climatic  factors,  makes 
circumcision  highly  desirable  in  those  areas  of 
the  United  States. 

3.  Circumcision,  if  performed,  is  best  undertaken 
during  the  neonatal  period,  for  reasons  of  ex- 
pense and  the  avoidance  of  anesthesia. 

4.  Circumcision  should  not  be  performed  during 
the  first  twenty-four  hours  of  life,  and  then  only 
after  evaluation  by  a pediatrician. 

5.  Circumcision  should  be  deferred  in  premature 
boys  until  they  achieve  a weight  of  two  and 
one-half  kgs.,  or  when  they  are  three  to  four 
months  of  age. 

6.  Circumcisions  performed  by  obstetricians  be- 
tween the  birth  of  the  child  and  delivery  of  the 
placenta  are  to  be  deplored. 

7.  Mothers  should  be  carefully  instructed  regard- 
ing the  after-care  of  a neonatal  circumcision, 
preferably  by  means  of  written  or  printed  in- 
structions. 

8.  The  operation  should  be  performed  by  a quali- 
fied circumcisor  and  not  by  the  lowest  intern 
on  the  pediatric  or  obstetrical  totem  pole. 

In  conclusion,  how  many  physicians  permit  cig- 
arette smoking,  with  the  associated  inhalation  of 
known  carcinogens?  How  many  surgeons  would  be 
prepared  to  perform  a prophylactic  bilateral  mas- 
tectomy for  the  prevention  of  the  commonest  car- 
cinoma in  women,  or  unilateral  mastectomy  to  halve 
the  rate  of  carcinoma  of  the  breast? 

Maybe  the  most  appropriate  comment  regarding 
circumcision  was  made  by  Rusty  Warren:  “I  think 
it’s  a shame  to  chop  the  end  off,  before  little  boys 
have  a chance  to  find  out  how  long  it  will  be  ...  ” 
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History  of  Circumcision 

Circumcision  is  an  ancient  surgical  procedure.  Sketches  from  ancient  Egypt  show  that  it  was  practiced  more  than  7,000 
years  ago.  The  oldest  preserved  mummies,  from  2,000  b.c.,  were  circumcised. 

Circumcision  can  have  many  complications,  and  should  therefore  only  be  carried  out  if  there  is  a substantial  reason  for  it. 
A distinction  is  generally  made  between  prophylactic  and  therapeutic  circumcision. 

For  people  living  in  tropical  and  sub-tropical  regions,  circumcision  today  is  probably  just  as  valid  as  it  was  2,000  years 
ago.  In  Scandinavia,  on  the  other  hand,  there  is  seldom  reason  to  recommend  circumcision. 

Our  current  knowledge  of  the  natural  development  of  the  foreskin  during  infancy  and  youth  calls  for  a certain  caution  in 
regard  to  other  surgical  incisions  in  the  foreskin.  Dan  Holmlund,  editorial.  (Lakardidningen  [/.  Swedish  M.A.\  69:32, 
August  2,  1972.) 
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A Special  Report  on  the  Accreditation  of 
Continuing  Medical  Education 
Programs  in  Connecticut 

Vincent  A.  DeLuca,  Jr.,  M.D. 


The  Greenwich  Hospital  of  Greenwich  and  the 
Manchester  Memorial  Hospital  of  Manchester  are 
the  first  in  Connecticut  to  have  their  programs  of 
continuing  medical  education  approved  under  the 
State  Society’s  accreditation  program  as  established 
with  the  AMA’s  Council  on  Medical  Education.  This 
stamp  of  approval  allows  the  courses  offered  at  these 
two  community  hospitals  to  carry  credit  toward  the 
AMA  Physician’s  Recognition  Award  under  Cate- 
gory 1:  CME  Activities  with  Accredited  Sponsorship. 

In  1972,  the  Society’s  Committee  on  CME,  then 
under  the  chairmanship  of  Martin  E.  Gordon,  M.D., 
New  Haven,  undertook  to  establish  the  mechanism 
by  which  the  Society  could  accredit  programs  within 
Connecticut.  This  was  formulated  by  adopting  a 
philosophy  toward  continuing  education  for  phy- 
sicians in  our  state  and  then  describing  the  survey 
process  to  be  followed.  These  preliminaries  had  to 
be  submitted  for  approval  to  the  AMA’s  Council  on 
Medical  Education. 

This  was  predated  by  action  taken  in  1971  when 
the  AMA,  through  its  Council  of  Medical  Education 
and  its  Advisory  Committee  on  Continuing  Medical 
Education,  encouraged  state  medical  societies  to 
consider  the  establishment  of  accreditation  pro- 
grams, with  particular  reference  to  local  hospitals 
that  have  continuing  medical  education  activities 
limited  to  hospital  staff  and  physicians  in  the  local 
community,  medical  organizations  that  do  not  have 
national  scope  (state  or  county  societies),  and  local 
units  of  voluntary  health  associations  not  under 
national  administration  for  their  continuing  medical 
education. 

The  benefits  of  state  society  accreditation  of  local 
programs  are  many.  One  of  the  most  important 
benefits  is  that  the  accreditation  procedures  can  be 
carried  out  at  a grass  roots  level,  with  a higher  degree 
of  local  expertise  than  by  any  national  body.  In 
addition,  the  state  society  programs  have  been  de- 
veloped with  inherent  qualities  equivalent  to  those 
expressed  by  the  AMA  and  in  some  ways  more 
pertinent  to  local  organizations. 


DR.  VINCENT  A.  DELUCA,  JR.,  Chairman  of  The  Society’s 
Committee  on  Continuing  Medical  Education;  Chief  of  Medi- 
cine and  Director  of  Medical  Education  at  the  Griffin  Hospital, 
Derby;  Associate  Clinical  Professor  of  Medicine  at  the  Yale 
University  School  of  Medicine. 


In  January  of  1973,  the  AMA’s  Council  approved 
the  CSMS  plan  and  “requested  that  a member  of  the 
staff  of  the  Department  of  Continuing  Medical  Edu- 
cation of  the  AMA  plus  either  a member  of  the  AMA 
Advisory  Committee  on  Continuing  Medical  Edu- 
cation or  an  experienced  surveyor  from  the  AMA, 
be  present  at  one  of  the  initial  site  surveys.” 

This  first  site  visit  took  place  at  the  Greenwich 
Hospital  on  May  3,  1973,  with  the  present  chairman 
of  the  CSMS  Committee  on  CME,  as  the  team  chair- 
man. He  was  assisted  by  Howard  Levine,  M.D.,  New 
Britain,  J.  Richard  Gaintner,  M.D.,  Farmington,  and 
Leonard  R.  Tomat  of  the  CSMS  staff.  Guidance  on 
this  initial  survey  was  rendered  by  AMA  repre- 
sentatives: George  Robertson,  M.D.,  Associate  Dean 
of  the  Tufts  Medical  School  and  Ralph  D.  DeForest, 
M.D.,  of  the  AMA’s  staff' in  Chicago. 

The  survey  team  then  reported  on  its  day  long 
visit  to  Greenwich  to  the  entire  CSMS  Committee  in 
New  Haven  on  the  evening  of  May  third.  The  Com- 
mittee approved  of  the  survey  team’s  recommenda- 
tion that  the  Greenwich  program  be  fully  accredited 
for  a three  year  period,  1973-76.  Along  with  this 
recommendation,  the  survey  team  offered  points 
of  commendation  and  constructive  criticism  to  be 
utilized  by  the  hospital’s  Committee  on  Medical 
Education.  It  is  anticipated  that  in  1976  when  the 
hospital  will  be  reviewed  again,  the  survey  team’s 
recommendations  will  be  evaluated. 

The  format  for  the  site  visit  used  at  the  Man- 
chester Memorial  Hospital  on  June  2,  1973,  was 
very  similar  to  that  used  at  Greenwich.  Howard 
Levine,  M.D.,  New  Britain,  acted  as  survey  chair- 
man, and  was  assisted  in  the  review  by  J.  Alfred 
Fabro,  M.D.,  Torrington,  Michael  S.  Sharon,  M.D., 
Rockville,  and  Leonard  R.  Tomat.  The  review  in- 
volved meetings  with  the  administrator,  the  Director 
of  Medical  Education  and  a number  of  the  physi- 
cians from  the  hospital,  who  are  involved  with  teach- 
ing and/or  planning  the  courses  offered  the  staff. 
A tour  of  the  hospital’s  library  and  educational 
facilities,  conference  rooms,  etc.,  was  included  as 
part  of  the  survey. 

The  visit  at  the  Greenwich  Hospital  was  co- 
ordinated by  John  G.  Murray,  M.D.,  Director  of 
Medical  Education,  and  Frederick  J.  Christie,  M.D., 
Director  of  Medical  Services.  Martin  Duke,  M.D., 
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Director  of  Medical  Education  at  Manchester  Me- 
morial Hospital  made  the  necessary  arrangements 
for  the  June  second  visit. 

Historically  speaking,  the  continuing  medical 
education  of  physicians  has  been  one  of  the  primary 
roles  of  the  Society.  Several  times  the  question  of  a 
minimum  number  of  required  hours  has  been  dis- 
cussed by  the  Society’s  Committee,  the  Council 
and  the  House  of  Delegates.  Never  has  the  need  for 
continuing  medical  education  been  questioned.  The 
debatable  issue  has  been  the  implementation  and 
the  logistics  of  recording  and  enforcing  the  pre- 
scribed hours. 

As  stated  in  the  report  to  the  AMA’s  Council  on 
Medical  Education,  “The  Connecticut  State  Medi- 
cal Society  endorses  the  belief  that  every  physician 
in  Connecticut  should  be  motivated  to  improve  his 
practice  of  medicine  by  committing  himself  to  the 
principle  of  life-long  continuing  medical  education.” 

With  this  principle  is  a guideline,  the  House  of 
Delegates  and  the  Council  in  the  spring  of  1972 
directed  the  Committee  on  Continuing  Medical  Edu- 
cation to  proceed  with  a plan  which  would  assist 
the  membership  in  attaining  this  goal.  From  this 
charge  came  the  accreditation  role  which  is  now 
underway. 

The  Committee  on  Continuing  Medical  Education 
recognizes  that  in  most  instances  the  effective  pro- 
grams of  continuing  medical  education  take  place 
at  the  local  hospital  where  a physician  retains  his 
staff  privileges.  So  that  the  staffs  of  these  institu- 
tions and  agencies  who  sponsor  such  educational 


activities  will  be  able  to  best  fulfill  the  needs  of  the 
individual  practicing  physician,  the  Committee  has 
recommended  the  acceptance  of  the  “Essentials  of 
Approved  Programs  in  Continuing  Medical  Edu- 
cation” as  prepared  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association  as  the 
basic  guidelines  for  CME  in  Connecticut. 

Although  these  essentials  are  actual  basic  funda- 
mentals to  a successful  program,  they  do  not  insure 
that  the  individual  physician  will  necessarily  im- 
prove his  practice  of  medicine.  This  ultimately 
requires  continuous  self  evaluation  and  involvement 
in  peer  review. 

The  “Essentials”  emphasize  the  eight  areas  which 
go  into  the  planning  of  a CME  program.  These  areas 
are  evaluated  by  the  survey  team  when  a hospital 
requests  to  be  accredited.  The  “Essentials”  are  Ad- 
ministration; Budget;  Teaching  Staff;  Curriculum; 
Facilities;  Educational  Methods;  Method  of  Evalua- 
tion; and  Physician’s  Reward. 

In  early  June  of  this  year,  a letter  was  sent  to  all 
hospitals  asking  the  chief  of  the  medical  staff  or  the 
director  of  medical  education  to  consider  having  its 
CME  program  accredited.  This  may  be  done  by  con- 
tacting the  Chairman  at  the  Griffin  Hospital  in  Derby 
or  by  calling  Leonard  R.  Tomat,  Assistant  Executive 
Director,  at  the  Society  headquarters.  Also,  mem- 
bers of  the  Committee  have  offered  to  assist  hospi- 
tals in  the  development  of  a program  in  continuing 
education.  The  Committee  includes  a number  of 
physicians  who  have  had  extensive  experience  in 
medical  education. 


Continuing  Medical  Education 


(Editor’s  Note:  This  was  a Report  of  The  Council  On  Medi- 
cal Education  of  The  A MA  to  House  of  Delegates  at  its  June, 
1970  Meeting). 

Introduction 

For  many  years  the  Council  on  Medical  Education, 
at  the  Direction  of  the  House  of  Delegates,  has  worked 
to  establish  standards  for  the  field  of  continuing 
medical  education,  comparable  to  those  established 
for  undergraduate  and  graduate  medical  education. 
Investigation  of  the  field  began  in  1937  and  the  list- 
ing of  short  courses  in  The  Journal  began  in  1940. 
In  1952,  the  Council  initiated  a study  of  postgraduate 
medical  education  which  led  to  the  report,  Post- 
graduate Medical  Education  in  the  United  States, 
by  Dr.  Douglas  Vollan  in  1955. 

In  1956  the  Council  appointed  an  ad  hoc  advisory 
committee  “to  examine  postgraduate  medical  edu- 
cation in  its  broadest  aspects  and  to  recommend  to 
the  Council  a course  of  Action  that  the  AMA  could 


take  that  would  be  of  assistance  in  increasing  the 
educational  stature  of  the  field.”  One  of  the  ad  hoc 
committee’s  first  activities  was  the  development  of 
a guide  for  the  assistance  of  institutions  interested 
in  the  development  of  programs  in  continuing  medi- 
cal education.  That  document  was  approved  by  the 
House  of  Delegates  in  June  1957,  under  the  title,  “A 
Guide  Regarding  Objectives  and  Basic  Principles  of 
Postgraduate  Medical  Education  Programs.” 

The  ad  hoc  advisory  committee  eventually  was 
replaced  by  the  Council’s  standing  Advisory  Com- 
mittee on  Continuing  Medical  Education.  Under  its 
direction,  the  “Guide”  was  revised  in  1960,  reprinted 
in  1964,  and  revised  again  in  1967  and  1969.  Over 
10,000  copies  have  been  distributed  since  its  initial 
publication. 

Meanwhile  the  Council  developed  a program  of 
survey  and  accreditation  for  institutions  offering 
courses  in  continuing  medical  education.  A pilot 
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study  was  carried  out  in  1962  and  1963,  and  the 
establishment  of  a formal  survey  and  accreditation 
program  was  approved  by  the  House  of  Delegates  in 
June  1964.  After  some  delay  due  to  staffing  prob- 
lems, formal  accreditation  began  in  1967,  and  72 
institutions  and/or  organizations  have  now  been 
accredited. 

The  “Guide”  has  served  as  the  basis  for  the  con- 
duct of  the  survey  and  accreditation  program  and  is 
generally  recognized  as  the  official  statement  of 
standards  for  the  field.  The  Council  on  Medical 
Education  believes  that  it  has  been  tried  and  tested 
thoroughly  and  is  now  ready  for  adoption  by  the 
House  of  Delegates  as  “Essentials  of  Approved  Pro- 
grams in  Continuing  Medical  Education.” 

Definition 

Continuing  medical  education  consists  of  those 
educational  activities  engaged  in  by  individuals  pos- 
sessing a degree  of  doctor  of  medicine  which  are 
primarily  designed  to  keep  them  abreast  of  their  own 
particular  field  in  medicine.  Such  activities  are  in- 
tended both  to  refresh  the  individual  in  various 
aspects  of  his  basic  medical  education  and  inform 
him  of  the  new  developments  within  his  field,  and 
do  not  lead  to  any  formal  advanced  standing  in  the 
profession.  Continuing  medical  education  programs 
may  be  on  a full — or  part-time  basis,  but  are  usually 
of  relatively  short  duration,  ie,  days  to  months.  The 
organization  of  these  programs  may  be  formal  or 
informal.  They  are  conducted  in  a great  variety  of 
forms  using  many  methods  and  techniques.  They 
are  sponsored  by  a diverse  group  of  institutions, 
schools  and  organizations.  Continuing  medical  edu- 
cation programs  may  also  include  special  training 
in  very  narrow  fields  of  medicine,  such  as  sub- 
specialties and  new  areas  of  study,  as  well  as  short 
basic  science  courses. 

Objectives 

The  ultimate  aim  of  continuing  medical  education 
is  improved  health  care  of  the  patient.  Continuing 
education  should  make  it  possible  for  each  physician 
to  use  in  his  practice  the  modern  medical  knowledge 
that  continuously  becomes  available.  Adequate  pro- 
fessional growth  ensues  through  the  participation 
of  each  physician  in  suitable  programs  of  continuing 
education  in  addition  to  his  own  experience  and 
reading. 

Continuing  education  programs  should  favorably 
augment  and  modify  an  adequate  initial  education. 
These  programs  should  make  possible  the  acquisi- 
tion of  such  new  skills  and  knowledge  as  the  physi- 
cian requires  to  maintain  competence  in  his  chosen 


field.  All  continuing  education  should  strengthen  the 
habits  of  critical  inquiry  and  balanced  judgment  that 
denote  the  truly  professional  and  scientific  man. 

The  effectiveness,  and  the  opportunity  to  measure 
that  effectiveness,  of  any  specific  educational  pro- 
gram is  enhanced  if  in  the  earliest  stages  of  its  plan- 
ning there  be  formulated  by  those  responsible  a 
statement  of  specific  objectives  which  the  overall 
program  or  the  individual  course  should  achieve 
with  its  students.  Such  objectives  should  include  the 
following  categories:  (1)  changes  in  the  attitude  and 
approach  of  the  learner  to  the  solution  of  medical 
problems;  (2)  correction  of  outdated  knowledge; 
(3)  the  explication  of  new  knowledge  in  specific 
areas;  (4)  the  introduction  to  and/or  mastery  of 
specific  skills  and  techniques;  and  (5)  alteration  in 
the  habits  of  the  learner. 

It  is  unlikely  that  the  objectives  of  a single  short 
course  or  brief  program  will  include  statements  in 
all  the  foregoing  categories.  Statements  of  objectives 
should  be  as  specific  as  possible  in  order  that  the 
full  resources  available  may  be  employed  best  for 
their  achievement. 

Without  such  specific  objectives  as  a primary 
guide  throughout  the  planning  and  execution  of 
each  continuing  education  program,  it  is  unlikely 
that  any  program  will  be  fully  effective  and  eco- 
nomical of  student  time. 

Principles 

1.  There  should  be  ADMINISTRATION  of  the 
continuing  education  program  by  a responsible 
person  having  the  respect  and  support  of  the  profes- 
sional staff  of  the  organization  or  institution,  an 
administration  having  as  its  goal  an  educational 
program  in  the  highest  interest  of  the  medical  pro- 
fession, as  epitomized  in  the  objectives  previously 
stated.  There  should  be  continuity  of  administration, 
evidence  of  careful  advance  planning  of  the  program, 
and  a suitable  voice  by  the  teaching  staff  in  the  con- 
tinuing education  program. 

The  majority  of  medical  schools  express  a sense 
of  responsibility  for  the  continuing  education  of  phy- 
sicians. To  implement  their  programs,  some  schools 
have  appointed  assistant  deans  for  postgraduate 
medical  education,  or  directors  of  departments,  sec- 
tions, or  committees  charged  with  overall  planning 
and  coordination  of  such  continuing  education. 

The  director  of  the  continuing  medical  education 
program  has  responsibility,  in  consultation  with  the 
dean  or  executive  committee  of  the  faculty,  or  both, 
for  a variety  of  activities,  including  the  following: 

(a)  determining  the  specific  needs  and  desires 
of  the  profession  in  the  region  for  the  subjects  of 
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courses  and  other  programs,  through  question- 
naires, precourse  testing,  etc, 

(b)  stimulating  the  faculty  to  plan  programs  well 
in  advance,  with  stated  specific  objectives  for  each 
program, 

(c)  making  certain  that  the  facilities  needed  will 
be  available  at  the  time  scheduled, 

(d)  supervising  adequate  enrollment  records  in 
courses, 

(e)  serving  as  liaison  with  local  and  national  med- 
ical societies,  and 

(f)  otherwise  coordinating  the  resources  of  the 
school  for  their  most  effective  use  in  the  continuing 
education  program  undertaken. 

Continuous  administrative  supervision  of  the  con- 
tinuing education  program  by  a responsible  person 
results  in  a higher  quality  educational  experience 
than  is  otherwise  possible. 

Hospitals  have  found  effective  the  designation  of 
a director  of  medical  education  to  be  concerned  with 
supervision  of  internship  and  residency  programs. 
Such  an  individual  should  become  the  executive 
officer  of  the  educational  program  of  the  hospital, 
not  only  as  it  applies  to  the  interns  and  residents, 
but  also  to  the  continuing  education  of  the  staff, 
serving  in  a similar  capacity  and  for  similar  purposes 
as  the  director  of  the  continuing  education  program 
in  a medical  school. 

Any  cooperative  educational  effort  between  a 
regional  hospital  and  a medical  school  should  have 
the  understanding  and  approval  of  the  medical  staff, 
administrator,  and  trustees  of  the  hospital,  as  well 
as  the  understanding  and  approbation  of  the  dean 
and  executive  committee  of  the  faculty  of  the  medical 
school. 

Where  a hospital  or  medical  school  is  nearby, 
medical  societies  and  other  organizations  concerned 
with  co-sponsorship  of  educational  programs  for 
physicians  may  find  it  best  to  work  cooperatively 
with  the  hospital  or  medical  school  at  the  actual  lo- 
cation of  the  program  because  of  the  personnel  and 
facilities  uniquely  available  there.  The  advantages 
of  administrative  continuity  of  such  relationships  by 
a medical  society  or  other  organization  are  at  least 
as  compelling  as  is  such  continuity  of  administration 
for  hospitals  and  medical  schools. 

2.  The  BUDGET  should  be  adequate  to  the  edu- 
cational program  undertaken  and  to  its  continuing 
improvement. 

Sole  dependence  upon  tuition  fees  tends  to  restrict 
unduly  the  quality  of  continuing  education  programs. 
In  general,  therefore,  support  for  such  activities 
should  not  be  confined  to  anticipated  income  from 
tuition,  and  other  financial  resources  should  be 
available. 


The  support  of  adequate  continuing  education 
courses  and  regional  cooperative  programs  neces- 
sitates the  furnishing  of  faculty  personnel,  certain 
special  teaching  facilities  for  physicians  attending 
courses,  transportation  factors  involved  in  regional 
and  circuit  programs,  honoraria,  and  administration, 
the  total  support  of  which  is  in  excess  of  tuition  in- 
come alone.  It  is  important  that  the  faculty  personnel 
be  sufficient  to  continue  to  provide  an  adequate  pro- 
gram of  undergraduate  medical  education  when  the 
postgraduate  program  is  in  effect. 

Hospitals  expend  funds  for  the  salaries  of  directors 
of  medical  education  when  they  are  full  time,  for 
travel  expenses  of  residents  and  interns  to  the  medi- 
cal school  when  that  is  a part  of  the  program,  for 
special  facilities  such  as  adequate  library,  conference 
rooms  and  audio-visual  equipment  needed  in  the 
various  programs,  and  for  assistants. 

3.  The  TEACHING  STAFF  should  consist  of 
physicians  and  their  associates  of  proven  ability, 
training,  and  experience  with  an  interest  in  and 
dedication  to  the  development  of  carefully  planned 
educational  programs  in  the  best  current  intellectual 
and  professional  interest  of  the  participating  phy- 
sicians. 

There  should  be  an  adequate  number  of  instructors 
for  each  program  to  permit  the  use  of  the  more  ef- 
fective participative  methods  of  education.  (See 
Principle  6.)  In  the  other  phases  of  medical  educa- 
tion and  in  other  fields  of  education,  the  number  of 
students  per  teacher  becomes  much  smaller  as  edu- 
cation becomes  more  advanced.  This  would  seem 
to  have  significant  implications  in  continuing  medi- 
cal education. 

Instructors  participating  in  any  course  or  other 
educational  program  should  be  capable  of  provid- 
ing explanation  of  the  basic  science  mechanisms  of 
health  and  disease  and  their  clinical  applications  in 
the  prevention,  diagnosis,  and  treatment  of  disease. 
The  essence  of  professional  knowledge,  as  com- 
pared to  purely  vocational,  is  understanding  of  the 
basic  sciences  to  provide  a “know-why”  as  well  as 
a “know-how”  of  the  practice  of  medicine. 

The  resident  staff  of  a hospital,  and  particularly  of 
a regional  hospital,  may  form  a valuable  part  of  the 
teaching  personnel  of  a continuing  education  pro- 
gram. It  is  generally  considered  that  the  attending 
staff  of  a hospital  in  its  contacts  with  interns  and 
residents  in  an  approved  program  stimulates  and 
educates  the  resident  staff.  It  is  also  true  that  the 
intern  and  resident  staff  coming  recently  from  the 
research  and  teaching  ferment  of  a medical  center 
can  stimulate  and  inform  the  attending  staff  of  a 
community  hospital.  Such  a two-way  exchange  oi 
ideas  and  mutual  ignition  of  curiosity  is  implicit  in 
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any  effective  graduate  educational  program.  It  is 
at  times  difficult  to  delineate  clearly  whether  the 
graduate  or  continuing  medical  education  implica- 
tions are  the  greater  in  various  features  of  some  of 
the  existing  and  experimental  ventures  between  re- 
gional hospitals  and  medical  schools.  The  benefit 
to  the  attending  staff  is  directly  related  to  its  whole- 
hearted participation  in  the  various  conferences, 
ward  rounds,  and  other  activities  of  the  program. 

In  the  hospital  that  has  no  interns  or  residents  it 
is  probably  even  more  important  that  the  hospital 
staff  be  organized  for  the  development  of  an  ap- 
propriate continuing  education  program  for  its  own 
staff  members.  As  one  component  of  such  a program, 
self  education  of  the  individual  physician  should  be 
emphasized. 

4.  The  CURRICULUM  of  any  continuing  medical 
education  program  should  be  designed  to  explore 
with  considerable  depth  one  subject  or  a closely  re- 
lated group  of  subjects.  The  educational  merit  of 
devoting  sufficient  consecutive  sessions  to  explore 
more  than  superficially  the  background  and  ad- 
vances in  one  subject  is  emphasized.  The  entire  pro- 
gram or  significant  segments  of  it  should  be  devoted 
to  integrally  related  subjects  rather  than  having  the 
various  hours  concerned  with  unrelated  material. 
The  curriculum  of  any  continuing  medical  education 
program  should  be  the  result  of  thoughtful  planning 
well  in  advance  of  the  date  scheduled  for  the  begin- 
ning of  the  program. 

In  the  case  of  courses,  this  advance  planning 
should  include  selection  of  the  general  subjects,  a 
statement  of  the  specific  objectives  sought,  the  hour- 
by-hour  schedule  of  topics  and  activities,  the  assign- 
ments of  these  to  specific  members  of  the  teaching 
staff,  and  the  selection  of  the  appropriate  methods 
of  education. 

The  value  of  a continuing  education  program  de- 
pends to  a considerable  extent  on  the  amount  of 
thoughtful  planning  that  occurred  months  in  advance 
of  its  beginning.  Even  continuous  cooperative  efforts 
between  hospitals  and  medical  schools  require  peri- 
odic self-appraisal  of  the  purposes,  the  methods  of 
education,  and  the  teaching  staff.  Advances  in  medi- 
cine are  occurring  so  rapidly  that  no  course  or  pro- 
gram should  be  repeated  annually  without  such 
restudy. 

Thoughtful  planning  also  means  that  the  content 
of  courses  and  programs  should  be  based  on  the 
demonstrated  needs  and  wishes  of  the  physicians  of 
the  region,  as  well  as  on  advances  in  medicine.  The 
means  of  ascertaining  the  needs  and  wishes  of  phy- 
sicians will  vary  but  are  essential.  Questionnaires, 
pre-course  tests  and  self-assessment  tests  are  useful 
methods.  Faculty  members  doing  consulting  work 


should  be  excellent  sources  for  information  on  what 
the  practitioners  most  commonly  lack.  Of  great 
assistance  is  a close  and  cordial  liaison  among  medi- 
cal societies,  medical  schools,  and  hospitals  of  the 
region. 

Attention  to  the  newer  knowledge  of  the  basic 
mechanisms  of  disease  and  of  treatment  should  be 
a part  of  continuing  education  programs  along  with 
the  more  immediately  applicable  information. 

It  is  desirable  that  more  institutions  and  organiza- 
tions responsible  for  courses  and  for  regional  hospi- 
tal programs  design  their  content  so  that  advances 
in  all  the  major  areas  of  medicine  can  be  covered 
every  four  or  five  years.  Cooperative  planning  in 
each  region  would  be  of  assistance  in  this  respect. 

Continuing  education  courses,  which  by  their  dura- 
tion and  nature  cannot  fully  prepare  any  physician 
for  entering  the  practice  of  a specialty,  should  be  so 
structured  in  all  subjects  and  especially  those  of  the 
surgical  specialties  that  the  physicians  participating 
will  fully  realize  the  dangers  of  using  limited  knowl- 
edge without  restriction  and  without  consultation. 
It  is  because  of  the  hazards  involved  that  postgradu- 
ate courses  on  surgical  techniques  often  are  limited 
to  enrollment  of  those  who  have  had  adequate  basic 
education  in  surgery.  The  longer  period  of  study 
needed  for  surgical  practice  is  best  spent  in  approved 
programs  of  graduate  medical  education  rather  than 
in  short,  continuing  education  courses.  There  is  much 
information  regarding  diagnosis,  the  indications 
and  contraindications  for  surgery,  the  basic  science 
involved  in  such  therapy,  and  the  expected  outcome 
of  various  surgical  procedures  that  should  be  made 
available  to  all  physicians. 

5.  There  should  be  available  FACILITIES  that 
encourage  participative  methods  of  education. 
Though  lectures  by  professionally  well-qualified 
speakers  are  a means  whereby  physicians  obtain 
information,  it  is  felt  that  such  a method  of  educa- 
tion cannot  alone  provide  an  adequate  continuing 
education  program  in  the  context  of  modern  educa- 
tion. The  facilities  mentioned  above  should  include 
the  availability,  when  appropriate  to  the  content  of 
the  program,  of  patients  and  their  case  records  and 
other  necessary  records  such  as  roentgenograms, 
electrocardiograms,  surgical  pathology  tissues  or 
reports,  or  both;  laboratories;  library;  conference 
rooms;  classrooms;  and  audiovisual  aids;  all  ade- 
quate for  and  suitable  to  the  specific  program. 

The  facilities  stipulated  are  those  found  in  hospi- 
tals and  medical  schools.  Short  courses  sponsored 
or  cosponsored  by  other  organizations  could  well 
cooperate  with  nearby  hospitals  or  medical  schools 
or  both  in  order  to  utilize  their  facilities. 

6.  The  EDUCATIONAL  METHODS  should  in- 
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elude  more  than  a series  of  lectures  or  panel  discus- 
sions in  which  the  physicians  are  primarily  passive 
recipients.  Methods  requiring  active  participation 
include  live  clinics  and  bedside  rounds,  seminars, 
open  question  periods,  laboratory  work,  and  study 
of  patients  under  supervision.  Emphasis  upon  prob- 
lem solving  is  likely  to  increase  student  involvement. 

There  is  ample  evidence  in  the  undergraduate  and 
graduate  phases  of  medical  education  that  over- 
emphasis on  purely  didactic  methods  provides  an 
educational  program  that  is  inferior  to  one  requiring 
active  participation. 

It  should  be  noted  that  any  potentially  active 
method  of  education,  such  as  ward  rounds,  can  be- 
come a purely  passive  exercise  if  a group  is  too  large; 
eg,  bedside  groups  of  six  to  eight  physicians  would 
be  likely  to  encourage  participation  of  each,  while 
bedside  groups  of  more  than  ten  might  easily  consist 
of  “standing  lectures.” 

Strictly  as  aids  to  education  rather  than  as  the 
sole  method,  the  use  of  colored  slides,  motion  pic- 
tures, and  color  television  is  encouraged.  In  the  case 
of  home-study  courses,  the  use  of  audiovisual  kits 
may  be  of  value.  Such  tools  as  television,  videotape 
and  single  topic  8 mm  film  cartridges  have  valuable 
and  even  unique  potentialities  when  their  usefulness 
as  means  rather  than  as  ends  is  appreciated. 

One  of  the  major  problems  in  continuing  medical 
education  is  lack  of  concern  for  the  methods  of  edu- 
cation used.  This  is  particularly  true  of  courses,  ac- 
cording to  the  1955-1956  study  made  by  the  Council 
on  Medical  Education  and  Hospitals.  In  the  Annual 
Report  on  Medical  Education  in  the  United  States 
and  Canada,  the  section  on  postgraduate  courses 
summarized  these  data  as  follows:  “The  more  active 
participative  methods  of  instruction  . . . were  used  in 
84.7%  of  the  postgraduate  courses  offered  by  hospi- 
tals, 59%  of  the  courses  offered  by  medical  schools, 
and  in  only  22%  of  the  courses  offered  by  medical 
societies.” 

When  lectures  are  utilized,  it  is  valuable  also  to 
conduct  group  discussions  and  question-and-answer 
sessions  as  follow-through  techniques.  Similarly, 
though  appropriate  audiovisual  aids  are  of  assist- 
ance, they  should  be  simply  a part  of  and  integrated 
into  a planned  educational  program.  Catalogues 
containing  lists  of  suitable  motion  pictures  and  their 
sources  are  available  from  the  Director,  Radio,  Tele- 
vision and  Motion  Picture  Department,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago 
60610. 

Surgical  galleries  and  demonstration  of  surgical 
techniques  to  large  groups  of  passive  spectators 
leave  much  to  be  desired  and  also  fall  short  of  ful- 
filling educational  needs.  It  is  conjectural  whether 


even  skilled  surgeons  can  add  techniques  to  their 
armamentaria  simply  by  watching  other  surgeons 
at  a distance.  It  would  seem  that  some  modification 
of  the  medical  traineeship  or  residency  applicable 
for  the  postgraduate  student  could  be  developed. 
Thus,  surgeons  desiring  to  learn  a new  procedure 
might  have  opportunities  to  perform  it  repeatedly 
under  the  supervision  of  its  originator  or  his  protege, 
in  a manner  providing  a significant  educational 
experience.  Single  topic  8 mm  films  could  be  a very 
useful  method  in  developing  more  specific  material 
for  individual  study,  not  only  in  surgery  but  in  medi- 
cine as  well. 

The  patients  of  physicians  on  the  attending  staff 
of  community  hospitals  can  be  utilized  in  a program 
of  continuing  education  if  the  other  facilities  and  a 
teaching  staff  are  provided,  perhaps  in  part  by  co- 
operative arrangements  between  the  regional  hospi- 
tals and  medical  schools.  Such  education,  if  carefully 
planned  and  enthusiastically  put  into  effect  by  the 
attending  staff  of  the  regional  hospital,  would  be 
more  truly  continuous  education  and  thus  more 
valuable  than  is  likely  to  be  the  effect  of  sporadic 
study  in  formal  courses.  However,  both  kinds  of 
programs  formal  courses  and  regional  hospital- 
medical  school  cooperative  efforts  are  necessary  to 
meet  the  overall  needs  of  the  profession. 

7.  METHODS  OF  EVALUATION  of  the  ef- 
fectiveness of  continuing  medical  education  pro- 
grams should  be  developed  and  used  as  part  of  each 
program. 

Without  an  initial  statement  of  specific  objectives 
for  each  program,  it  is  difficult,  if  not  impossible,  to 
ascertain  in  any  meaningful  way  that  such  objectives 
have  been  fulfilled  in  fact.  Such  objectives  include 
the  following  categories: 

a.  changes  in  the  attitude  and  approach  of  the 
learner  to  the  solution  of  medical  problems. 

b.  correction  of  outdated  knowledge  in  specific 
areas, 

c.  the  introduction  to  and/or  mastery  of  specific 
skills  and  techniques,  and 

d.  improvement  of  the  habits  of  the  learner. 

Among  the  steps  taken  in  evaluation,  there  must 

be  concern  for  determination  of  the  health  care  needs 
of  the  community  and  for  determination  of  the  edu- 
cational needs  of  the  physicians.  Study  of  each  pro- 
gram and  its  student  achievements,  both  immediate 
and  long-range,  by  the  program  sponsor  on  a con- 
tinuing basis,  is  essential  for  increasing  the  effective- 
ness of  education  in  future  programs. 

Experiments  directed  toward  better  ways  of 
accomplishing  such  evaluation  are  encouraged.  It 
is  hoped  that  sponsors  as  well  as  physicians  engaged 
in  such  programs  will  become  ever  more  interested 
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and  permissive  regarding  such  evaluation  efforts 
as  pre-  and  post-program  tests,  perhaps  on  an  anony- 
mous basis.  Self-assessment  programs  indicate  that 
any  tests  must  be  given  in  such  a way  that  the  result 
of  any  individual’s  performance  is  known  only  to 
himself.  Group  scores  should  suffice  to  indicate  the 
effectiveness  of  the  educational  effort.  There  are  also 
possibilities,  for  example,  through  use  of  medical 
audits  in  hospitals,  to  evaluate  results  of  courses  and 
other  educational  programs  in  terms  of  better  patient 
care.  Formal  tests  taken  anonymously  and  hospital 
audits  may  have  useful  educational  implications. 

It  is  hoped  and  expected  that  sponsoring  insti- 
tutions and  organizations  as  well  as  physician- 
learners  will  give  cooperatively  ever  more  attention 
to  evaluation  of  their  educational  programs  in  more 
meaningful  terms  than  the  “popularity  polls”  which 
have  been  used  so  extensively  in  the  past. 

8.  Each  PHYSICIAN’S  REWARD  for  participa- 
tion in  continuing  medical  education  always  should 
be  his  improved  ability  to  care  for  his  patients  and 
the  stimulation  of  his  own  spirit  of  intellectual  ad- 
venture. 

Any  certificate  granted  at  the  completion  of  a 
continuing  education  program  or  series  of  programs 
should  not  be,  nor  resemble,  a diploma  attesting  to 
special  skill,  nor  be  reasonably  susceptible  of  such 
interpretation.  Continuing  medical  education  is  not 
intended  to  provide  an  educational  experience  ade- 
quate for  beginning  the  practice  of  a specialty  or 
sub-specialty.  That  is  the  concern  of  graduate  medi- 
cal education,  ie,  residency  and  fellowship  training. 
Therefore,  it  would  be  inappropriate  for  any  docu- 
ment attesting  to  continuing  education  study  to  be 
subject  to  misinterpretation.  This  does  not  preclude 
giving  recognition  to  the  participant  in  the  form  of 
meeting  a requirement  for  continued  membership 
in  medical  societies  or  maintaining  staff  privileges 
in  a hospital. 

Summary 

The  basic  principles  of  continuing  medical  educa- 
tion are  the  same  as  are  those  of  undergraduate  and 
graduate  medical  education.  An  effective  program 
requires  leadership,  careful  planning,  suitable  facili- 
ties, and  competent  teachers  who  use  dynamic 
methods  of  education  that  enlist  the  participation  of 
the  student.  Appropriate  means  of  evaluation  should 
be  devised  to  permit  some  measure  of  the  program’s 
effectiveness. 


SPECIAL  NOTICES 


Hospital  CME  Programs 
September  1973- May,  1974 

Greenwich  Hospital,  Greenwich,  Conn. 

September  through  May 

Friday  with  the  Professor  — Weekly  11:30-  12:30 
Management  of  Malignant  Disease  — Alternate 
Wednesdays  12:00  - 1:30 

Medical/ Surgical  Conference  — Alternate  Wednes- 
days 12:00  - 1:30 
January  through  March 

Review  Course  in  Internal  Medicine  - Tuesday 
Evenings  6:00  - 7:30  p.m. 

Contact:  John  G.  Murray,  M.D.,  Director  of  Medi- 
cal Education 


Annual  Pediatric  Symposium  November  7,  1973 

1 he  annual  pediatric  symposium  sponsored  by  the  Department 
ot  Pediatrics,  Saint  Francis  Hospital,  Hartford,  Connecticut, 
will  be  held  on  November  7,  1973.  The  theme  of  the  symposium 
will  be  Adolescent  Medicine  and  the  symposium  will  be  under 
the  direction  of  Michael  Cohen,  M.D.,  Director  of  the  Division 
of  Adolescent  Medicine,  Montefiore  Hospital  and  Associate 
Professor  of  Pediatrics,  Albert  Einstein  College  of  Medicine. 

The  following  topics  will  be  covered,  all  relating  to  the  ado- 
lescent: gynecology,  chronic  inflammatory  bowel  disease,  neo- 
plasia, hypertension,  venereal  disease  and  drug  abuse.  Further 
information  may  be  obtained  by  writing  William  E.  Hart,  M.D., 
Director  of  Pediatrics,  Saint  Francis  Hospital,  114  Woodland 
Street,  Hartford,  Connecticut  06105. 


C urrent  Concepts  in  Cancer  Management 
November  8,  9,  10,  1973 

Vale  University  School  of  Medicine,  Medical  Oncology  Sec- 
tion, will  present  a two  and  a half  day  postgraduate  symposium 
on  “Current  Concepts  in  Cancer  Management”  on  November 
8,  9 and  10,  1973. 

It  is  an  accredited  course  and  the  fee  for  the  2'/2  days  will  be 
$150. 

Inquiries  regarding  enrollment  should  be  sent  to:  Office  of 
Regional  Activities  and  Continuing  Education,  Yale  University 
School  of  Medicine,  333  Cedar  Street,  New  Haven,  Connec- 
ticut 06510. 
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The  President’s  Page 


As  a profession,  we  are  drawing  criticism  for  an  alleged 
failure  to  practice  preventive  medicine  on  an  adequate 
scale.  The  physician’s  objective,  says  the  public,  should 
be  to  keep  his  patients  well  rather  than  to  treat  them 
after  illness  has  set  in.  If  we  changed  our  present  system, 
it  is  claimed  by  some,  merely  by  the  performance  of  more 
Papanicolaou  stains,  more  routine  chest  X-rays,  more 
annual  physical  examinations,  etc.,  most  serious  diseases 
could  be  practically  eliminated  through  prevention.  A 
recent  event  served  to  point  out  to  me  that  there  may  be 
a tendency  on  the  part  of  the  public  to  look  upon  early  diagnosis  and  preventive 
medicine  as  being  synonymous  — which  they  really  are  not. 

Last  month,  returning  home  late  at  night,  I was  driving  past  the  University  of 
Connecticut  Law  School  which  is  located  near  a city  park  in  an  area  with  but  a mod- 
erate number  of  residences  and,  at  that  hour,  few  pedestrians.  As  I stopped  at  the 
traffic  light,  I caught  sight  of  a young  girl,  alone,  standing  in  the  roadway  thumbing 
a ride  in  the  direction  opposite  to  mine.  She  was  dressed  in  the  uniform  character- 
istic of  her  age  — tight  bodyshirt,  snug  levis,  clogs  and  a heavy  shoulder  bag.  As  I 
watched,  a car  stopped,  in  she  hopped  and  away  they  went. 

It  occurred  to  me  how  dangerous  it  was  for  that  girl,  at  that  hour,  in  that  area,  to 
accept  a ride  from  a stranger.  I described  the  incident  to  my  family  when  I arrived 
home  with  the  comment  that  when  she  stuck  her  thumb  out,  she  was  asking  to  be 
taken  for  a “ride.”  For  her  sake,  I hoped  her  ride  ended  safely. 

But  she  might  well  have  ended  up  as  a medical  problem  with  a smashed  skull, 
and  a 36  inch  stake  driven  through  her  chest!  This  gruesome  story  about  a girl 
hitchhiker  was  reported  in  an  article  appearing  in  the  July  issue  of  Reader’s  Digest 
entitled,  “Hitchhiking  — Too  Often  the  Last  Ride.” 

In  statistics  gathered  from  Boston  to  San  Francisco,  one  of  every  six  such  girl 
hitchhikers  will  suffer  from  some  form  of  sexual  assault.  It  would  be  repetitious  to 
recount  in  detail  the  other  chilling  and  sad  stories,  but  the  article  serves  to  identify 
sharply  the  frustrations  of  trying  to  practice  preventive  care  in  any  area  of  con- 
temporary living.  The  dangers  of  hitchhiking  have  received  wide  publicity,  never- 
theless they  continue  to  plague  police,  parents  and  emergency  rooms.  The  problem 
is  difficult  to  control  because  youth,  in  its  naivete  and  confidence  that  it  “can’t 
happen  to  me,”  resist  anti-hitchhiking  laws  and  cautioning  by  their  elders. 

The  hazards  of  hitchhiking  have  been  widely  publicized,  both  for  the  motorist 
and  the  hiker,  and  yet  the  practice  continues  and  the  tragedies  mount  in  numbers. 
In  other  words,  the  simple  means  of  prevention  are  well  known  but  are  being  dis- 
regarded to  the  detriment  of  all  concerned. 

The  point  I am  making  is  that,  in  medicine,  early  diagnosis  and  preventive  care 
are  not  one  and  the  same  thing.  The  yearly  chest  X-ray  is  of  proven  value  in  the 
early  detection  of  pulmonary  diseases  but  it  does  not  prevent  them.  Giving  heed 
to  the  dangers  of  smoking  might.  Regular  physical  examinations  help  to  pick  up 
early  signs  of  hypertension  but  they  do  not  prevent  the  condition.  A regime  of 
sensible  diet  and  exercise  might.  Liver  function  tests  may  indicate  cirrhotic  changes 
long  before  symptoms  appear  but  they  do  not  prevent  those  changes.  The  prudent 
use  of  alcoholic  beverages  might. 

Maximum  success  in  disease  prevention  will  not  be  achieved  until  the  public 
begins  to  practice  preventive  medicine  for  itself  and  heeds  the  warnings  against 
excesses  and  unnecessary  risks  to  one’s  health  which  are  being  sounded  constantly 
in  doctors’  offices,  in  the  press  and  over  the  airwaves. 

Sidney  L.  Cramer,  M.D., 
President 
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Connecticut  Medicine 

Editorial 


Certificate  of  Need  — Connecticut 

The  web  of  government  is  drawing  more  tightly 
and  surely  around  those  of  us  concerned  with  the 
delivery  of  health  care.  This  year  our  Connecticut 
Legislature  passed  a Certificate  of  Need  bill,  signed 
into  law  by  Governor  Meskill.  1 could,  as  Editor, 
choose  to  summarize  the  law,  give  a bit  of  the  history 
of  the  concept  of  such  laws,  and  suggest  its  future 
impact  on  physicians.  But  1 think  that  the  significance 
and  importance  of  this  law  require  more.  So  1 in- 
clude not  only  a history  of  the  generic  concept  of 
Certificate  of  Need  as  researched  by  the  AMA,  but 
publish  the  law  itself  as  nearly  verbatim  as  practical, 
and  include  the  only  state  court  decision  dealing  with 
the  constitutionality  of  such  a law.  I suggest  that 
those  who  may  throw  away  their  Journal  tear  out 
these  articles  for  reference. 

Certificate  of  Need  is  a term  being  used  more  all 
the  time.  Over  20  states  have  adopted  such  legisla- 
tion, of  different  degrees  of  control  and  supervision 
of  hospitals  and  the  delivery  of  health  care  by  the 
individual  states  or  some  appropriate  agency  of  the 
state.  They  are  a response  by  state  legislatures  to 
public  concern  about  rising  hospital  costs.  They  imply 
that  even  private  voluntary  hospitals  are  not  con- 
trolling rising  costs  as  well  as  legislators  think  they 
should,  and  also  that  such  costs  can  better  be  con- 
trolled by  a public  agency  of  the  state.  It  is  one  more 
bit  of  evidence  for  the  concept  that  though  voluntary 
hospitals  may  be  private  in  some  respects,  they  are 
becoming  “quasi-public”  in  others,  subject  to  public 
scrutiny. 

Connecticut’s  law  is  considered  one  of  the  most 
broadly  expressed  and  controlling.  As  stated  in 
Section  2 of  the  law,  it  controls  “any  facility  or 
institution  engaged  primarily  in  providing  services 
for  the  prevention,  diagnosis  and  treatment  of  human 
health  conditions,  including,  but  not  limited  to,  home 
health  agencies  and  clinical  laboratory  or  central 
jservice  facilities  serving  one  or  more  health  care 
facilities,  PRACTITIONERS  or  institutions;  hospi- 
tals . . . diagnostic  and  treatment  facilities 
Its  15  person  Commission  includes  but  one  practicing 
physician,  appointed  by  the  Governor  from  one  of 
three  nominated  by  CSMS:  one  from  the  Hospital 
Association,  and  one  from  the  Nursing  Home  in- 
dustry; two  commissioners.  Most  are  public  members 
not  associated  even  indirectly  with  health.  The 
chairman  and  vice-chairman  who  must  be  public 


members  are  appointed  by  the  Governor.  The  Execu- 
tive Director,  appointed  by  the  Commission,  “shall 
be  experienced  in  hospital  administration.” 

The  Commission  has  the  power  to  subpoena  per- 
sons and  documents  to  fulfill  its  purposes  with  the 
power  of  the  courts  behind  it  for  anyone  who  refuses 
to  cooperate.  Its  duties  are  spelled  out  in  Section  8: 
“It  shall  carry  out  a continuing  state-wide  health 
care  facility  utilization  review,  including  a study  of 
existing  health  care  delivery  systems  . . . formulate 
a state-wide  health  care  program  for  improving  the 
delivery  of  services,  INCLUDING  SERVICES 
BY  INDIVIDUALS  THROUGH  AN  AGREE- 
MENT WITH  A HEALTH  CARE  INSTITU- 
TION (emphasis  added).  It  shall  report  annually 
to  the  Governor  and  the  General  Assembly  its 
findings,  recommendations,  and  proposals  for  im- 
proving efficiency,  lowering  health  care  costs,  co- 
ordinating use  of  facilities  and  services  and  expand- 
ing the  availability  of  health  care  through  the  state.” 
In  effect  it  has  the  power  to  supervise  and  regulate 
rate  schedules,  room  charges,  and  review,  with  the 
power  to  veto,  capital  expenditures  in  one  case  over 
$100,000,  and  in  another,  over  $25,000.  All  hospitals 
must  submit  their  annual  budgets  to  the  Commission 
for  study.  Any  aggrieved  party  may  appeal  to  the 
Court  of  Common  Pleas. 

Legislation  arises  from  a felt  need,  usually  from 
the  public.  Is  this  true  in  this  case?  Is  there  a need? 
If  there  is,  is  this  law  with  its  provisions  the  best 
remedy?  Have  we,  the  health  “providers,”  failed  to 
do  the  job  that  the  public  expects  of  us?  Obviously 
not,  or  such  a law  would  not  have  been  passed.  Few 
are  the  persons  who  like  laws  or  regulations  that 
restrict  their  freedom  of  action.  This  is  especially 
true  of  experts  or  professionals  whose  field  of  en- 
deavor is  controlled  by  lay  people  no  matter  how 
well  intentioned  they  may  be.  Anyone  even  indi- 
rectly concerned  with  the  delivery  of  health  care  will 
be  affected  - hospitals,  the  health  professions,  third 
party  payers  and  insurers,  physicians  certainly.  The 
delivery  of  health  care  has  become  so  large  and  broad 
a business  that  it  includes  almost  all  facets  of  society. 
This  very  diversity  results  in  one  of  its  greatest 
weaknesses  — the  inability  to  work  together,  what- 
ever may  be  the  reasons.  And  it  is  this  weakness 
that  government  exploits.  I saw  it  in  CRMP,  which 
heid  itself  out  to  be  a “catalyst  and  convenor”  for 
health  care  providers  — and  it  did.  Providers  who 
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would  never  initiate  or  participate  in  meetings  and 
discussion  among  ourselves  did  so  at  the  invitation 
and  stimulation  of  CRMP,  helped,  of  course,  by 
federal  monies.  There  may  still  be  time,  however, 
for  these  disparate  elements  to  gather  together  and 
discuss  methods  and  means  of  working  toward  the 
common  goals  of  optimizing  the  quality  and  delivery 
of  health  care  at  minimum  costs  — in  the  voluntary 
and  private  way,  not  imposed  or  required  by  govern- 
ment. But  who  will  initiate,  who  will  be  the  con- 
venor and  catalyst?  CRMP  still  has  hopes  to  be  it. 
As  for  the  medical  profession,  though  it  may  be  one 
of  the  most  important  and  competent  elements  in 
the  delivery  of  health  care,  it  seems  unlikely  that  it 
will  be  the  agent  that  initiates,  that  leads,  that  is  the 
so-called  catalyst  and  convenor.  This  does  not  imply 
that  it  does  not  have  potential  leaders;  the  profession 
has  more  than  its 'share,  but  too  many  members  are 
too  busy,  or  have  other  more  important  personal 
problems  than  to  embrace  the  broadly  based  ele- 
ments in  the  delivery  of  health  care.  It  behooves  all 
of  us,  however,  to  read  the  three  articles  published 
in  this  issue  on  “Certificate  of  Need,”  which  brings 
me  to  the  decision  of  the  North  Carolina  Supreme 
Court. 

The  legal  conclusion  of  this  highest  court  of  the 
state  of  North  Carolina  is  summarized  in  its  opinion 
in  the  second  paragraph,  “Constitutional  law.”  This 
states  that  the  North  Carolina  “statute  authorizing 
a medical  care  commission  to  refuse  to  permit  a 
corporation  to  build  with  private  funds  and  suitable 
materials  on  private  property,  suitably  located,  a 
well  planned  hospital  which  was  to  be  adequately 
equipped  and  staffed,  on  the  ground  that  in  the  opin- 
ion of  the  commission  there  were  in  the  area  hospitals 
with  bed  capacity  sufficient  to  meet  the  needs  of  the 
population,  is  in  excess  of  constitutional  power  of 
legislature,  as  the  statute  constitutes  a deprivation 
of  liberty  without  due  process  and  establishes  a 
monopoly  in  existing  hospitals  contrary  to  the  Cc 
stitution  of  the  state.”  What  is  the  significance  of 
this  decision?  For  North  Carolina  only  it  is  the  law. 
What  influence  does  this  decision  have  on  other 
states?  It  is  too  soon  to  say,  but  it  at  least  signifies 
that  at  least  one  court  still  protects  the  concept  of 
private  property  and  an  institution.  Among  state 
supreme  courts.  North  Carolina  is  not  considered 
one  of  the  most  esteemed  or  one  of  the  trail  blazers 
in  the  field  of  law.  Such  a decision,  however,  at 
least  says  that  the  growing  tendency  for  Certificate 
of  Need  laws  is  not  unanimous,  and  that  serious 
consideration  can  be  made  in  other  states  which  may 
wish  to  test  the  constitutionality  of  such  a law. 

The  message  of  these  three  different  articles  should 


be  clear  even  to  the  most  naive  and  nonpolitically 
minded  physician. 

Fred  Fabro,  M.D. 

Sickle  Cell  Survey 

In  this  issue  of  the  Connecticut  Medicine,  Zelson, 
O’Brien  and  Pearson  have  described  a simple,  effi- 
cient and  inexpensive  population  screening  mechan- 
ism for  the  detection  of  sickle  cell  trait  and  certain 
genetic  hemoglobin  disorders.  The  techniques  they 
described  clearly  demonstrate  the  feasibility  of  such 
a screening  program  on  a mass  basis  providing  there 
is  proper  population  education  and  advertising,  and 
the  enthusiastic  cooperation  of  appropriate  lay  volun- 
teers. This  program  also  describes  a procedure  for 
genetic  counseling  on  an  individual  and  community 
wide  basis.  There  is  no  doubt  but  that  the  procedures 
which  they  described  have  the  potential  for  the  vir- 
tual elimination  of  sickle  cell  disease  and  many  simi- 
lar genetic  disorders  in  this  country. 

One  is  impressed  by  the  apparent  smoothness 
and  efficiency  of  their  study  program.  Their  detec- 
tion of  51  hemoglobinopathies  in  a high  risk  popu- 
lation of  515  subjects  tested  out  of  a population  of 
908  eligible  subjects  is  of  major  potential  impor- 
tance to  those  so  identified.  The  12  students  who 
eventually  attended  the  genetic  counseling  meetings 
should  derive  even  more  benefit.  Despite  these  suc- 
cesses, the  failures,  uncertainties  and  problems 
associated  with  programs  of  this  type  are  immense. 
Zelson  and  his  associates  are  well  aware  of  these 
and  allude  to  some  of  them  in  this  paper.  First,  it 
must  be  emphasized  that  this  excellent  program  de- 
tected only  about  50%  of  those  with  these  types 
of  genetic  disorders.  This  is  not  due  to  technical 
problems,  but  to  lack  of  participation  of  the  popula- 
tion at  risk.  This  should  not  be  a deterrent  to  future 
efforts,  however,  since  these  results  are  better  than 
no  results  and  there  is  evidence  that  participation 
rates  in  the  future  may  be  considerably  improved 
through  gradual  population  education  and  the  dis- 
pellment  of  fears.  Secondly,  the  identification  of 
genetic  disorders  is  of  little  value  unless  those  so 
affected  completely  understand  the  genetic  conse- 
quences of  the  abnormality.  The  fact  that  only  about 
25%  of  those  identified  in  Zelson’s  study  attended 
the  counseling  meetings  points  to  this  problem.  Out 
of  the  total  population  of  about  900  at  risk  only 
about  15%  of  those  with  hemoglobinopathies  re- 
ceived what  could  be  considered  minimum  genetic 
instruction.  Perhaps  the  situation  is  not  as  bad  as 
these  figures  look,  but  again  it  must  be  emphasized 
that  the  mere  identification  of  abnormal  genetic 
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traits  is  of  little  value  unless  genetic  counseling  is 
effective.  Finally,  the  political  and  financial  prob- 
lems of  disease  oriented  research  affecting  certain 
ethnic  groups  may  eventually  be  of  considerable 
magnitude.  Politicians  of  certain  ethnic  groups  rec- 
ognize the  political  value  of  fostering  the  support  of 
research  which  may  involve  a majority  of  their  con- 
stituents, and  those  with  greatest  political  influence 
may  develop  strong  support  for  relatively  rare  dis- 
orders which  is  way  out  of  proportion  to  the  magni- 
tude of  the  problem.  It  has  not  helped  to  call  sickle 
cell  anemia  the  “black  mans’  disease,”  or  Tay-Sachs 
disease  the  “Jewish  disease.”  None  of  these  dis- 
orders is  exclusively  ethnic  in  its  distribution,  and 
they  must  be  considered  problems  that  we  all  have 
inherited  in  a country  of  extreme  ethnic  heterogene- 
ity. Disease  oriented  research  must  continue,  but 
support  for  these  programs  when  research  funds  are 
not  unlimited  should  be  kept  in  perspective  and  out 
of  the  hands  of  the  politicians. 

Stuart  C.  Finch,  M.D. 


MEETINGS 

CLINICAL  SESSION  OF  THE  CSMS 
SECTION  ON  OPHTHALMOLOGY  AND  THE 
DEPARTMENT  OF  OPHTHALMOLOGY  OF 
YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 
Friday,  October  26,  1973  ALL  DAY 
8:30  a.m.  — Fitkin  Amphitheatre,  Yale 
Medical  Center 

Theme:  Pediatric  Ophthalmology 

Visiting  Lecturers:  Samuel  J.  Kimura,  M.D., 

Univ.  of  California 
Edward  Cotlier,  M.D., 

Univ.  of  Illinois 

Robert  D.  Reinecke,  M.D., 

Univ.  of  Albany 
William  S.  Tasman,  M.D., 

Univ.  of  Pennsylvania 


SAVE  THE  DATE 
CSMS  House  of  Delegates 
Semi-Annual  Meeting 
Thursday,  December  13,  1973 
Sheraton  Park  Plaza,  New  Haven 
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Bed  Rest  and  Myocardial  Infarction 
Martin  Duke,  M.D. 

It  has  been  shown  repeatedly  that  allowing  pa- 
tients with  an  acute  myocardial  infarction  out  of 
bed  early  during  their  convalescence  does  not  in- 
crease the  immediate  mortality  rate  or  incidence  of 
ventricular  aneurysm,  myocardial  rupture,  con- 
gestive failure,  or  recurrent  infarction.  Indeed,  there 
appear  to  be  benefits  attained  from  early  activity  — 
relief  of  anxiety,  prevention  of  “cardiac  decondi- 
tioning,” and  avoidance  of  thromboembolism. 

In  spite  of  this,  wide  variation  still  exists  among 
physicians  in  the  duration  of  bed  rest  and  hospitali- 
zation they  prescribe  for  their  patients.  A recent 
study  has  shown  that  the  mean  duration  of  bed  rest 
prescribed  by  physicians  for  their  patients  varied 
widely  from  7.4  to  15.2  days,  with  no  differences  in 
patient  population  to  account  for  this.  The  indica- 
tion is  that  traditional  views,  personal  impressions, 
and  arbitrary  judgments  guide  physicians  rather 
than  objective  and  rational  decisions.  The  ritual  of 
prolonged  bed  rest  has  become  deeply  ingrained  in 
the  minds  of  many  physicians  and  patients. 

Several  observers  have  indicated  that  hospitaliza- 
tion beyond  two  weeks  does  not  benefit  patients 
with  an  uncomplicated  myocardial  infarction  and 
that  a reduction  in  the  traditional  four  to  six  week 
period  of  hospitalization  is  not  accompanied  by  an 
increased  mortality,  at  least  in  the  first  few  months 
after  the  duration  of  bed  rest  and  hospitalization 
should  be  standardized  for  all  patients.  Earlier  mo- 
bilization and  shorter  hospital  stays  are  recommend- 
ed for  those  with  a minor  and  uncomplicated  illness, 
with  longer  periods  of  rest  and  hospitalization  for 
those  with  recurrent  chest  pain,  arrhythmias,  per- 
sistent third  heart  sounds,  cardiomegaly,  failure,  or 
pronounced  precordial  pulsations. 

Physicians  also  should  be  aware  of  the  socioec- 
onomic implications  of  their  decisions  regarding  bed 
rest,  hospitalization  and  rehabilitation  of  patients. 
Rational  decisions  based  upon  carefully  assembled 
data  and  observations,  rather  than  arbitrary  and 
fixed  opinions,  may  do  much  toward  avoiding  ex- 
cessive and  unnecessary  use  of  hospital  beds,  redu- 
cing cotsly  hospital  and  medical  care,  and  speeding 
the  return  of  patients  to  a productive  life 


Dr.  Duke  is  chief  of  cardiology  at  Manchester  Memorial 
Hospital.  Manchester,  Connecticut.  Reprinted  from  Modern 
Medicine,  July  23.  1973. 
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Excuse  us,  Connecticut, 

but  we’re  minding  your  business! 


KEEP  HEALTHY 

FAMILY  DOCTOR 

PRE-ADMISSION 

TESTING 

HOME  CARE 


Basic,  yes,  but  vital.  Excessive  smoking,  drinking,  eating  and 
lack  of  exercise  all  contribute  to  poor  health. 

See  if  he  can  treat  your  emergency  in  his  office  or  in  your  home. 

Your  Blue  Cross  Plan  provides  coverage  for  pre-admission 
diagnostic  testing. 

Ask  your  doctor  if  you  can  recuperate  at  home  under  our 
Home  Care  Program. 


ALL  ARE  WAYS  TO  CUT  DOWN  ON  IN-PATIENT  HOSPITAL  DAYS. 


And  we  will  continue  to  work  with  hospitals,  both  individually  and  statewide,  to  explore  additional 
ways  of  getting  you  the  most  value  for  your  health  care  dollars. 


That's  why  we  say.  . . 

Your  Health  Is  Our  Business ; 
Your  Good  Health,  Our  Concern. 


Blue  Cross 

of  Connecticut 


®Reg.  Mark  Blue  Cross  Assn. 
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Reflections  From  the  Dean’s  Office 


Robert  U.  Massey,  M.D. 


Recently  I encountered  three  statements  which, 
though  unrelated,  were  consonant.  They  have  a 
bearing  on  the  work  which  we  in  medicine  must  do 
to  bring  our  health  services  into  a fit  with  modern 
medical  knowledge  and  technology  and  society’s 
expressed  needs. 

The  first  is  from  Lewis  Thomas:  “The  future  is 
too  chancy  and  dangerous  to  be  entrusted  to  any 
predictable,  reliable  agency.  We  need  all  the  falli- 
bility we  can  get.  Most  of  all,  we  need  to  preserve 
the  absolute  unpredictability  and  total  improbability 
of  our  connected  minds.  That  way  we  can  keep  open 
all  the  options,  as  we  have  in  the  past”.1 

The  second  is  from  Peter  F.  Hjort  in  an  article 
on  Norway’s  health  service:  “It  is  bad  to  be  governed 
by  politicians  but  worse  to  be  governed  by  experts.”2 

The  third,  from  Sir  John  Eccles  reaffirms  the 
scientific  method  as  the  making  and  testing  of  hy- 
potheses: “ . . . falsification  in  whole  or  in  part 
should  be  the  anticipated  fate  of  all  scientific  hy- 
potheses, and  we  should  even  rejoice  in  the  falsifi- 
cation of  an  hypotheses  that  we  have  cherished  as 
our  brain-child.”3 

The  temptation  to  exult  a little  over  having  some 
quotable  quotes  to  use  against  the  data  gathering 
experts,  their  minds  often  closed  around  favorite 
hypotheses,  planning  our  lives  away,  is  almost  ir- 
resistible. Someone,  in  words  I wish  I had  thought 
of  first,  has  said  the  very  thing  we  have  been  sus- 
pecting to  be  true  right  along.  Experts  in  any  subject 
are  likely  to  harbor  favorite  hypotheses  which,  with- 
out any  apparent  intellectual  effort,  they  convert  to 
eternal  verities.  Armed  with  enough  of  these,  they 
sometimes  can  accomplish  great  and  useful  works 
and  set  forth  compelling  schemes  and  strategies.  In 
the  operating  room,  the  coronary  care  unit,  at  the 
controls  of  a 707,  in  the  court  room  we  welcome, 
even  require,  the  expert;  we  depend  with  our  very 
lives  and  fortunes  on  his  expertise. 

But  someone  else,  somewhere  else,  must  be  charged 
with  keeping  the  options  open,  must  be  dreaming 


ROBERT  U.  MASSEY,  M.D.,  Dean  and  Professor  of  Medi- 
cine, University  of  Connecticut,  School  of  Medicine,  Farming- 
ton,  Connecticut. 


dreams  and  reminding  us  that  some  of  them  have  had 
a way  of  coming  true  — and  in  coming  true,  of  con- 
founding the  experts.  In  real  life  we  each  of  us  need 
to  play  both  parts  at  different  times. 

The  daily  work  of  the  clinician,  the  medical  ad- 
ministrator, educator,  technician  must  be  done  with 
imperfect  tools  and  partial  knowledge,  with  incom- 
plete data,  in  an  uncertain  world.  Judgment  and 
expertise  are  required.  The  danger  comes  when  we 
use  the  cross  section  of  history  represented  by  today 
to  invent  a future  to  which  we  then  proceed  to  com- 
mit ourselves  and,  if  our  influence  is  great  enough, 
others. 

It  seems  to  me  that  planning  is  more  akin  to  sci- 
entific research  than  to  technical  invention  and  that 
both  are  more  like  painting  a picture  than  drawing 
a blueprint. 

In  research,  hypotheses  are  tested  and  rejected 
or  modified  more  often  than  sustained,  and  the  in- 
vestigator not  only  learns  to  live  with  uncertainty 
but,  if  he  is  not  just  a plodder,  rejoices  that  the 
world  is  not  of  his  making  and  that  it  is  full  of  sur- 
prises. 

There  are  many  ways  to  charting  the  future. 
Probably  not  one  of  them  is  “right,”  and  we  would 
hardly  know  it  if  it  were.  Events  require  that  we 
settle  on  the  option  that  seems  most  in  line  with  our 
objectives.  I suspect  if  we  hang  onto  our  egos  instead 
of  investing  them,  new  information  tomorrow  will 
make  moving  to  another  option  the  most  exciting 
part  of  the  process. 

Politicians,  fallibility,  and  being  wrong  might  just 
conceivably  make  a more  liveable  world  than  systems 
and  their  analysts. 


'Thomas,  Lewis.  Notes  of  a Biology  Watcher,  N.E.J.M.  288: 
1288-1289. 

2Hjort,  Peter  F.  Norway,  in  Nation  Health  Services,  Josiah 
Macy,  Jr.  Foundation,  pp.  34-41. 

3Eccles,  John  C.  The  Discipline  of  Science  with  Special  Refer- 
ence to  the  Neurosciences,  Daedalus,  102,  No.  2:85-99. 
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NOW 

GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $250.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 


SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

ARTHUR  W.  EADE,  Insurance 

ALLENBY  H.  AYR 

P.O.  BOX  4086.  HAMDEN,  CONNECTICUT 
TELEPHONE  288-7791 

Commercial  Insurance  Company 
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Recommendations  on 
Combination  Live  Virus  Vaccines 


American  Academy 
f Pediatrics 

ommittee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAR  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
’ul  review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
iroducts  are  both  safe  and  effective  when 
used  as  directed.” 

« The  vaccine  “...can,  therefore,  be  rec- 
cmmended  with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visitsto  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
V1SD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

® “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

•TYademark  of  Merck  & Co..  Inc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND 
VIRUS  VACCINE,  LIVE 


Sinale-dose  vials 


RUBELLA 

MSD) 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however, 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID50  of 
mumps  virus  vaccine,  live,  and  1,000  TCID10  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  Vs"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  fr  Dohme,  Division  of  Merck 
Sr  Co.,  Inc.,  West  Point,  Pa.  19486 
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Certificate  of  Need  Laws 

Purpose 

Certificate  of  need  legislation  has  been  enacted 
in  twenty-one  states  and  proposed  in  others  as  a 
system  of  public  regulation  of  health  care  facilities 
growth  and  expansion.  The  laws  mandate  compre- 
hensive health  care  planning  as  a means  of  con- 
trolling health  care  costs.  The  regulatory  concept 
embodied  in  the  statutes  is  patterned  generally  on 
the  regulation  of  public  utilities  such  as  telephone 
and  telegraph  companies,  common  carriers  and  elec- 
tric and  gas  companies.  The  statement  of  purpose 
included  in  the  state  laws  consequently  expresses 
the  intent  to  promote  comprehensive  health  plan- 
ning; assist  in  the  provision  of  high  quality  health 
care  at  the  lowest  possible  cost;  avoid  unnecessary 
duplication  of  facilities;  and  provide  orderly  methods 
for  resolving  questions  concerning  the  necessity  for 
construction  or  modification  of  health  care  facilities. 

The  constitutionality  of  state  certificate  of  need 
laws  has  been  contested  in  California,  New  York 
and  North  Carolina.  The  United  States  District  Court 
for  the  Central  District  of  California  ( Simon  v. 
Cameron,  No.  70-1790-JWC,  Oct.  9,  1970)  upheld 
the  validity  of  the  California  law  as  applied  to  nurs- 
ing homes;  the  Appellate  Division  in  New  York 
( Attoma  v.  State  Department  of  Social  Welfare, 
270  N.Y.S.2d  167,  1966)  upheld  the  validity  of  the 
New  York  law  as  applied  to  nursing  homes  and  hos- 
pitals; and  the  North  Carolina  Supreme  Court  (In 
the  Matter  of  Certificate  of  Need  for  Aston  Park 
Hospital,  Inc.,  193  S.E.2d  729,  1973)  found  the  North 
Carolina  law  unconstitutional.  The  Court  of  Appeals 
of  Oregon  upheld  the  decision  of  a local  Compre- 
hensive Health  Planning  Authority  granting  a cer- 
tificate of  need  to  a hospital  under  the  Oregon  law 
( Woodland  Park  Hospital,  Inc.  v.  Comprehensive 
Health  Planning  Authority,  504  P.2d  753,  1972)  but 
did  not  rule  on  the  constitutional  issues.  To  date, 
there  has  been  no  legislative  or  judicial  finding 
that  the  health  care  industry  should  be  regulated 
as  a public  utility.  Such  findings  have  been  made 
for  industries  when  there  is  substantial  documen- 
tation that  the  public  would  benefit  from  a grant 
of  monopoly  power  to  the  particular  industry  or 
that  monopolistic  characteristics  of  a particular 
industry  should  be  preserved  through  government- 
al regulation. 

Until  there  is  established  precedent  in  all  juris- 
dictions, state  legislation  requiring  prior  approval 

(Editor's  Note : This  was  a Report  of  the  Council  on  Medical 
Service  of  the  AM  A to  the  House  of  Delegates  at  its  June,  1973 
meeting). 


of  construction  or  modernization  of  health  care  fa- 
cilities and  services  may  escape  attack  if  the  au- 
thority to  control  is  based  upon  the  state’s  power 
to  confer  tax-exempt  status  on  charitable  institutions 
or  public  grants  of  money  for  construction  or 
modernization. 

Scope  of  Coverage 

Advocates  of  mandatory  comprehensive  health  | 
planning  as  the  only  viable  method  for  control- 
ling health  care  costs  in  the  public  interest  recom- 
mend that  the  scope  of  coverage  for  certificate  of 
need  laws  be  structured  broadly  enough  to  include 
all  health  care  facilities  and  services.  Only  in  this 
manner  can  planning  be  made  effective  because 
of  the  interrelationship  of  health  care  services 
being  offered  in  a given  community,  according  to 
this  viewpoint.  Laboratory  and  other  ancillary  ser- 
vices, physicians’  and  dentists’  offices,  clinics,  out- 
patient facilities  whether  general  or  specialized, 
hospitals,  extended  care  facilities,  nursing  homes,  1 
domiciliary  care  facilities  and  all  other  facilities  in 
which  health  or  medical  care  services  are  offered 
would  be  included  under  these  proposals. 

Those  opposed  to  mandatory  comprehensive  health 
planning  recommend  limiting  the  scope  of  certificate 
of  need  coverage  to  licensed  hospitals  or  licensed 
nursing  homes  and  extended  care  facilities.  Phy- 
sicians’ and  dentists’  offices  and  clinics,  outpatient 
facilities  as  well  as  facilities  where  laboratory  or 
radiology  services  are  available  would  be  excluded 
specifically  or  excluded  through  the  statutory  defi- 
nition of  “health  care  facility.” 

The  states  which  have  enacted  certificate  of  need 
laws  have  not  followed  a common  pattern  in  estab- 
lishing the  scope  of  coverage.  Twenty  include  hos- 
pitals specifically  or  by  definition  of  “health  care 
facility”  or  “medical  care  facility”;  one  includes 
only  nursing  home  facilities;  three  include  health 
maintenance  organizations  or  health  care  corpora- 
tions; and  four  include  “licensed  health  facilities.” 
In  two  states,  Michigan  and  Oregon,  only  hospitals 
are  covered.  Rhode  Island  recently  added  health  care 
corporations,  in  addition  to  hospitals  as  facilities 
to  be  covered.  Oklahoma  is  the  only  state  to  cover 
solely  nursing  homes,  although  many  states  such  as 
California,  Florida,  Maryland,  New  York,  South 
Carolina  and  Washington  include  nursing  homes 
specifically  in  the  legislative  language  along  with 
hospitals  or  other  types  of  facilities. 

The  offices  of  individual  practitioners  are  excluded 
in  the  enacted  laws  either  by  omission  or  by  specific 
exclusion.  The  inclusion  of  physicians'  offices  within 
the  scope  of  certificate  of  need  laws  would  appear 
to  be  inevitable,  however,  as  a logical  extension 
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once  the  regulatory  system  has  been  established. 

Under  Section  221  of  Public  Law  92-603,  the 
Social  Security  Amendments  of  1972,  states  have 
been  given  the  authority  to  withhold  reimbursement 
for  Medicare,  Medicaid  and  Maternal  and  Infant 
and  Child  and  Youth  Programs  (Title  V),  where 
capital  expenditures  for  health  care  facilities  in  ex- 
cess of  $100,000  have  not  been  approved  by  the 
agencies  designated  in  each  state  by  the  governor. 

Concerning  minimum  capital  expenditures  under 
certificate  of  need,  there  is  wide  divergence  on  dol- 
lar amount.  Some  states  have  not  specified  any 
amount  in  the  legislation.  Other  states  have  speci- 
fied amounts  in  the  subsequent  regulations  issued. 
Where  there  were  dollar  amounts  specified,  the 
range  is  from  $10,000  (in  New  York  by  regulation) 
to  $250,000  (in  Connecticut).  Several  states  have 
specified  either  $50,000  or  $100,000. 

Most  of  the  states  cover  any  requested  change  in 
beds  or  service.  Such  changes  relate  an  increase, 
decrease,  elimination  or  amalgamation  of  beds 
or  services. 

In  line  with  this,  it  is  interesting  to  note  that  forty- 
one  of  seventy-four  Blue  Cross  Plans  in  the  United 
States  covering  3/4  of  the  Blue  Cross  subscribers 
link  reimbursement  mechanisms  to  the  Comprehen- 
sive Health  Planning  recommendations.  This  is  an 
increasing  trend  in  the  Blue  Cross  Plans.  The  Health 
Insurance  Association  of  America  (HIAA)  fully  en- 
dorses the  concept  of  certificate  of  need  legislation 
and  supports  the  enactment  of  such  legislation  at 
the  state  level  where  needed.  HIAA  has  developed 
guidelines  for  this  type  of  legislation  which  are 
comparable  to  those  established  by  the  American 
Hospital  Association. 

States  should  be  aware  that  any  inclusion  of  speci- 
fic dollar  amounts  in  certificate  of  need  legislation 
may  necessitate  amendment  in  the  event  that  there 
are  rapid  or  drastic  changes  in  the  economic  climate. 

Administration 

Most  existing  certificate  of  need  programs  are 
operating  like  other  state  agencies  which  have  been 
given  certain  powers  through  legislative  delegation 
and  may  or  may  not  have  quasi-judicial  authority 
depending  upon  the  hearing  and  appeal  procedures 
specified  in  the  laws.  In  the  administration  of  certi- 
ficate of  need,  the  final  approval  is  in  bodies  such 
as  the  State  Health  Department  or  its  governing 
council  or  board  (e.g.,  Arizona,  Maryland,  New 
York,  Oklahoma,  South  Carolina,  etc.),  State  CHP 
Council  (e.g.,  California  or  Nevaga),  a Health  Fa- 
cilities Council  or  Board  within  a State  Department 
of  Health  (e.g.,  Massachusetts  and  Michigan),  or  an 
appropriate  licensing  agency  or  health  related  body. 


Representatives  of  the  medical  profession  are  usually 
on  this  final  approval  group  that  may  consist  of  just 
a few  physicians  appointed  by  the  medical  society 
(e.g.,  Arizona,  2 of  5 members  are  physicians;  Ne- 
vada, 3 of  1 1 members  are  physicians;  Massachu- 
setts, 3 of  17  members  are  physicians;  Kentucky,  2 
of  15  are  physicians).  In  some  instances  the  medical 
society  has  majority  representation  on  the  final 
approval  group  as  in  South  Carolina  where,  present- 
ly, 7 of  1 1 members  of  the  Executive  Committee  of 
the  Board  of  Health  are  medical  society  appointees. 
The  AMA  House  of  Delegates  in  June,  1972  en- 
dorsed a status  report  on  certificate  of  need  (Re- 
port C — Council  on  Medical  Service)  that  specified 
“if  such  legislation  is  passed,  it  contain  the  follow- 
ing provisions:  (1)  final  authority  rest  within  a 
Board  with  physician  representation  and  (2)  there 
be  provision  for  adequate  physician  input  at  the 
local  level.” 

For  implementation  of  the  previously  mentioned 
Section  221  of  Public  Law  92-603  calling  for  health 
planning  review  in  order  to  receive  reimbursement 
for  several  federal  programs  like  Medicare  and 
Medicaid,  44  Governors,  as  of  April,  1973  has  speci- 
fied the  following  state  agencies  with  authority  as 
Designated  Planning  Agencies  (DPA): 

30  State  Comprehensive  Health 
Planning  Agencies 
7 State  Health  Departments 
4 Hospital  Planning  Councils  (Hill-Burton) 

3 Other 

As  appeals  mechanisms  for  Section  221  of  Public 
Law  92-603,  governors  in  all  the  states  are  specify- 
ing Designated  Appeals  Agencies  (DAA).  These 
agencies  must  be  different  from  the  Designated 
Planning  Agencies. 

Though  no  state  rate-setting  commissions  have 
been  established  and  no  commissioners  with  power 
to  control  the  health  care  facilities  have  been  ap- 
pointed or  are  operating  out  of  special  state  offices, 
there  has  been  a trend  in  some  states  towards  this 
type  of  activity.  In  Connecticut,  for  example,  in  April 
of  this  year  a legislative  bill  which  establishes  a 
Commission  on  Hospitals  and  Health  Ca^e  has 
passed  the  State  Congress  and  was  expected  to  be 
signed  shortly  thereafter.  This  Commission  would 
have  authority  to  review  the  budgets  of  hospitals 
which  must  be  submitted  annually  beginning  July, 
1974.  This  Commission  would  also  set  rates.  It  is 
viewed  as  definitely  cost  oriented  and  highly  politi- 
cal. In  some  states,  such  as  North  Dakota,  there  has 
been  initial  discussion  this  spring  concerning  new 
state  regulatory  mechanisms  dealing  with  rate  setting 
and  licensure  of  physicians.  In  Pennsylvania  there 
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has  been  a proposal  initiated  by  the  Governor’s 
office  that  deals  with  rate  setting,  licensure  and 
certificate  of  need.  In  Wisconsin,  the  state  legis- 
lature as  of  mid-April,  1973,  was  considering  a 
proposal  submitted  by  its  Governor  that  would 
establish  a three-member  Health  Serives  Commis- 
sion with  authority  in  areas  of  licensure,  rate  setting, 
and  certificate  of  need.  The  certificate  of  need 
program  would  affect  all  institutions  — including 
doctor’s  offices  — that  want  to  spend  $100,000  or 
more  on  new  facilities  or  services. 

Certificate  of  Need  Process 

The  process  of  certificate  of  need  usually  re- 
quires any  prospective  provider  or  facility  who 
anticipates  a change  in  facilities  or  services  to  give 
notice  to  the  appropriate  areawide  CHP  agency 
before  proceeding  with  definitive  planning.  The 
areawide  CHP  agency  when  notified  by  a proposing 
agency  should  provide  the  proposing  agency  and 
interested  parties  sufficient  notice  of  a public  hear- 
ing. All  interested  persons  should  have  a reasonable 
opportunity  to  testify  or  cross  examine  those  testify- 
ing. The  areawide  CHP  agency,  and  the  state  CHP 
agency  in  instances  where  there  is  no  areawide  CHP 
agency,  then  makes  a recommendation  in  writing 
on  a request  for  certification  of  need  within  a speci- 
fied time  period  following  submission  of  the  appli- 
cation by  a provider.  The  certificate  of  need  is  issued 
or  denied  based  on  the  decision  of  that  appropriate 
agency.  The  state  CHP  agency  usually  ratifies  the 
areawide  CHP  agency’s  recommendation  within  a 
given  time  period  following  the  properly  completed 
and  reviewed  applications.  The  state  certifying 
agency  acts  shortly  after  action  by  the  state  CHP 
agency. 

Criteria  for  Review 

Sound  criteria  as  a basis  for  review  are  necessary. 
Most  states  integrate  the  certificate  of  need  program 
with  the  Comprehensive  Health  Planning  (CHP) 
functions  by  specifying  conformance  by  applicants 
to  the  state  plan  for  comprehensive  health,  to  the 
local  plan,  or  to  the  general  objectives  of  CHP.  The 
intent  of  the  Federal  Administration  is  to  bolster 
Comprehensive  Health  Planning  functions  by  in- 
creased budget,  staff,  technical  assistance,  authority 
and  request  for  development  of  adequate  state  plans. 

Appeals 

Many  of  the  existing  certificate  of  need  laws  have 
specified  appeal  mechanisms.  The  appeals  body 
can  be  the  State  Board  of  Health  or  an  arm  of  it 
(e.g.,  in  Arizona,  Maryland,  Massachusetts,  Michi- 
gan, etc.),  a function  of  a Comprehensive  Health 
Planning  body  (e.g.,  California  and  Kansas),  or  a 


separate  body  with  the  specific  function  of  handling 
appeals  (e.g.,  Minnesota).  Decisions  made  under 
Section  221  of  Public  Law  92-603  may  be  appealed 
for  reconsideration  to  the  Secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  level. 

It  is  necessary  that  there  be  adequate  and  reason- 
able appeals  mechanisms.  Many  states  besides  in- 
dicating an  appeals  mechanism  in  their  certificate 
of  need  legislation  have  specified  the  appropriate 
court  review  of  appeals  if  necessary. 

Conclusion 

As  many  state  medical  societies  have  indicated, 
there  is  mixed  reaction  on  certificate  of  need 
legislation.  Many  in  the  medical  profession  and  in 
the  state  medical  societies  have  stated  that  certi- 
ficate of  need  has  prevented  unneeded  beds  and 
overbuilt  areas  in  terms  of  facilities.  The  medical 
profession  generally  objects  to  the  concept  of  gov- 
ernment intervening  in  a community  and  private 
enterprise  to  determine  the  need  for  given  health 
care  and  medical  care  facilities  and  services. 

The  Substitute  Resolution  on  certificate  of  need, 
adopted  by  the  House  of  Delegates  in  November, 
1972,  called  for  development  of  guidelines  for  such 
legislation.  Since  development  of  guidelines  would 
imply  AMA  approval  of  certificate  of  need,  the 
Council  on  Medical  Service  and  its  Committee  on 
Community  Health  Care  have  not  adopted  specific 
guidelines  but  rather,  in  this  report,  have  identified 
critical  elements  of  existing  certificate  of  need  laws. 
Elements  of  the  laws  discussed  include  those  desir- 
able and  undesirable  features  of  such  legislation. 
Because  of  this  report,  state  medical  associations 
will,  hopefully,  be  enabled  to  better  develop  the 
positions  they  wish  to  adopt  concerning  certificate 
of  need. 

It  might  be  best  stated  that  certificate  of  need  is 
a two-edged  sword.  As  much  as  certificate  of  need 
is  intended  to  cut  costs,  avoid  duplication,  increase 
accessibility,  etc.,  it  can  also  stifle  competition,  be 
extremely  time-consuming  and  expensive,  and  may 
not  appropriately  address  the  problem  of  duplica- 
tion of  facilities  and  services.  Competition  should 
be  encouraged  and  new  types  of  incentives  should 
be  created  for  the  health  and  medical  care  providers. 

Certificate  of  need  should  be  more  responsible 
to  the  public  rather  than  to  political  expediency 
and  there  should  be  just  requirements  for  public 
disclosure  in  order  to  maintain  reasonable  costs. 
Caution  should  be  taken  so  that  particular  special 
interests  don’t  have  control  of  the  certificate  of 
need  process.  Finally,  prudent  judgement  should  be 
the  hallmark  of  certificate  of  need  legislation  at 
all  levels. 
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Public  Act  No.  73-117 


An  Act  Creating  A Commission  On  Hospitals  And  Health  Care 

Signed  by:  Governor  Thomas  J.  Meskiil 


Be  it  enacted  by  the  Senate  and  House  of  Repre- 
sentatives in  General  Assembly  convened: 

Section  1.  (NEW)  The  general  assembly  finds 
that  the  mutual  interest  of  the  state  and  the  adminis- 
trators and  trustees  of  health  care  institutions  and 
facilities  within  the  state  for  the  provision  of  health 
care  to  our  citizens  and  the  control  of  the  costs  of 
such  health  care  creates  a need  for  a partnership  to 
provide  for  the  effective  promotion  of  such  interest 
and  the  necessity  in  the  public  interest  for  the  pro- 
visions hereinafter  enacted  is  declared  as  a matter 
of  legislative  determination. 

Sec.  2.  (NEW)  As  used  in  this  act,  “health  care 
facility  or  institution”  means  any  facility  or  institu- 
tion engaged  primarily  in  providing  services  for 
the  prevention,  diagnosis  and  treatment  of  human 
health  conditions,  including,  but  not  limited  to, 
home  health  care  agencies  and  clinical  laboratory 
or  central  service  facilities  serving  one  or  more 
health  care  facilities,  practitioners  or  institutions; 
hospitals;  personal  care  homes;  nursing  homes;  non- 
profit health  centers;  diagnostic  and  treatment 
facilities;  rehabilitation  facilities,  and  mental  health 
facilities;  but  not  including  any  outpatient  clinic 
operated  by  a town,  city  or  borough  or  any  state- 
operated  hospital  or  any  rehabilitation  center  re- 
ferred to  in  section  1 7-3 1 3(a)  of  the  1969  supplement 
to  the  general  statutes. 

Sec.  3.  (NEW)  There  is  established  a commission 
on  hospitals  and  health  care  consisting  of  fifteen 
persons  as  follows:  Nine  persons  appointed  by  the 
governor,  one  from  a list  of  three  names  submitted 
by  the  Connecticut  Hospital  Association,  one  from 
a list  of  at  least  three  names  submitted  by  the  Con- 
necticut nursing  home  industry,  one  from  a list  of 
three  names  submitted  by  the  Connecticut  State 
Medical  Society  and  six  public  members  in  whose 
appointment  consideration  shall  be  given  to  a geo- 
graphic balance  of  urban  and  rural  representation; 
one  public  member  appointed  by  the  speaker  of  the 
house  of  representatives;  one  public  member  ap- 
pointed by  the  president  pro  tempore  of  the  senate; 
and  the  commissioner  of  health,  the  commissioner  of 
mental  health,  the  insurance  commissioner  and  the 
commissioner  of  finance  and  control.  The  public 

(Editor’s  Note:  This  statute  is  of  such  importance  that  it  merits 
verbation  publication  in  The  Journal.) 


members  of  the  commission  shall  be  electors  of  the 
state  and  shall  not  be  affiliated  with,  employed  by 
or  have  any  past  professional  affiliation  with  any 
health  care  facility  or  institution,  health  product 
manufacturer  or  corporation  or  insurer  providing 
coverage  for  hospital  or  medical  care,  provided 
service  as  a trustee  or  corporator  of  any  health  care 
facility  or  institution,  which  service  terminated 
prior  to  three  years  before  appointment  as  a mem- 
ber of  the  commission,  shall  not  be  considered  to 
be  past  professional  affiliation  for  the  purpose  of 
this  section. 

Sec.  4.  (NEW)  The  governor  shall  appoint  three 
members  of  said  commission  for  a term  of  one  year, 
three  for  a term  of  three  years  and  three  for  a term 
of  five  years.  Thereafter  he  shall  appoint  members 
to  succeed  those  whose  terms  expire  for  terms  of 
five  years  and  until  successors  are  appointed.  The 
terms  of  the  members  appointed  by  the  speaker  of 
the  house  of  representatives  and  the  president  pro 
tempore  of  the  senate  shall  terminate  with  the  term 
of  the  appointing  authority.  Vacancies  in  the  ap- 
pointed membership  of  the  commission  shall  be 
filled  by  the  original  appointing  authority  for  the 
balance  of  the  unexpired  term. 

Sec.  5.  (NEW)  The  governor  shall  appoint  from 
among  the  public  members  of  the  commission  a 
chairman  and  a vice  chairman  to  serve  as  such  for 
a term  of  two  years.  The  appointed  members  of  the 
commission  shall  receive  fifty  dollars  per  day  for 
each  day  they  are  engaged  in  the  business  of  the 
commission  and  shall  be  reimbursed  for  their  neces- 
sary expenses  in  the  performance  of  their  duties 
thereon.  The  commission  shall  meet  at  least  twice 
in  every  calendar  quarter  and  shall  meet  at  such 
other  times  as  the  chairman  on  his  own  motion  or 
on  the  request  of  a majority  of  the  commission 
shall  determine,  at  least  seven  days’  notice  of  each 
such  special  meeting  being  given  to  the  member- 
ship. Ten  members  of  the  commission  shall  con- 
stitute a quorum 

Sec.  6.  (NEW)  The  commission  shall  appoint 
an  executive  director  to  serve  at  its  pleasure,  who 
shall  be  experienced  in  the  field  of  hospital  ad- 
ministration. The  executive  director  shall  be  in 
the  unclassified  service,  and  all  other  employees 
of  the  commission  in  the  classified  service,  of  the 
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state.  The  executive  director  shall,  subject  to  the 
rules  of  the  commission,  administer  and  coordinate 
the  functions  of  the  commission  and  shall  have  over- 
all supervisory  authority  and  responsibility  for  its 
operations. 

Sec.  7.  (NEW)  The  commission,  or  any  member 
thereof,  or  any  agent  authorized  by  the  commission 
to  conduct  any  inquiry,  investigation  or  hearing 
under  the  provisions  of  this  act,  shall  have  power  to 
administer  oaths  and  take  testimony  under  oath 
relative  to  the  matter  of  inquiry  or  investigation. 
At  any  hearing  ordered  by  the  commission,  the  com- 
mission or  such  agent  having  authority  by  law  to 
issue  such  process  may  subpoena  witnesses  and  re- 
quire the  production  of  records,  papers  and  docu- 
ments pertinent  to  such  inquiry.  If  any  person 
disobeys  such  process  or,  having  appeared  in  obedi- 
ence thereto,  refuses  to  answer  any  pertinent  ques- 
tion put  to  him  by  the  commission  or  its  authorized 
agent  or  to  produce  any  records  and  papers  pursuant 
thereto,  the  commission  or  its  agent  may  apply  to 
the  superior  court  for  Hartford  county  or  for  the 
county  wherein  the  person  resides  or  wherein  the 
business  has  been  conducted,  or  to  any  judge  of  said 
court  if  the  same  is  not  in  session,  setting  forth  such 
disobedience  to  process  or  refusal  to  answer,  and 
said  court  or  such  judge  shall  cite  such  person  to 
appear  before  said  court  or  such  judge  to  answer 
such  question  or  to  produce  such  records  and  papers. 

Sec.  8.  (NEW)  The  commission  shall  carry  out  a 
continuing  state-wide  health  care  facility  utilization 
review,  including  a study  of  existing  health  care 
delivery  systems;  recommend  improvements  in 
health  care  procedures  to  the  health  care  facilities 
and  institutions;  formulate  a state-wide  health  care 
program  for  improving  delivery  of  services,  including 
services  by  individuals  through  an  agreement  with 
a health  care  institution;  recommend  to  the  governor 
and  the  general  assembly  legislation  in  the  area  of 
health  care  programs;  and  report  annually  to  the 
governor  and  the  general  assembly,  on  January 
first,  its  findings,  recommendations  and  proposals 
for  improving  efficiency,  lowering  health  care  costs, 
coordinating  use  of  facilities  and  services  and  ex- 
panding the  availability  of  health  care  throughout 
the  state. 

Sec.  9.  (NEW)  The  commission  may,  by  majority 
vote,  examine  and  analyze  any  increase  in  the  rate 
schedules  for  services  by  any  health  care  facility  or 
institution,  which  increases  were  effected  on  or  after 
March  1,  1973,  and  prior  to  October  1,  1973,  and 
when,  in  the  judgment  of  the  commission,  any  such 
rate  increase  may  be  excessive,  the  commission  shall 
hold  a public  hearing  relative  to  such  rate,  at  least 
two  weeks’  notice  of  which  shall  have  been  given  to 


the  facility  or  institution  by  certified  mail  and  to 
the  public  by  publication  in  a newspaper  having  a 
circulation  in  the  area  served  by  the  facility  or  in- 
stitution. Such  hearing  shall  be  held  at  the  discretion 
of  the  commission  in  Hartford  or  in  the  area  so 
served.  If,  within  forty-five  days  of  such  hearing, 
the  commission  makes  a finding  that  such  rate  in- 
crease was  not  justified,  it  may  order  the  facility  or 
institution  to  reduce  such  rate  or  modify  such  rate 
schedule. 

Sec.  10.  (NEW)  Except  with  respect  to  any  in- 
crease in  rates  or  charges  provided  for  in  a budget 
approved  under  section  16  of  this  act,  whenever 
any  hospital  proposes  to  increase  its  per  diem  per 
patient  room  rate  or  rates  or  its  aggregate  special 
services  charges  per  patient  in  an  amount  which 
would  increase  such  rate  or  rates  or  charges  by  more 
than  six  per  cent  over  a twelve-month  period  or  ten 
per  cent  over  a twenty-four  month  period  or  when- 
ever any  nursing  home  or  personal  care  home  pro- 
poses to  increase  its  periodic  room  rates  per  patient 
or  aggregate  special  services  charges  per  patient  in 
an  amount  which  would  exceed  four  per  cent  over  a 
twelve-month  period  or  six  per  cent  over  a twenty- 
four  month  period,  such  hospital,  facility  or  home 
shall  file  a request  for  approval  of  such  increase 
with  the  commission,  in  the  form  and  manner  pre- 
scribed by  the  commission  by  regulation,  at  least 
sixty  days  prior  to  the  proposed  date  of  increase. 
Said  commission  shall,  within  not  less  than  ten  nor 
more  than  thirty  days  of  receipt  of  such  request, 
hold  a public  hearing  on  such  proposed  rates,  notice 
of  which  shall  have  been  given  to  the  hospital,  fa- 
cility or  home  by  certified  mail  and  to  the  public, 
by  publication  in  a newspaper  having  a circulation 
in  the  area  affected,  at  least  one  week  prior  to  such 
hearing.  Such  hearing  shall  be  held,  at  the  dis- 
cretion of  the  commission  in  Hartford  or  in  the  area 
served  by  such  hospital,  facility  or  home.  The  com- 
mission shall  require  from  such  hospital,  facility  or 
home  such  information,  data,  records,  studies  and 
evaluations  as  it  considers  necessary  to  determine 
the  need  for  such  increases.  Such  proposed  increases 
shall  take  effect  thirty  days  after  such  hearing  or 
thirty  days  after  the  receipt  of  any  data  requested 
by  the  commission,  whichever  is  later,  unless  within 
such  period  the  commission  denies  the  requested 
increase  or  approves  such  percentage  of  the  increase 
as  the  commission  feels  is  justified. 

Sec.  11.  (NEW)  Except  with  respect  to  any  in- 
crease in  rates  or  charges  provided  for  in  a budget 
approved  under  section  16  of  this  act,  whenever  any 
health  care  facility  or  institution  subject  to  section 
10  of  this  act  proposes  to  increase  its  per  diem  room 
rate  or  aggregate  special  services  rate  in  an  amount 
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which  would  be  at  least  two  per  cent  over  a twelve- 
month  period  but  less  than  the  percentages  requiring 
submission  under  said  section  10,  such  facility  or 
institution  shall  file  a report  of  such  proposed  in- 
crease with  the  commission  for  its  review  at  least 
thirty  days  prior  to  the  effective  date  of  such  in- 
crease and,  if  a majority  of  the  commission  believes 
such  increase  may  not  be  reasonable  under  the  cir- 
cumstances, said  commission  shall  hold  a public 
hearing  on  such  increase  not  later  than  two  weeks 
after  receipt  of  such  report,  at  least  seven  days’ 
notice  of  which  shall  be  given  to  the  facility  or  in- 
stitution by  certified  mail  and  to  the  public  by 
publication  in  a newspaper  having  a circulation  in 
the  area  served  by  such  facility  or  institution.  If  after 
the  hearing  the  commission  believes  the  rate  increase 
is  not  justified,  it  may,  within  two  weeks  of  such 
hearing,  deny  such  rate  increase  for  a period  of  six 
months  at  which  time  the  facility  or  institution  may 
resubmit  such  report  for  reconsideration  or,  with 
the  agreement  of  the  facility  or  institution,  modify 
such  increase. 

Sec.  12.  (NEW)  In  its  deliberations  under  any  of 
the  sections  9 to  16,  inclusive,  of  this  act,  the  com- 
mission may  take  into  consideration  the  necessary 
expenses  of  the  institution  or  facility  concerned,  the 
effectiveness  of  its  delivery  of  health  care  services, 
the  quality  of  available  health  care,  the  duplication 
of  service  by  institutions  and  facilities  in  the  area 
served,  the  community  or  regional  need  for  any  par- 
ticular function  or  service,  and  any  other  factors 
which  the  commission  deems  relevant. 

Sec.  13.  (NEW)  Any  health  care  facility  or  in- 
stitution which  intends  to  introduce  any  additional 
function  or  service  into  its  program  of  health  care, 
other  than  such  laboratory  procedures  or  social 
services  as  the  commission,  by  regulation,  may 
exempt,  shall  at  least  ninety  days  prior  to  the  pro- 
posed date  of  institution  of  such  function  or  service, 
submit  to  the  commission  a request  for  permission 
to  undertake  such  function  or  service.  The  commis- 
sion shall  make  such  review  of  the  proposal  as  it 
deems  necessary,  including  ascertaining  the  avail- 
ability of  such  service  or  function  at  other  health 
care  facilities  or  institutions  within  the  area  to  be 
served,  the  need  for  such  service  or  function  within 
such  area  and  any  other  factors  which  the  commis- 
sion deems  relevant  to  a determination  of  whether 
the  facility  or  institution  is  justified  in  introducing 
such  additional  functions  or  services  into  its  pro- 
gram and  shall  grant  or  deny  such  request  within 
ninety  days  of  the  receipt  thereof.  Failure  of  the 
commission  to  act  on  such  request  within  such 
ninety-day  period  shall  be  deemed  approval  thereof. 
Upon  a showing  by  such  facility  or  institution  that 


the  need  for  such  function  or  service  is  of  an  emer- 
gency nature,  the  commission  may  waive  the  re- 
quirement that  the  request  for  such  permission  be 
submitted  at  least  ninety  days  before  the  proposed 
date  of  institution  of  the  function  or  service,  pro- 
vided such  request  shall  be  submitted  at  least  ten 
days  before  such  proposed  date. 

Sec.  14.  (NEW)  Any  health  care  facility  or  in- 
stitution proposing  a capital  expenditure  of  one 
hundred  thousand  dollars  or  more,  including  the 
leasing  of  equipment  or  a facility,  which  expenditure 
was  not  included  in  a budget  approved  under  section 
16  of  this  act,  shall  submit  a request  for  approval  of 
such  expenditure  to  the  commission,  with  such  data, 
information  and  plans  as  the  commission  requires, 
ninety  days  in  advance  of  the  proposed  initiation 
date  of  such  project.  The  commission  shall  thereupon 
hold  a public  hearing  with  respect  to  such  request, 
at  least  two  weeks’  notice  of  which  shall  be  given  to 
the  facility  or  institution  by  certified  mail  and  to  the 
public  by  publication  in  a newspaper  having  a cir- 
culation in  the  area  served  by  the  facility  or  institu- 
tion. Such  hearing  shall  be  held  at  the  discretion  of 
the  commission  in  Hartford  or  in  the  area  so  served. 
The  commission  shall  consider  such  request  in  re- 
lation to  the  community  or  regional  need  for  such 
capital  program,  the  possible  effect  on  the  operating 
costs  of  the  health  care  facility  or  institution,  the 
recommendations  of  the  Comprehensive  Health 
Planning  Agency  regarding  such  proposal,  and  such 
other  relevant  factors  as  the  commission  deems 
necessary.  Within  ninety  days  after  receiving  such 
request,  and  such  data  as  it  may  require,  the  com- 
mission shall  either  approve,  modify  or  deny  such 
request,  or  make  a finding  of  recommendations 
based  upon  the  said  request.  Upon  a showing  by  such 
facility  or  institution  that  the  need  for  such  capital 
program  is  of  an  emergency  nature,  the  commission 
may  waive  the  requirement  that  the  request  be  sub- 
mitted ninety  days  in  advance  of  the  proposed  initi- 
ation date  of  the  project  and  that  a public  hearing 
be  held  thereon,  provided  such  request  shall  be  sub- 
mitted at  least  ten  days  before  such  date.  The  com- 
mission shall  grant  or  deny  such  request  within 
ninety  days  or  ten  days,  as  the  case  may  be,  of  receipt 
thereof  and  failure  of  the  commission  to  act  thereon 
within  such  period  shall  be  deemed  approval  of 
such  request. 

Sec.  15.  (NEW)  Any  health  care  facility  or  in- 
stitution which  is  proposing  to  undertake  a capital 
expenditure  in  excess  of  twenty-five  thousand  dol- 
lars but  less  than  one  hundred  thousand  dollars, 
including  leasing  of  equipment  or  facilities,  but  ex- 
cluding replacement  of  existing  equipment,  which 
expenditure  was  not  included  in  a budget  approved 


Volume  37,  No.  9 


473 


under  section  16  of  this  act,  shall  tile  a report  of  such 
proposed  expenditure  with  the  commission  not  less 
than  thirty  days  prior  to  the  proposed  initiation 
date  of  the  project  and,  if  a majority  of  the  Commis- 
sion believes  the  project  is  not  reasonable  under  the 
circumstances,  the  commission  shall  hold  a public 
hearing  thereon,  at  least  seven  days’  notice  of  which 
shall  be  given  to  the  facility  or  institution  by  certi- 
fied mail  and  to  the  public  by  publication  in  a news- 
paper having  a circulation  in  the  area  affected.  If 
the  commission  believes,  after  hearing  all  substan- 
tiating data,  that  the  need  for  the  project  has  not 
been  justified,  it  shall  order  the  facility  or  institu- 
tion to  delay  initiation  of  the  project  for  a period  of 
six  months,  at  which  time  the  report  may  be  resub- 
mitted for  reconsideration.  Failure  of  the  commission 
to  act  within  thirty  days  of  the  filing  of  any  report 
under  this  section  shall  be  deemed  approval  thereof. 
Upon  a showing  by  such  facility  or  institution  that 
the  need  for  such  capital  expenditure  is  of  an  emer- 
gency nature,  the  commission  may  waive  the  re- 
quirement that  the  report  be  filed  at  least  thirty  days 
prior  to  the  proposed  initiation  date,  provided  such 
report  shall  be  filed  not  less  than  five  days  prior 
to  such  date. 

Sec.  16.  (NEW)  Effective  July  1,  1974,  every  hos- 
pital, and  any  other  health  care  facility  and  institu- 
tion requested  to  do  so  by  the  commission,  shall 
submit  annually  to  the  commission  its  proposed 
operating  and  capital  expenditures  budget  for  its 
next  fiscal  year  at  least  ninety  days  prior  to  the  pro- 
posed adoption  date  of  such  budget.  The  commission 
shall  review  such  proposed  budget  and  notify  the 
facility  or  institution  of  its  approval,  denial  or  mod- 
ification of  such  budget  not  later  than  forty-five 
days  before  such  proposed  adoption  date.  Failure 
of  the  commission  so  to  notify  the  facility  or  institu- 
tion shall  be  deemed  approval  of  such  budget.  If  the 
commission  denies  or  modifies  a budget,  it  shall 
hold  a hearing  within  ten  days  of  such  denial  or 
modification  with  representatives  of  the  institution, 
to  consider  and  evaluate  such  data  and  information 
as  it  considers  relevant.  Within  fifteen  days  of  the 
hearing,  the  commission  shall  recommend  a budget 
for  the  institution  which  it  deems  to  be  reasonable 
under  the  circumstances.  If  the  institution  refuses 
to  accept  such  budget  recommendations,  and  agree- 
ment cannot  be  reached  by  the  commission  and  the 
institution  at  least  fifteen  days  before  the  proposed 
budget  adoption  date,  the  commission  shall  order  the 
institution  to  adopt  a budget  which  the  commission 
deems  acceptable  for  the  coming  fiscal  period. 

Sec.  17.  (NEW)  Any  health  care  facility  or  institu- 
tion aggrieved  by  any  decision  of  said  commission 
under  the  provisions  of  sections  1 to  16,  inclusive,  of 


this  act  may,  within  thirty  days  after  receipt  of 
written  notice  thereof  from  the  commission,  appeal 
to  the  court  of  common  pleas  for  the  county  or  judi- 
cial district  in  which  it  is  located  or  to  the  court  of 
common  pleas  for  Hartford  county,  which  court  may 
grant  such  relief  as  to  equity  may  appertain.  Such 
appeal  shall  not  act  as  a stay  of  the  decision  appealed 
from  unless  so  ordered  by  the  commission  or  by  the 
court  or  by  a judge  thereof,  and  such  appeal  shall 
have  precedence  over  nonprivileged  cases  in  respect 
to  order  of  trial. 

Sec.  18.  (NEW)  The  court  of  common  pleas,  on 
application  of  the  commission  or  the  attorney  gen- 
eral, may  enforce,  by  appropriate  decree  or  process, 
any  provision  of  this  act  or  any  act  or  any  order  of 
the  commission  rendered  in  pursuance  of  any  statu- 
tory provision. 

Sec.  19.  (NEW)  The  commission  may  promulgate 
regulations  to  carry  out  the  provisions  of  sections  1 
to  16,  inclusive,  of  this  act,  concerning  the  submis- 
sion of  data  by  health  care  facilities  or  institutions, 
the  ongoing  inspections  by  the  commission  of  opera- 
ting budgets  of  such  facilities  and  institutions  after 
their  approval,  standard  reporting  forms  and  stan- 
dard accounting  procedures  to  be  utilized  by  such 
facilities  and  institutions  and  the  transferability  of 
line  items  in  the  approved  operating  budgets  of  the 
health  care  facilities  and  institutions,  provided,  any 
health  care  facility  or  institution  may  transfer  any1 
amounts  among  items  in  its  operating  budget,  pro- 
vided such  facility  or  institution  is  not  exceeding 
and  will  not  exceed  its  overall  operating  budget.  All 
such  transfers  shall  be  reported  to  the  commission 
within  thirty  days  of  the  transfer  or  transfers. 

Sec.  28.  (NEW)  On  or  before  December  31,  1974, 
and  annually  thereafter,  each  health  care  facility . 
and  institution  which  had  submitted  a budget  under  r 
the  provisions  of  section  16  of  this  act  shall  report  to 
the  commission  with  respect  to  its  operations  in  its  ■ 
prior  fiscal  year. 

Sec.  30.  (NEW)  The  sum  of  three  hundred  thou- 
sand dollars  is  appropriated  for  the  fiscal  year  end-  • 
ing  June  30,  1974,  to  carry  out  the  provisions  of 
this  act. 

Signed  into  law  by  Governor  Thomas  J.  Meskill, 
April  30,  1973 

• • • • 
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j be  an  obligation  of  medical 
ce. . . 

Medical  societies  ought  to  con- 
ontinuing  campaigns  to  point 
? substantial  savings  that  could 
lized  thru  deductible  insurance 
otection  for  catastrophic  ill- 
\t  the  very  least,  they  should,  in 
tients’  interest,  question  the 
; of  any  insurance  organization 
ises  health  care  costs  by  forc- 
licyholders  to  buy  insurance 
lay  not  need  or  want  and  prob- 
on’t  ever  use. 

Too  many  doctors  are  indiffer- 
the  economic  consequences  of 
ecisions.  Too  many,  for  ex- 
, habitually  hospitalize  patients 
convenience  of  the  MD.  It’s 
ise  to  deny  such  habits  exist . . . 
Doctors,  thru  their  medical  so- 
, have  unhesitatingly  appealed 
r patients  for  support  in  the 
gainst  government  interference 
e private  practice  of  medicine, 
e public  in  the  past  has  re- 
2d.  It’s  time  the  American  Med- 
sociation  and  state  and  local 
al  societies  paid  off  the  debt  by 
ie  action  to  hold  down  the  cost 
lical  care.” 

f Drugs 

lsurance  rates  and  hospital 
is  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection’’  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


Irugs  that  he  selects  to  treat  the 
ty  of  conditions  encountered  in 
ctice.  Moreover,  the  physi- 
shoice  of  a specific  brand  is 
on  his  knowledge  of  the  pa- 
medical  history  and  current 
on,  and  his  experiences  with 
•ticular  manufacturer’s 
:t. 

ome  substitution  proponents 
rgued  that  the  dispensing  of  a 
iption  is  a simple  two-party 
stion  between  the  pharmacist 
5 patient,  and  that  a substitut- 
armacist  may  avoid  even  a 
sal  breach  of  contract  by  simply 
ig  the  patient  that  he  is  making 
ostitution.  I would  judge  that 
jrts  would  be  sympathetic 
a pharmacist  who  substituted 
t physician  approval  and  who 
ook  a legal  defense  that  seeks 
e the  patient  responsible  for 
armacist’s  actions, 
id  Prescription  Prices? 
ubstitution  advocates  are 
;ting  to  the  consumer,  and  par- 
ly the  consumer  activist,  that 
id  prescription  prices  could 
legalization  of  substitution. 

/e  seen  absolutely  no  evidence 
ify  this  claim.  To  the  contrary, 
ence  in  Alberta,  Canada,  where 
:ution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

( For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?’’ 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


In  the  Matter  of  CERTIFICATE  OF  NEED 
FOR  ASTON  PARK  HOSPITAL,  INC. 

Supreme  Court  of  North  Carolina 
January  26,  1973 


Action  by  hospital  corporation  attacking  denial  of 
certificate  of  need  for  construction  of  hospital  by  the 
medical  care  commission.  The  Superior  Court,  Lacy 
H.  Thornburg,  J.,  entered  a decree  in  favor  of  the 
hospital  corporation  and  the  commission  appealed. 
The  Supreme  Court,  Lake,  J.,  held  that  statute  auth- 
orizing medical  care  commission  to  refuse  to  permit 
corporation  to  build  with  private  funds  and  suitable 
materials  on  private  property  suitably  located  a well 
planned  hospital  which  was  to  be  adequately  equip- 
ped and  staffed  on  ground  that  in  the  opinion  of 
commission  there  were  in  the  area  hospitals  with 
bed  capacity  sufficient  to  meet  needs  of  population 
is  in  excess  of  constitutional  power  of  legislature 
as  statute  constitutes  a deprivation  of  liberty  without 
due  process  and  establishes  a monopoly  in  existing 
hospitals  contrary  to  Constitution. 

Affirmed. 

1.  Constitutional  Law 

Statute  authorizing  medical  care  commission  to 
refuse  to  permit  corporation  to  build  with  private 
funds  and  suitable  materials  on  private  property 
suitably  located  a well  planned  hospital  which  was 
to  be  adequately  equipped  and  staffed  on  ground 
that  in  the  opinion  of  commission  there  were  in  the 
area  hospitals  with  bed  capacity  sufficient  to  meet 
needs  of  population  is  in  excess  of  constitutional 
power  of  legislature  as  statute  constitutes  a depriva- 
tion of  liberty  without  due  process  and  establishes  a 
monopoly  in  existing  hospitals  contrary  to  Con- 
stitution. 

2.  Constitutional  Law 

Whether  state’s  exercise  of  police  power  is  valid 
presents  a question  of  degree  and  of  reasonableness 
in  relation  to  public  good  likely  to  result  from  it. 

3.  Constitutional  Law 

Right  to  work  and  earn  a livelihood  is  a property 
right  which  may  not  be  taken  away  except  under  po- 
lice power  of  state  in  paramount  public  interest  for 
reasons  of  health,  safety,  morals,  or  public  welfare. 

4.  Hospitals 

Police  power  extends  to  reasonable  regulation  of 
hospitals  both  as  to  their  construction  and  as  to  their 
operation,  but  fact  that  business  of  hospital  is  related 
to  public  health  does  not  mean  that  every  regulation 
of  its  activities  falls  within  scope  of  police  power. 


Aston  Park  Hospital,  Inc.,  hereinafter  called  Aston 
Park,  a nonprofit  corporation,  filed  with  the  North 
Carolina  Medical  Care  Commission,  hereinafter 
called  Commission,  on  7 October  1971,  its  applica- 
tion for  a certificate  of  need  for  the  construction  of 
a general  hospital  of  200-bed  capacity  in  the  City  of 
Asheville.  For  many  years  prior  thereto,  Aston  Park 
owned  and  operated  a general  hospital  with  a capa- 
city of  50  beds.  Its  purpose  is  to  discontinue  the  op- 
eration of  this  old  plant  and  replace  it  with  the  new 
and  larger  hospital  of  modern  design  and  equipment 
upon  a tract  of  69  acres  acquired  by  it  for  this  pur- 
pose in  1967  and  now  owned  by  it  in  fee  simple. 

After  a hearing,  the  Commission  entered  its  order 
denying  the  application  for  a certificate  of  need  on 
the  ground  that  “the  insertion  into  the  Asheville 
health  community  of  a new,  200-bed  general  hospital 
would  be  an  unnecessary  and  weakening  duplication 
of  services  and  undesirable  dilution  of  physicians’ 
time  in  treating  patients  at  widely  separated  hos- 
pitals.” Among  other  things,  the  Commission  found 
that  there  are  presently  in  operation  seven  general 
hospitals  in  the  Commission’s  multi-county  planning 
area  B.  Thus,  the  additional  bed  capacity  to  be  pro- 
vided by  Aston  Park’s  proposed  construction  would 
result  in  the  city’s  having  a hospital  bed  capacity 
in  excess  of  that  which  the  Commission  concluded 
is  needed. 

Aston  Park  proposes  to  build  its  contemplated 
new  plant  without  the  use  of  any  public  funds,  State, 
Federal  or  local.  It  owns  the  unencumbered  pro- 
posed site  and  has  available  to  it,  from  trust  funds 
and  contributions,  approximately  $1,175,000.  It  has 
a firm  commitment  for  a loan  from  a nongovern- 
mental source  of  the  remainder  of  the  total  cost  of 
constructing  and  equipping  the  new  hospital. 

Upon  denial  of  its  application  for  a certificate  of 
need,  Aston  Park  petitioned  the  superior  court  for 
review.  The  court  adjudged  the  order  of  the  Com- 
mission invalid  for  the  reason  that  the  statutes  are 
in  violation  of  the  North  Carolina  Constitution. 

From  that  judgment  the  Commission  appealed. 

LAKE,  Justice. 

Article  21,  Chapter  90  of  the  General  Statutes  was 
enacted  and  took  effect  on  21  July  1971. 

“ Orderly  development  of  medical  facilities. — The 
General  Assembly  of  North  Carolina  declares  that 
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it  is  the  public  policy  of  the  State  to  encourage  the 
necessary  and  adequate  development  of  health  and 
medical  care  facilities  and  that  this  development 
shall  be  accomplished  in  a manner  which  is  orderly, 
timely,  economical,  and  without  unnecessary  dupli- 
cation of  these  facilities.” 

The  provisions  of  G.S.  § 90-291,  material  to  this 
appeal,  are  as  follows: 

"Certificate  of  need.  — (a)  Any  other  provisions  of 
law  to  the  contrary  notwithstanding,  such  State 
agencies  as  administer  licensing  laws  applicable  to 
medical  care  facilities  shall,  as  a pre-condition  to 
issuing  or  continuing  the  license  applied  for,  make  a 
‘determination  of  need’  with  respect  to  any  new  con- 
struction, construction  of  additional  bed  capacity  or 
conversion  of  existing  bed  capacity  for  which  a li- 
cense is  requested. 

“(b)  Any  proposed  medical  care  facility,  desiring 
to  be  licensed  by  a State  licensing  agency,  shall  make 
application  for  a certificate  of  need,  as  required  by 
this  Article,  when  such  facility  proposes  new  con- 
struction. Any  existing  medical  care  facility  need 
not  apply  for  a certificate  of  need  except  when  the 
facility  proposes  new  construction,  construction  of 
additional  bed  capacity,  or  the  conversion  of  exist- 
ing bed  capacity  to  a different  license  category,  ex- 
cept outpatient  and  emergency  services. 

“(c)  Certificates  of  need  shall  be  issued  or  denied, 
suspended,  revoked  or  reinstated  by  such  agencies 
having  responsibility  for  licensing  medical  care  fa- 
cilities in  accordance  with  law  and  rules  and  regula- 
tions of  the  licensing  agency. 

“No  certificate  of  need  shall  be  issued  unless  the 
action  proposed  in  the  application  for  such  certifi- 
cate is  necessary  to  provide  new  or  additional  in- 
patient facilities  in  the  area  to  be  served,  can  be 
economically  accomplished  and  maintained,  and  will 
contribute  to  the  orderly  development  of  adequate 
and  effective  health  services.  In  making  such  deter- 
minations, there  shall  be  taken  into  consideration 

(1)  The  size,  composition  and  growth  of  the  popu- 
lation of  the  area  to  be  served; 

(2)  The  number  of  existing  and  planned  facilities 
of  similar  types; 

(3)  The  extent  of  utilization  of  existing  facilities; 
and 

(4)  The  availability  of  facilities  or  service  which 
may  serve  as  alternatives  or  substitutes. 

“(e)  Construction  of  a new  medical  care  facility 
or  expansion  of  an  existing  facility  to  gain  additional 
bed  capacity  shall  not  be  instituted  or  commenced 
after  the  effective  date  of  this  Article  except  upon 
application  for  and  receipt  of  a certificate  of  need 


as  provided  herein:  Provided  that  in  any  case  which, 
prior  to  July  21,  1971,  there  has  been  proposed  the 
construction  of  a new  facility  or  the  expansion  of 
bed  capacity  of  an  existing  facility  and  preliminary 
plans  have  been  submitted  to  a State  licensing 
agency,  such  proposed  projects  are  exempt  to  the 
extent  of  initial  construction  or  expansion  provided 
for  in  such  preliminary  plans  from  the  provisions  of 
this  Article. 

“h)  Decisions  concerning  a certificate  of  need 
shall  be  appealable  to,  or  subject  to  judicial  review 
in,  the  courts  as  provided  by  law  with  regard  to  li- 
censing decisions  of  any  licensing  agency. 

“(i)  The  boards  or  commissions  of  State  licensing 
agencies  shall  have  authority  to  adopt  policies,  rules 
and  regulations  in  order  to  effectuate  the  provisions 
and  purposes  of  this  Article.” 

The  superior  court  concluded  that  the  following 
provisions  of  the  Constitution  of  North  Carolina 
are  violated  by  one  or  more  of  these  statutory  pro- 
visions: 

"The  equality  and  rights  of  persons.  We  hold  it  to 
be  self-evident  that  all  persons  are  created  equal; 
that  they  are  endowed  by  their  Creator  with  certain 
inalienable  rights;  that  among  these  are  life,  liberty, 
the  enjoyment  of  the  fruits  of  their  own  labor,  and 
the  pursuit  of  happiness.” 

"Law  of  the  land;  equal  protection  of  the  laws. 
No  person  shall  be  taken,  imprisoned,  or  disseized 
of  his  freehold,  liberties,  or  privileges,  or  outlawed, 
or  exiled,  or  in  any  manner  deprived  of  his  life, 
liberty,  or  property,  but  by  the  law  of  the  land.  No 
person  shall  be  denied  the  equal  protection  of  the 
laws;  nor  shall  any  person  be  subjected  to  discrimin- 
ation by  the  State  because  of  race,  color,  religion, 
or  national  origin.” 

" Exclusive  emoluments.  No  person  or  set  of  per- 
sons is  entitled  to  exclusive  or  separate  emoluments 
or  privileges  from  the  community  but  in  considera- 
tion of  public  services.” 

“ Perpetuities  and  monopolies.  Perpetuities  and 
monopolies  are  contrary  to  the  genius  of  a free  state 
and  shall  not  be  allowed.” 

"Legislative  power.  The  legislative  power  of  the 
State  shall  be  vested  in  the  General  Assembly, 
which  shall  consist  of  a Senate  and  a House  of  Rep- 
resentatives.” 

Upon  this  appeal  we  do  not  have  before  us  any 
question  as  to  the  authority  of  the  Legislature  to 
require  one  who  proposes  to  operate  a hospital, 
nursing  home  or  other  facility  for  the  care  of  sick 
people,  to  obtain  from  the  appropriate  State  licens- 
ing board  a license  or  permit.  Nor  do  we  have  before 
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us  any  question  as  to  the  authority  of  the  Legislature 
to  declare  that  such  permit  shall  be  denied  unless 
the  applicant  meets  reasonable  minimum  specifica- 
tions concerning  the  design  and  construction  of  the 
building,  its  equipment,  sanitation  and  maintenance. 
Nothing  whatever  in  this  record  suggests  that  the 
hospital  which  Aston  Park  proposes  to  construct  will 
not  be  adequate  in  design,  structure  or  equipment 
or  that  it  will  not  be  maintained  in  accordance  with 
the  highest  standards  of  sanitation  and  patient  care. 
The  Commission  has  made  no  objection  to  Aston 
Park’s  continuing  to  operate  its  present  plant. 
Nothing  in  the  record  suggests  that  the  proposed 
hospital  will  not  be  superior  to  the  present  plant  in 
all  these  respects. 

The  present  appeal  raises  no  question  concerning 
the  power  of  the  Legislature,  through  an  appropriate 
board  or  commission,  to  limit  the  use  of  public  funds, 
or  other  governmental  aid,  State  or  local,  either  in 
the  construction  or  in  the  maintenance  of  a hospital, 
nursing  home  or  other  facility  for  the  care  of  sick 
people,  to  institutions  for  which  the  appropriate 
State  board  or  commission  finds,  by  reasonable  and 
appropriate  procedures,  an  existing  need  in  view  of 
existing  facilities  operated  for  such  purpose.  This 
appeal  raises  no  question  concerning  the  power  of 
the  Legislature  to  require  the  applicant  for  such 
public  assistance  to  comply  with  any  reasonable 
requirements  concerning  construction,  operation  or 
maintenance  of  such  institution.  Aston  Park  seeks 
no  grant  of  public  funds.  Federal,  State  or  local.  It 
proposes  to  construct  its  new  facility  upon  property 
which  it  now  owns  in  fee  simple  and  to  build  and 
operate  it  with  the  expenditure  of  the  income  or 
principal  of  trust  funds,  established  by  private  bene- 
factors for  its  benefit,  contributions  received  from 
private  sources  and  charges  to  its  patients. 

Upon  this  appeal  no  question  arises  as  to  the 
power  of  the  Legislature  to  confer  upon  cities  and 
towns  the  authority  to  enact  reasonable  zoning 
ordinances  limiting  the  construction  and  operation 
of  a hospital,  nursing  home  or  other  facility  for  the 
care  of  sick  people  to  certain  areas,  or  reasonably 
to  regulate  the  location  and  operation  of  an  institu- 
tion for  the  care  of  persons  afflicted  with  contagious 
diseases  or  disorders  of  the  mind.  Nothing  in  the 
record  before  us  suggests  that  the  69  acre  tract  on 
which  Aston  Park  proposes  to  construct  its  new  hos- 
pital is  not  a suitable  location  therefor. 

Nothing  in  this  appeal  presents  any  question  con- 
cerning the  power  of  the  Legislature  to  require  a 
hospital,  nursing  home  or  other  facility  for  the  care 
of  sick  people  to  be  staffed  with  a reasonably  ade- 
quate number  of  doctors,  nurses,  technicians  and 
other  personnel  or  to  require  that  such  personnel 


have  the  training  and  qualifications  reasonably  nec- 
essary to  assure  proper  care  for  its  patients. 

[1]  In  the  present  case,  the  Commission  claims 
and  the  statute  purports  to  confer  upon  it  the  author- 
ity to  forbid  the  construction,  with  private  funds  and 
suitable  materials,  upon  private  property  suitably 
located,  of  a well  planned  hospital  which  is  to  be 
adequately  equipped  and  staffed  with  a sufficient 
number  of  well  trained  personnel  in  all  categories, 
the  sole  reason  for  such  prohibition  being  that,  in 
the  opinion  of  the  Commission,  there  are  now  in  the 
area  hospitals  with  bed  capacity  sufficient  to  meet 
the  needs  of  the  population.  Aston  Park,  which  de- 
sires so  to  engage  in  the  business  of  caring  for  sick, 
injured  and  infirm  people,  contends  that  this  is  in 
excess  of  the  constitutional  power  of  the  Legislature. 
We  agree. 

In  support  of  the  statute  and  of  its  action  there- 
under, the  Medical  Care  Commission  contends  that 
there  is  a shortage  of  doctors  and  of  adequately 
trained  hospital  staff  workers,  especially  nurses,  that 
excess  hospital  construction  will  spread  the  avail- 
able hospital  employees  more  thinly  and  thus  en- 
danger adequate  care  of  the  patients,  that  the  time 
of  the  doctors  can  be  used  more  efficiently  if  the 
total  bed  capacity  is  concentrated,  that  excess  bed 
capacity  will  result  in  a substantial  amount  of  vacant 
rooms  and  beds,  that  there  are  certain  overhead 
costs  which  increase  with  the  number  of  beds  wheth- 
er occupied  or  vacant,  that  the  overhead  cost  of 
vacant  beds  must  be  absorbed  by  the  patients  in  the 
occupied  beds  and,  consequently,  the  effect  of  excess 
hospital  bed  capacity  will  be  less  efficient  service 
to  patients  at  greater  cost. 

The  Appellate  Division  of  the  Supreme  Court  of 
New  York  found  a like  argument  persuasive  . . . Not- 
withstanding our  great  respect  for  that  court  and  for 
the  opinion  of  the  Medical  Care  Commission,  we  do 
not  find  the  argument  convincing.  It  is  a matter  of 
common  knowledge  that  in  many  communities  hos- 
pital costs  have  spiralled  upward  in  recent  years 
while  patients  desiring  hospitalization  have  been 
unable  to  find  promptly  a vacant  hospital  room. 

Compulsory  curtailment  of  facilities  for  the  care 
of  the  sick  is  not  a reasonable  choice  of  a remedy  for 
a shortage  of  trained  hospital  personnel,  nurses  and 
doctors.  In  any  event,  we  hold  that  the  Constitution 
of  this  State  does  not  permit  the  Legislature  to  au- 
thorize a State  board  or  commission  to  forbid  per- 
sons, with  the  use  of  their  own  property  and  funds, 
to  construct  adequate  facilities  and  to  employ  therein 
a licensed  professional  and  quasi-professional  staff 
for  the  treatment  of  sick  people,  who  desire  the 
service,  merely  because  to  do  so  endangers  the  abil- 
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ity  of  other,  established  hospitals  to  keep  all  their 
beds  occupied. 

As  Mr.  Justice  Harlan,  speaking  for  the  Supreme 
Court  of  the  United  States,  observed  . . . “It  is  the 
history  of  monopolies  in  this  country  and  in  England 
that  predictions  of  ruin  are  habitually  made  by  them 
when  it  is  attempted,  by  legislation,  to  restrain  their 
operations  and  to  protect  the  public  against  their 
exactions.”  Mr.  Justice  Harlan  was,  of  course,  speak- 
ing of  monopolies  created  by  private  ingenuity  and 
operated  for  profit  and  of  legislation  designed  to 
curb  their  economic  stranglehold  upon  the  public. 
His  observation,  however,  applies  also  to  monopolies 
created  by  statute  though  not  operated  for  profit, 
as  such.  In  the  ordinary  businesses  it  has  been  the 
:ommon  experience  in  America  that  competition  is 
an  incentive  to  lower  prices,  better  service  and  more 
efficient  management.  The  record  discloses  no 
reason  to  suppose  that  the  same  is  not  true  in  the 
practice  of  the  healing  arts  and  in  the  operation  of 
institutions  for  that  purpose.  If,  however,  competi- 
tion results  in  more  courteous  and  attentive  service 
and  a more  diligent  search  for  improved  methods, 
these  benefits  may  well  be  deemed  to  balance,  at 
least,  the  detriment  of  higher  prices.  While  in  many 
respects  a hospital  is  not  comparable  to  an  ordinary 
business  establishment,  we  know  of  no  reason  to 
doubt  its  similarity  thereto  in  its  response  to  the  spur 
of  competition. 

In  the  public  utility  businesses  competition,  deem- 
ed unnecessary,  is  curtailed  by  the  requirement  that 
one  desiring  to  engage  in  such  business  procure 
from  the  Utilities  Commission  a certificate  of  public 
convenience  and  necessity.  However,  in  those  fields 
the  State  has  undertaken  to  protect  the  public  from 
the  customary  consequences  of  monopoly  by  making 
the  rates  and  services  of  the  certificate  holder  sub- 
ject to  regulation  and  control  by  the  Utilities  Com- 
mission. No  comparable  power  to  regulate  hospital 
rates  and  services  has  been  given  to  the  Medical 
Care  Commission. 

[2]  Any  exercise  by  the  State  of  its  police  power 
is,  of  course,  a deprivation  of  liberty.  Whether  it  is 
ia  violation  of  the  Law  of  the  Land  Clause  or  a valid 
exercise  of  the  police  power  is  a question  of  degree 
and  of  reasonableness  in  relation  to  the  public  good 
likely  to  result  from  it.  To  deny  a person,  association 
or  corporation  the  right  to  engage  in  a business, 
otherwise  lawful,  is  a far  greater  restriction  upon  his 
or  its  liberty  than  to  deny  the  right  to  charge  in  that 
business  whatever  prices  the  owner  sees  fit  to  charge 
for  service.  Consequently,  such  a deprivation  of  his 
liberty  requires  a substantially  greater  likelihood  of 
benefit  to  the  public  in  order  to  enable  it  to  survive 


his  attack  based  upon  the  Constitution  of  North 
Carolina. 

[3]  As  Justice  Higgins  said,  “The  right  to  work 
and  to  earn  a livelihood  is  a property  right  that  can- 
not be  taken  away  except  under  the  police  power  of 
the  State  in  the  paramount  public  interest  for  reasons 
of  health,  safety,  morals,  or  public  welfare.”  In  dis- 
cussing the  extent  of  the  police  power  of  a state 
under  the  comparable  Due  Process  Clause  of  the 
Fourteenth  Amendment  to  the  Federal  Constitu- 
tion, the  Supreme  Court  of  the  United  States  said 
in  Lawton  v.  Steele: 

“To  justify  the  state  in  thus  interposing  its 
authority  in  behalf  of  the  public,  it  must  appear 
— First,  that  the  interests  of  the  public  generally, 
as  distinguished  from  those  of  a particular  class, 
require  such  interference;  and,  second,  that  the 
means  are  reasonably  necessary  for  the  accom- 
plishment of  the  purpose,  and  not  unduly  oppres- 
sive upon  individuals.  The  legislature  may  not, 
under  the  guise  of  protecting  the  public  interests, 
arbitrarily  interfere  with  private  business,  or  im- 
pose unusual  and  unnecessary  restrictions  upon 
lawful  occupations.” 

[4]  Obviously,  the  police  power  extends  to  reason- 
able regulation  of  hospitals,  both  as  to  their  con- 
struction and  as  to  their  operation.  However,  the 
fact  that  the  business  of  a hospital  is,  per  se,  related 
to  the  public  health  does  not  mean  that  every  regu- 
lation of  its  activities  falls  within  the  scope  of  the 
police  power:  “If  a statute  is  to  be  sustained  as  a 
legitimate  exercise  of  the  police  power,  it  must  have 
a rational,  real,  or  substantial  relation  to  the  public 
health,  morals,  order,  or  safety,  or  the  general  wel- 
fare. In  brief,  it  must  be  reasonably  necessary  to 
promote  the  accomplishment  of  a public  good,  or  to 
prevent  the  infliction  of  a public  harm.”  “But  the 
power  to  regulate  a business  or  occupation  does  not 
necessarily  include  the  power  to  exclude  persons 
from  engaging  in  it  . . . When  this  field  has  been 
reached,  the  police  power  is  severely  curtailed  ...  In 
one  respect  authorities  are  agreed:  It  is  necessary  to 
a valid  exercise  of  the  police  power  that  the  proposed 
restriction  have  a reasonable  and  substantial  relation 
to  the  evil  it  purports  to  remedy.” 

We  find  no  such  reasonable  relation  between  the 
denial  of  the  right  of  a person,  association  or  corpo- 
ration to  construct  and  operate  upon  his  or  its  own 
property,  with  his  or  its  own  funds,  an  adequately 
staffed  and  equipped  hospital  and  the  promotion  of 
the  public  health.  Consequently,  we  hold  that  G.S. 
§ 90-291  is  a deprivation  of  liberty  without  due  pro- 
cess of  law,  in  violation  of  the  Constitution  of  North 
Carolina  insofar  as  it  denies  Aston  Park  the  right  to 
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construct  and  operate  its  proposed  hospital  except 
upon  the  issuance  to  it  of  a certificate  of  need. 

Such  requirement  establishes  a monopoly  in  the 
existing  hospitals  contrary  to  the  provisions  of  the 
Constitution  of  North  Carolina. 

In  so  holding  we  do  not  substitute  our  judgment 
for  that  of  the  Medical  Care  Commission  as  to  the 
extent,  if  any,  of  the  present  need  for  additional 
hospital  bed  capacity  in  the  City  of  Asheville.  It  may 
prove  true  that  Aston  Park  will  not  be  able  to  recruit 
the  professional  and  quasi-professional  staff  neces- 
sary to  enable  it  to  operate  the  proposed  hospital 
so  that  its  revenues  will  be  sufficient  to  meet  its  ex- 
penses. Thus,  the  proposed  hospital  may  never  be 
able  to  commence  operations  or,  if  it  commences 
them,  it  may  be  compelled  for  financial  reasons  to 
close.  The  Constitution  of  this  State  does  not,  how- 
ever, permit  the  Legislature  to  confer  upon  the  Med- 
ical Care  Commission  the  power  of  a guardian  to 
protect  Aston  Park  from  possible  bad  financial 
judgment.  Nor  does  it  permit  the  Legislature  to  grant 
to  the  Medical  Care  Commission  authority  to  ex- 
clude Aston  Park  from  this  field  of  service  in  order 
to  protect  existing  hospitals  from  competition  other- 
wise legitimate. 

Affirmed. 


HALL-BROOKE 

FOUNDATION 

A NON-PROFIT  ORGANIZATION  DEDICATED  TO 
COMMUNITY  HEALTH  CARE  AND  EDUCATION 

Elisabeth  Solomon 
Executive  Director 

Albert  M.  Moss,  M.D. 
Medical  Director 

HALL-BROOKE  HOSPITAL 

HALL-BROOKE  SCHOOL 

A JCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within  a 
therapeutic  community. 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

Leo  H.  Berman,  M.D. 
Director  of  Professional  Services 

Edgar  J.  Appelman 
Director 

47  LONG  LOTS  ROAD 
WESTPORT,  CONNECTICUT  06880 
Telephone:  (203)  227-1251 

Please  Mention  This 
JOURNAL 

when  writing  to  Advertisers 


INDEX  TO  ADVERTISERS 


Aetna  Life  & Casualty  456 

Beacon  Investing  Corporation  458 

Burroughs  Wellcome  & Company  bet.  458  & 459 

Connecticut  Blue  Cross 462 

Dentocain  Company  490 

Arthur  W.  Eade,  Insurance  464 

Geigy  Pharmaceuticals  Corp bet.  442  & 443 

Geriatric  Pharmaceutical  Corp 5 

Group  Insurers,  Inc 484 

Hall-Brooke  Hospital 479 

Eli  Lilly  & Company  FC,  6 

Merck,  Sharp  & Dohme  465,  466,  467 

Pharmaceutical  Manufacturers 


Assoc bet.  474  & 475 

Physicians  Planning  Service  Corp 489 

A.  H.  Robins bet.  474  & 475 

Roche  Laboratories  2&3,  bet.  442  & 443  BC 

Sanibel  Hospital 444 

Schering  Corporation bet.  442  & 443 

G.  D.  Searle bet.  458  & 459 


Sound  View-Specialized  Care  Center 448 

Southern  New  England  Telephone  Co IBC 

Stuart  Pharmaceuticals 


Division  of  ICI  America,  Inc bet.  458  & 459 

Upjohn  Company 4 


ADVERTISING 

All  advertising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  Medical  Journal 
Advertising  Bureau  Inc.  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official  i 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  received  | 
and  found  to  comply  with  the  principles  of  advertising  of  | 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The  | 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut  I 
Medicine,  the  Journal  of  the  Connecticut  State  Medical 
Society. 


480 


Connecticut  Medicine,  September,  1973 


Keeping  The  Patient’s  Secrets 


Disclosure  of  confidential  medical  information 
can  easily  result  in  embarrasment  or  injury  to  a pa- 
tient. It  it  does,  a lawsuit  may  follow. 

From  the  time  of  Hippocrates,  if  not  before,  the 
physician’s  obligation  to  preserve  his  patients’  se- 
crets has  been  recognized.  The  Principles  of  Medical 
Ethics,  today,  reinforce  that  obligation. 

The  duty  to  keep  patients’  secrets  is  essential  for 
good  medical  practice.  To  encourage  the  patient  to 
talk  freely  about  his  symptoms,  habits,  and  activi- 
ties, it  is  necessary  to  assure  him  that  his  secrets 
won’t  be  disclosed  without  his  consent. 

This  duty  is  not  absolute.  The  Principles  of  Medi- 
cal Ethics  prohibit  the  physician  from  disclosing  the 
secrets  of  patients  “unless  he  is  required  to  do  so  by 
law  or  unless  it  becomes  necessary  in  order  to  pro- 
tect the  welfare  of  the  individual  or  of  the  commu- 
nity.” It  is  sometimes  recognized  and  enforced  by 
law.  A patient  may  sue  for  breach  of  this  duty. 

Existence  of  Legal  Duty 

At  the  outset,  the  question  arises  as  to  the  basis  for 
liability  in  a suit  of  this  nature.  This  was  an  issue  in 
a decision  in  Tennessee  (Quarles  vs.  Sutherland,  389 
SW2d  249,  Tenn,  1965).  The  suit  arose  out  of  an  in- 
jury suffered  by  a woman  in  an  accident  at  a store. 

The  woman  was  taken  by  store  personnel  to  a phy- 
sician’s office.  No  charge  was  made  for  his  services. 
She  did  not  know  and  was  not  advised  that  he  was 
the  regular  store  physician. 

The  woman  retained  an  attorney  to  represent  her 
in  making  a claim  against  the  store.  The  attorney 
wrote  to  the  physician  and  requested  that  no  medi- 
cal report  be  given  to  anyone  without  first  notifying 
him.  The  physician,  however,  sent  a copy  of  his  medi- 
cal findings  to  the  store’s  attorney.  The  woman  sued 
for  damages.  She  claimed  that  the  disclosure  had 
prejudiced  her  claim  against  the  store. 

The  court  considered  various  rules  of  Tennessee 
law.  Under  one  rule,  a physician  can  be  compelled 
to  testify  in  court  about  information  he  has  received 
in  the  course  of  treatment  of  a patient,  without  any 
restrictions.  This  follows  the  common-law  rule. 
Thirty-six  other  states  and  the  District  of  Columbia 
have  adopted  laws  which  prohibit  such  testimony, 
with  varying  exceptions. 

Under  the  Tennessee  Medical  Practice  Act,  a 
physician’s  license  may  be  revoked  for  “the  wilful 
betrayal  of  a professional  secret.”  The  court  ruled 
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that  this  law  relates  only  to  licensure  and  does  not 
give  the  patient  a right  to  recover  damages  for 
breach  of  the  ethical  duty  of  confidentiality.  The 
decision  might  be  different  in  other  states. 

The  court  held  that  the  only  possible  basis  for  the 
suit  would  be  breach  of  an  implied  contract  or  def- 
amation. In  the  absence  of  any  claim  that  the  in- 
formation disclosed  by  the  physician  was  untrue, 
there  was  no  basis  for  liability  for  defamation.  The 
court  also  rejected  the  theory  of  implied  contract, 
saying  that  the  woman  had  not  attempted  to  pay  the 
physician  for  his  services,  that  she  had  merely  ac- 
cepted free  medical  treatment  from  the  store’s  phy- 
sician, and  that  he  was  not  her  physician.  Other 
courts  in  different  situations  have  held  that  a phy- 
sician-patient relationship  is  created  when  a person 
seeks  medical  treatment  and  a physician  undertakes 
that  treatment,  regardless  of  whether  the  physician 
is  paid  for  his  professional  services. 

To  have  confidentiality  depend  upon  a technical- 
ity in  determining  whether  a physician-patient  re- 
lationship exists  would  seem  to  be  unfortunate.  The 
question  of  payment  for  medical  services  should  not 
be  controlling.  The  right  to  prevent  disclosure  should 
arise  whenever  the  physician  undertakes  diagnosis 
or  treatment  for  the  benefit  of  a patient,  as  distin- 
guished from  examination  for  the  benefit  of  a third 
party.  This  right,  however,  should  be  held  to  be 
waived  whenever  the  patient  makes  a claim  in  which 
the  diagnosis  or  treatment  is  directly  involved. 

Medical  Defamation 

The  possibility  of  damages  for  defamation  is  exem- 
plified by  a decision  from  New  Mexico  ( Vigil  vs 
Rice,  397  P2d  719,  NM,  1964).  The  case  arose  out  of 
a medical  report  to  a school  about  a young  schoolgirl. 

The  girl,  13  years  of  age,  developed  a fungus  in- 
fection in  her  foot.  She  was  taken  to  the  family  phy- 
sician for  diagnosis  and  treatment.  The  foot  became 
worse,  and  her  parents  asked  the  school  for  a home 
teacher. 

Under  the  established  procedure,  a report  form 
was  sent  to  the  physician  to  obtain  information  about 
the  illness  which  prevented  school  attendance.  The 
form  was  returned,  signed  by  the  physician,  and 
stating  that  the  girl  was  pregnant.  The  parents  learn- 
ed about  this  when  they  inquired  about  the  delay  in 
obtaining  a home  teacher.  They  tried  unsuccessfully 
to  obtain  the  report  or  to  have  it  destroyed. 

They  then  telephoned  the  physician  and  asked  him 
to  correct  or  retract  the  report.  He  told  them  that 
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he  had  checked  his  files  and  found  nothing  that 
would  indicate  that  he  had  made  such  a report.  He 
also  said  that,  if  they  would  bring  in  the  report,  he 
would  do  what  he  could  to  correct  any  error,  if  he 
had  made  any  error.  Several  times  thereafter,  phone 
calls  were  made  to  the  physician’s  office  asking  that 
the  report  be  corrected,  without  avail.  Finally,  the 
physician’s  nurse  told  the  parents  that  no  call  had 
been  made  to  the  school  and  none  would  be  made. 

The  father  brought  suit  in  behalf  of  the  daughter. 
A jury  awarded  $2,000  as  compensatory  damages 
and  $5,000  as  punitive  damages.  The  award  was 
affirmed  on  appeal. 

A false  statement  that  an  unmarried  female  is 
pregnant  is  defamatory  as  a matter  of  law,  without 
the  necessity  for  proof  that  it  caused  actual  injury. 
In  this  case,  however,  the  physician  raised  the  de- 
fense of  qualified  privilege. 

This  legal  doctrine  grants  protection  from  liability 
where  information  is  given  in  fulfillment  of  a moral 
or  social  obligation,  provided  that  the  information 
is  given  in  good  faith,  without  intent  to  injure  or 
reckless  disregard  of  consequences,  and  to  only  those 
persons  who  have  a legitimate  interest.  This  kind  of 
report  made  in  this  case  is  a good  example  of  one 
for  which  the  privilege  might  apply. 

If  the  report  were  a mere  error  and  nothing  more, 
the  physician  would  probably  have  been  exonerated. 
His  persistent  refusal  to  correct  or  retract  the  false 
report,  however,  was  sufficient  to  permit  the  jury 
to  find  that  he  acted  with  malice,  that  is,  intent  to 
injure.  Thus,  he  lost  the  conditional  privilege. 

The  physician’s  refusal  to  retract  his  report  also 
left  him  open  for  the  award  of  punitive  damages. 
Punitive  damages  are  amounts  awarded  in  addition 
to  compensation  for  actual  losses  or  injuries.  This 
additional  award  is  made  as  a punishment  or  deter- 
rent because  of  the  wanton,  reckless,  malicious,  or 
oppressive  nature  of  the  wrong  committed.  The  re- 
fusal to  retract  the  report  supplied  the  evidence 
of  malice. 

Justification  for  Disclosure 

Even  in  those  states  in  which  a legal  obligation  of 
a physician  not  to  disclose  confidential  information 
is  recognized,  there  are  apt  to  be  reasonable  ex- 
ceptions. This  is  exemplified  by  a decision  from 
New  Jersey  ( Hague  vs  Williams,  181  A 2d  345,  NJ, 
1962).  The  case  arose  out  of  a life  insurance  claim 
on  the  death  of  an  8-month-old  girl. 

The  pediatrician  examined  her  approximately  1 1 
times  during  the  first  four  months  of  her  life.  He 
did  not  report  any  abnormality  or  the  existence  or 
possible  existence  of  heart  trouble  of  any  kind.  One 
night,  however,  the  child  became  seriously  ill,  was 
rushed  to  the  hospital,  and  died  a few  hours  later. 


An  autopsy  disclosed  a congenital  heart  defect. 

Shortly  after  the  birth  of  the  infant,  the  father  had 
purchased  a $1,500  life-insurance  policy,  represent- 
ing that  the  baby  was  in  good  health  to  the  best  of 
his  knowledge  and  belief.  During  the  investigation 
of  the  claim  under  the  policy,  the  insurance  company 
requested  information  from  the  pediatrician,  and 
was  told  that  the  infant  had  heart  trouble  from  birth. 

The  company  denied  the  claim  and  the  father  filed 
suit.  He  collected  a net  amount  of  $600.  He  then  sued 
the  physician  for  $900,  claiming  unlawful  disclosure 
of  confidential  information.  A trial  court  ruling  in 
favor  of  the  physician  was  affirmed  on  appeal. 

New  Jersey,  like  Tennessee,  has  no  law  restricting 
a physician’s  testimony  in  court.  In  addition,  the 
Medical  Practice  Act  of  New  Jersey  does  not  make 
willful  betrayal  of  professional  secrets  a ground  for 
revocation  of  license.  Nevertheless,  the  court  recog- 
nized a legal  duty  of  confidentiality. 

On  the  basis  of  the  oath  of  Hippocrates,  the  Prin- 
ciples of  Medical  Ethics,  and  common  sense,  the 
court  held  that  a physician  has  a duty  not  to  disclose 
confidential  information  frivolously.  This  duty  is 
not  absolute,  the  court  said,  but  is  subject  to  ex- 
ceptions where  the  interest  of  society  demands  dis- 
closure. It  did  not  attempt  to  enumerate  all  of  the 
possible  exceptions,  but  rules  that  the  public  in- 
terest in  an  honest  and  fair  disposal  of  legal  claims 
justifies  disclosure  of  the  physical  condition  of  a 
patient  when  that  condition  is  a significant  factor 
in  the  claim. 

The  privilege  of  confidentiality  is  for  the  benefit 
of  the  patient.  He  should  not,  however,  abuse  that 
privilege  by  attempting  to  make  his  physician  a party 
to  a scheme  to  win  a lawsuit  by  withholding  essen- 
tial information. 

Conclusion 

The  very  few  instances  in  which  physicians  are 
sued  for  disclosing  confidential  information  about 
patients  speaks  favorably  for  the  ethical  standards 
of  the  medical  profession.  Even  where  suits  have 
been  filed,  the  physician  has  been  exonerated  in 
most  instances. 

To  avoid  legal  complications  which  may  arise  from 
this  aspect  of  medical  practice,  the  physician  should 
carefully  observe  the  following  rule:  never  disclose 
to  another  person  any  information  about  a patient 
which  has  been  learned  in  the  physician-patient  re- 
lationship unless  (1)  the  patient  has  given  prior  con- 
sent; (2)  disclosure  is  expressly  required  by  statute 
or  by  a court  order;  (3)  the  other  person  needs  the 
information  for  the  benefit  of  the  health  or  welfare 
of  the  patient;  (4)  the  information  is  essential  for 
protection  of  society  in  general.  — Richard  P. 
Bergen. 


482 


Connecticut  Medicine,  September,  1973 


FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


160  St.  Ronan  Street.  New  Haven.  Conn.  06511 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


Telephone  865-0587 

William  R.  Richards,  M.D. 
Executive  Director 
Josephine  P.  Lindquist 
Associate  Executive  Director 


Leonard  R.  Tomat 
Assistant  Executive  Director 
Scientific  Activities 


Summary  of  Actions 
Council  Meeting 
Wednesday,  July  11,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.  A. 
Grendon,  and  the  Vice  Chairman,  Dr.  C.  E.  Johnson, 
were:  Drs.  Cramer,  Root,  Jr.,  VanSyckle,  Spitz, 
Backhus,  Brandon,  Granoff,  Gardner,  Fabro,  Hess, 
Bradley,  Nemoitin,  Ragland,  Jr.,  James,  Pelz,  Krin- 
sky,  Roch,  Hecklau,  Rubinow,  Harkins,  Magram, 
Freedman  and  Hastings. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Sweeney, 
Mr.  Olson  (FCMA),  Mr.  Sullivan,  (AMA),  Dr.  Foote 
(Commissioner  of  Health)  and  Dr.  Richards. 

Absent  were:  Drs.  Nolan,  Dambeck,  Canzonetti, 
Milles,  Barrett  and  Klare. 

II.  Routine  Business 
Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  June  14,  1973. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Leo  Amarant,  881  Lafayette  Street,  Bridgeport  (F) 
1/1/74 

Bernard  A.  Burnham,  1389  West  Main  Street,  Water- 
bury  (NH)  1/1/74. 

Charles  T.  Desmond,  10649  Montrose  Avenue,  Beth- 
esda,  Maryland  (H)  1/1/74. 

J.  Renton  Egee,  36  Currituck  Road,  Newtown  (F) 
1/1/73 

Joseph  L.  Hetzel,  51  Central  Avenue,  Waterbury 
(NH)  1/1/74 

Charles  M.  Krinsky,  27  Broad  Street,  New  London 
(NL)  1/1/74 

Charles  C.  Verstandig,  19  Filbert  Street,  Hamden 
(NH)  1/1/74. 

Election  of  Student  Member 

It  was  VOTED  to  elect  to  Student  Membership  a 


Connecticut  resident  enrolled  in  a U.S.  medical 
school  as  follows: 

Gary  S.  Dorfman,  305  Mansfield  Street,  Apt.  G, 
New  Haven. 

Yale  University  School  of  Medicine  — Class  of  1976. 
Pre-Med:  Syracuse  University 
Parent:  Milton  Dorfman. 

Date  of  Next  Meeting 

The  Chairman  scheduled  the  next  meeting  of  the 
Council  for  Thursday,  August  9,  1973. 

III.  Old,  New  and  Special  Business 
Resignations,  Appointments,  Etc. 

(a)  Editorial  Committee  of  “Connecticut  Medicine”: 
Tabled  for  action  at  the  two  preceding  meetings, 
it  was  VOTED  to  appoint  to  membership  on  the 
Editorial  Committee  the  following: 

John  C.  Wright,  Middletown 
Hans  H.  Neumann,  New  Haven 
It  was  further  VOTED  to  accept,  with  regret, 
the  resignation  of  John  D.  Haugh,  Hartford,  from 
membership  on  the  Committee,  and  to  table  until 
the  next  meeting  consideration  of  appointing  a 
replacement. 

(b)  Committee  on  Accident  Prevention  and  Emer- 
gency Medical  Services:  It  was  VOTED  to  ap- 
point Francis  P.  A.  Williams,  Bridgeport,  to 
membership  on  the  Committee  for  1973-74. 

Report  — Committee  on  Accident  Prevention 
and  EMS 

It  was  VOTED  to  accept  for  filing  a report  of  the 
Committee  which  stressed  the  need  and  desirability 
of  coordinating  emergency  medical  services  within 
the  state.  It  was  further  VOTED  to  approve  a Com- 
mittee-recommended motion  as  follows: 

That  the  Council  authorize  the  Committee  on 
Accident  Prevention  and  Emergency  Medical 
Services  to  provide  medical  leadership,  where 
appropriate,  and  medical  consultation  and 
guidance,  so  that  this  Committee  would  become 
the  co-ordinating  force  in  the  State  of  Connec- 
ticut for  Emergency  Medical  Services. 
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Reports  — Committee  on  Public  Health 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  the  Committee  on  Public  Health.  The 
Council  then  acted  on  the  reports  seriatim  as  follows: 

(a)  VD  Diagnosis  and  Treatment:  It  was  VOTED 
to  refer  to  the  Advisory  Committee  on  VD  Edu- 
cation and  Control,  for  information  and  possible 
implementation,  a recommendation  of  the  Com- 
mittee that  “information  regarding  methods  of 
diagnosis  and  accepted  treatment  for  venereal 
diseases  be  recirculated  to  the  physicians  of 
the  state.” 

(b)  1973  Amendments  to  Child  Abuse  Statute:  Being 
informed  by  the  Committee  that  1973  amend- 
ments to  the  Child  Abuse  statute  now  require 
reporting  of  actual  or  suspected  cases  to  the 
Welfare  Department  (instead  of  the  Health  De- 
partment, as  in  prior  years)  and  imposes  a $500 
fine  on  physicians  failing  to  make  reports  on 
known  cases,  the  Council  VOTED  that  the  Com- 
missioner of  Welfare  be  advised  of  the  Council’s 
concern  that  all  physicians  be  apprised  of  these 
amendments  in  writing  by  his  Department  with- 
out delay;  that  a copy  of  the  amended  statute 
be  furnished  to  the  Executive  Director’s  office; 
and  that  notice  of  this  matter  and  these  actions 
of  the  Council  be  made  in  the  next  CSMS  News- 
letter. 

Remarks  re  Abortion  Regulations  — 

Commissioner  Foote 

It  was  VOTED  to  receive  as  information,  and 
with  thanks,  a verbal  report  presented  by  Dr.  Frank- 
lin M.  Foote,  State  Commissioner  of  Health,  on  the 
progress  being  made  by  him  and  the  Public  Health 
Council  in  drafting  regulations  governing  the  per- 
formance of  abortion  in  Connecticut  which  will 
adequately  protect  the  public  health  and,  at  the  same 
time,  be  in  accord  with  the  recent  subject  U.S.  Su- 
preme Court  decision.  The  Commissioner  advised 
the  Council  that  the  “professional  guidelines” 
adopted  at  the  June  14  meeting  should  prove  of 
great  value  in  deterring  physicians  from  performing 
first-trimester  abortions  in  substandard  settings 
outside  the  hospital.  The  PHC  has  under  considera- 
tion such  matters  as  requiring  the  reporting  of  all 
abortions  (without  identification  of  patient);  stand- 
ards of  facility,  equipment  and  personnel  for  hospi- 
tal and  clinic  type  abortion  units;  rules  regarding 
the  handling  of  aborted  fetuses  manifesting  signs  of 
life;  etc. 

In  a related  action,  the  Council  VOTED  to  com- 
mend the  Journal  Editor,  Dr.  Fabro,  for  the  “new 
method”  of  reporting  he  used  in  publishing  almost 


the  complete  text  of  the  Supreme  Court’s  opinion 
on  the  subject  of  abortion  for  the  enlightenment  of 
the  membership. 

Report  — Proceedings  of  Congress  on  Socio- 
Economics  of  Health  Care 

It  was  VOTED  to  accept  for  filing,  and  with 
thanks,  a report  on  the  proceedings  of  this  AMA 
Congress  (Chicago,  4/13-14/73)  which  was  sub- 
mitted by  Jerome  K.  Freedman,  New  Haven,  based  I 
on  his  review  of  the  tape  recording  of  said  proceed- 
ings. It  was  further  VOTED  to  transmit  the  report 
to  the  Editor  of  the  Journal  for  possible  publication 
in  abstracted  and/or  edited  form. 

Professional  Standards  Review  Organization 

It  was  VOTED  to  accept  for  filing  two  related 
reports  as  follows:  (1)  A letter  from  Jerome  K.  Freed- 
man, New  Haven,  which  urged  the  Council  to  adopt 
a policy  statement  in  explanation  and  support  of  the 
Society’s  favor  for  a statewide  PSRO  agency  for 
Connecticut  and  offered  suggestions  for  such  a policy 
statement;  (2)  A verbal  report  by  Sidney  L.  Cramer, 
Hartford,  chairman  of  the  Committee  on  PROs, 
Foundations  and  HMOs,  covering  the  PSRO  mat- 
ters discussed  at  two  recent  meetings  of  the  Com- 
mittee. In  particular,  Dr.  Cramer  reported  on  dis- 
cussions held  by  the  Committee  with  representatives 
of  American  Health  Systems,  Inc.,  an  agency  which 
specializes  in  providing  technical  and  administrative 
assistance  to  medical  organizations  engaged  in 
developing  peer  review  organizations,  medical  care 
foundations  and  the  like.  In  concluding  his  report, 
he  requested  authorization  by  the  Council  for  the 
Committee  to  pursue  these  discussions  with  agency 
representatives  to  determine  what  professional 
services  AHS,  Inc.  might  be  able  to  render  CSMS 
in  pursuance  of  its  PSRO  planning  and  development 
and  what  the  estimated  cost  of  same  would  be  to 
the  Society. 

Following  extensive  discussion  of  the  two  reports 
jointly,  the  Council  took  the  following  actions: 

(a)  It  was  voted  to  instruct  the  Committee  on  PROs, 
Foundations  and  HMOs  to  pursue  discussions! 
with  American  Health  Systems,  Inc.  with  a view 
to  presenting  to  the  Council  specific  “facts  and 
figures”  regarding  the  possible  employment  of 
AHS  to  assist  the  Society  in  developing  a PRO 
and/or  pre-PSRO  statewide  plan  for  Connecticut. 

(b)  It  was  voted  to  refer  to  the  Committee  on  PROs, 
Foundations  and  HMOs  Dr.  Freedman’s  letter 
and  to  request  the  Committee  to  develop  a policy 
statement  re  the  rationale  of  having  a PSRO 
“buffer  agency”  at  state  level  and  to  submit 
said  policy  statement  to  the  Council.  It  was 
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further  voted  that  the  Council  consider  and  act 
upon  the  subject  policy  statement  prior  to  con- 
sidering the  expenditure  of  CSMS  funds  for 
PSRO  plan  development. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  July  11, 
1973.  Detailed  minutes  of  the  meeting  are  on 
file  at  160  St.  Ronan  Street,  New  Haven,  for 
perusal  by  any  interested  member  of  the  So- 
ciety. 
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additional  word;  $2.00  extra  if  keyed  through  CON- 
NECTICUT MEDICINE. 


Volume  37,  No.  9 


485 


In  Memoriam 

Allen,  H.  Everett,  Bowdoin  Medical  School,  1919. 
Dr.  Allen  was  a retired  practicing  physician  and 
surgeon  in  Waterbury  for  the  past  50  years.  Dr.  Allen 
served  as  the  president  of  the  Waterbury  Hospital 
medical  staff  in  1952,  and  director  of  surgery  in  1954. 
He  was  a member  and  past  president  of  the  Water- 
bury Medical  Society,  and  a member  and  past  presi- 
dent of  the  New  Haven  County  Medical  Association. 
He  was  also  a member  of  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Asso- 
ciation. Dr.  Allen  died  June  12,  1973,  at  the  age  of  79. 

Goldstein,  Nathan,  Long  Island  College  Hospital, 
1917.  Dr.  Goldstein  was  a general  practitioner  in  the 
New  Haven  area  since  1955.  He  was  a member  of 
the  New  Haven  County  Medical  Association,  and 
the  Connecticut  State  Medical  Society.  Dr.  Gold- 
stein died  June  26,  1973,  at  the  age  of  78. 

Hill,  William  E.,  Sr.,  Bowdoin  Medical  School,  1921. 
Dr.  Hill  was  a practicing  internist  in  the  New  Haven 
area  until  his  retirement  in  1961.  He  was  attending 
physician  at  Waterbury  Hospital,  president  of  the 
staff,  president  of  the  Waterbury  Medical  Society 
and  was  a member  of  the  New  Haven  County  Medi- 
cal Association,  the  Connecticut  State  Medical  So- 
ciety and  the  American  Medical  Association.  Dr.  Hill 
died  June  26,  1973,  at  the  age  of  82. 


O’Brien,  William  H.  J.,  Yale  Medical  School,  1912. 
Dr.  O’Brien  was  a practicing  otolaryngologist  in 
the  New  Haven  area  since  1913.  He  was  a member  of 
the  New  Haven  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  O’Brien  died  June  19,  1973, 
at  the  age  of  85. 

Quinlan,  Raymond  V.,  University  of  Maryland,  1910. 
Dr.  Quinlan  was  a dermatologist  in  the  New  Haven 
area  since  1910.  In  1960  Dr.  Quinlan  was  honored 
by  the  Meriden  Medical  Society  for  having  been  50 
years  in  practice,  and  in  that  same  year  he  was 
awarded  a pin  in  recognition  of  his  half  century  of 
service  to  the  profession  by  the  Connecticut  State 
Medical  Society.  He  was  a member  of  the  New  Ha- 
ven County  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  American  Medical 
Association.  Dr.  Quinlan  died  April  5,  1973,  at  the 
age  of  87. 


Rubin,  David,  University  of  Cambridge,  England, 
1938.  Dr.  Rubin  was  a practicing  physician  in  the 
Fairfield  area  since  1946.  He  was  the  surgeon  for 
Norwalk  units  of  the  Connecticut  Army  National 
Guard.  Dr.  Rubin  was  a diplomate  of  the  National 
Board  of  Medical  Examiners  and  was  a member  of 
the  Fairfield  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Rubin  died  April  12,  1973, 
at  the  age  of  54. 

Webber,  Edwin  R.,  Jefferson  Medical  College,  1914. 
Dr.  Webber  was  a practicing  otolaryngologist  in  the 
New  Haven  area  since  1915,  until  his  retirement  in 
1972.  From  December,  1916,  through  October,  1917, 
Dr.  Webber  served  as  a clinical  assistant  at  the  Royal 
Infirmary,  Edinburgh,  Scotland.  In  the  latter  month 
he  was  commissioned  a captain  in  the  U.S.  Army 
Medical  Corps,  attached  to  the  British  Royal  Army 
Medical  Corps  in  France  and  Egypt  until  the  Armi- 
stice, in  November,  1918.  Returning  to  the  U.S.  in 
1919,  he  joined  the  staff  of  Waterbury  Hospital  in 
1920  and  was  on  its  rolls  at  the  time  of  his  death.  In 
May  of  1970  he  was  awarded  a pin  by  the  Connec- 
ticut State  Medical  Society  in  recognition  of  his  half 
century  of  service  to  the  profession.  He  was  a mem- 
ber of  the  New  Haven  County  Medical  Association 
and  the  Connecticut  State  Medical  Society.  Dr.  Web- 
ber died  March  26,  1973,  at  the  age  of  82. 


Peter  Hervey  Smith  Memorial  Lecture 
October  20,  1973 

The  Departments  of  Medicine  and  Surgery  of 
THE  SHARON  HOSPITAL 
Sharon,  Connecticut 
Present  the  Fourth  Annual 

PETER  HERVEY  SMITH  MEMORIAL  LECTURE: 
The  Medical  and  Surgical  Treatment  of 
PULMONARY  EMBOLISM 
Saturday,  October  20th,  1973 
10:00  a.m.  “An  Aggressive  Approach  to  the  Diagnosis 
and  Treatment  of  Pulmonary  Embolism” 

Dr.  Arthur  A.  Sasahara 
Chief,  Cardiopulmonary  Section 
West  Roxbury  V.A.  Hospital  and  Associate  Professor 
of  Medicine,  Harvard  Medical  School. 

11:00  a.m.  “The  Surgical  Approach  to  Pulmonary 
Embolism  and  its  Complications” 

Dr.  M.  Terry  McEnany, 

Assistant  Surgeon, 

Massachusetts  General  Hospital  and  Instructor 
in  Surgery,  Harvard  Medical  School. 

Those  planning  to  attend,  notify  Frank  E.  Smith,  Jr.,  M.D., 
Salisbury,  Conn.  06068. 
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Just  What  Is  Health  Care? 


The  oft-quoted  World  Health  Organization’s 
definition  of  health  describes  a Utopian  world  in 
which  everyone  is  not  only  free  from  illness,  mental 
as  well  as  physical,  but  in  which  everyone  enjoys 
adequate  housing,  proper  food  and  nutrition,  diver- 
sion and  recreation,  money  in  the  pocket,  and  so  on. 
No  thinking  person  will  deny  the  importance  of  these 
factors  in  their  relationship  to  health,  but  why  should 
the  medical  profession  be  held  accountable  for  all 
areas  which  reflect  upon  mankind’s  well-being? 

The  president  of  the  American  Society  of  Internal 
Medicine,  Dr.  Otto  C.  Page,  appearing  before  the 
House  Ways  and  Means  Committee  hearings  on  Na- 
tional Health  Insurance,  pointed  to  prevalent  social 
ills  as  a root  cause  of  national  health  problems.  He 
stated:  “Unlimited  medical  services  alone  cannot 
substitute  for  the  correction  of  social,  economic  and 
environmental  defects,  and  such  attempts  will  in- 
evitably be  ineffective,  disappointing  and  costly. 
Twenty-five  cents  worth  of  kerosene  in  a cold  house 
might  well  be  more  effective  than  twenty-five  dol- 
lars worth  of  medical  evaluation  in  a warm  clinic.” 

Semantics  help  to  confuse  the  political  issues  on 
the  subject.  Many  people  refer  to  health  care  when 
what  really  is  meant  is  medical  care.  When  talking 
about  proposals  for  national  health  insurance,  what 
is  meant  is  national  sickness  insurance.  It  is  obvious 
that  no  National  Health  Insurance  program  can  in- 
clude all  the  good  things  outlined  in  the  World 
Health  Organization’s  definition  of  health,  as  im- 
portant and  desirable  as  they  are. 

We  talk  about  health  being  everyone’s  right.  How- 
ever, with  rights  go  responsibilities,  and  here  is 
where  health  education  comes  in.  Health  education 
is  not  “sickness  education”,  which  is  what  physi- 
cians, nurses  and  other  paramedical  personnel  must 
study.  Health  education  is  motivation  of  lay  people 


to  be  individually  responsible  for  maintaining  their 
health  and  preventing  illness. 

The  President’s  Committee  on  Health  Education, 
which  holds  regional  public  hearings,  considers  its 
charge  to  cover  these  broad  areas: 

A.  Specific  action  (vaccination,  immunization, 
chest  x-rays,  etc.) 

B.  Habit  or  attitude  changing  (cigarette  smok- 
ing, diet,  regular  exercise,  drugs,  use  of  seat 
belts,  etc.) 

C.  Support  for  community  action  (pollution, 
fluoridation,  noise  prevention,  etc.) 

D.  Education  which  leads  people  to  know  when 
to  consult  their  doctors,  especially  at  the  early 
stage  of  a serious  disease. 

E.  Participation  in  community  health  planning 
and  development  of  health  facilities  and 
services. 

According  to  a recent  Louis  Harris  poll  commis- 
sioned by  the  Blue  Cross  Association,  the  survey  of 
1,609  adults  across  the  country  showed  that  although 
sixty-six  percent  of  the  people  believe  they  are  well 
informed  about  health  care,  thirty  percent  could 
not  identify  a single  one  of  the  “seven  warning  sig- 
nals” for  cancer.  This  verifies  that  health  education 
has  a long  way  to  go  in  teaching  individual  respon- 
sibility for  health.  It  also  underscores  the  fact  that 
“health  care”  involves  many  facets  which  are  beyond 
the  province  of  pure  “medical  care.” 

In  the  meantime,  perhaps  more  explicit  use  of  the 
word  health  might  relieve  the  medical  profession  of 
some  of  the  blame  heaped  upon  it  for  both  the  per- 
formance and  the  cost  of  those  areas  related  to 
health  which  are  beyond  its  control. 

(Mrs.  Richard  A.  Sutter,  Editor,  The  Direct  Line, 
a newsletter  for  Auxiliary  leaders.) 
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BOOK  REVIEWS 


HERITABLE  DISORDERS  OF  CONNECTIVE  TISSUE, 

Victor  A.  McKusick,  St.  Louis,  C.  V.  Mosby  Company.  $32.50. 

Reviewed  by  Herbert  Levine,  M.D. 

The  rapid  proliferation  of  knowledge  in  medical  genetics  is 
evidenced  by  the  fact  that  this  edition  is  about  twice  the  size  of 
its  predecessor,  which  appeared  six  years  ago.  Dr.  McKusick’s 
approach  is  characteristically  encyclopediac,  and  this  volume  is 
no  exception,  drawing  on  his  own  wide  personal  experience  as 
well  as  the  literature.  It  is  undoubtedly  the  best  available  source 
of  information  on  the  topics  concerned. 

The  first  chapter  is  devoted  to  a review  of  the  fundamentals 
of  genetic  disorders  and  includes  definitions  and  explanations 
of  terms  and  concepts  pertinent  to  the  diseases  discussed  in  the 
subsequent  text.  The  second  chapter  updates  the  biology  of 
connective  tissue  with  lucid  explications  of  recent  advances  in 
their  biochemistry. 

The  remainder  of  the  volume  is  devoted  to  exhaustive  discus- 
sions of  the  specific  disorders,  including  Marfan  syndrome, 
homocystinuria,  Ehlers-Danlos  syndrome,  osteogenesis  imper- 
fecta, alkaptonuria,  pseudoxanthoma  elasticum,  and  the  group  of 
conditions  subsumed  under  the  heading  of  mucopolysacchari- 
doses. Each  of  these  is  described  in  terms  of  historical  back- 
ground, clinical  manifestations,  hereditary  characteristics,  and 
nature  of  the  basic  defect.  The  presentations  are  well  organized, 
extremely  comprehensive,  and  illustrated  with  profusion  of  aptly 
chosen  photographs  and  charts. 

Marfan  syndrome  received  the  most  space,  some  162  pages. 
The  varied  expressions  of  this  order,  particularly  in  the  cardio- 
vascular system,  have  received  much  attention  lately  and  are 
well  covered  here.  There  is  even  an  engaging  discussion  of  the 
application  of  this  diagnosis  to  Abraham  Lincoln,  which  received 
considerable  attention  in  the  lay  press  a few  years  ago. 

Dr.  McKusick’s  book  is  a classic,  and  is  written  in  a lucid  and 
enjoyable  prose  style.  It  can  be  highly  recommended  to  any 
physician  interested  in  the  conditions  it  covers. 


HANDBOOK  OF  PEDIATRICS.  By  Henry  K.  Silver,  M.D.  et. 

al.  Lange  Medical,  Los  Altos.  1973.  pp.  693.  $6.50. 

Reviewed  by  Joseph  F.  J.  Curi,  M.D. 

In  this  10th  edition,  Doctors  Silver,  Kempe,  and.Bruyn,  again 
present  the  most  compact,  convenient,  and  concise  outline  of 
general  pediatrics. 

Extensive  revisions  and  additions  have  been  made,  but  the 
basic  format  of  a clinically  oriented  digest  remains  the  same. 
One  would  not  turn  to  this  reference  for  purely  experimental  or 
theoretical  pediatrics.  Condensations,  by  definition,  do  not 
allow  for  personal  reflections  and  commentaries.  Moreover,  the 
small  type,  unfortunately,  is  a myopic’s  nightmare. 

Despite  these  obvious  shortcomings,  this  text  remains  a handy 
source  of  information  and  established  concepts.  It  comfortably 
fits  into  a black  bag,  a white  coat,  a glove  compartment,  or 
alongside  a telephone. 

The  Handbook  is  now  published  in  seven  languages,  including 
Persian  and  Serbo-Croatian,  and  is  recommended  to  all  phy- 
sicians and  paramedical  personnel  dealing  with  pediatrics. 


RENAL  DISEASE  IN  CHILDHOOD.  By  John  A.  James,  M.D. 

C.  V.  Mosby  Company,  St.  Louis.  1972.  pp.  377.  $23.50. 

Reviewed  by  Joseph  F.  J.  Curi,  M.D. 

In  this  2nd  edition.  Dr.  James,  Professor  of  Pediatrics  at  the 
University  of  Southern  California  School  of  Medicine,  includes 
the  most  recent  knowledge  and  newly  developed  methods  and 
procedures  for  the  understanding,  diagnosing,  and  management 
of  renal  diseases. 

This  clearly  written  volume,  with  its  many  useful  photographs 
and  diagrams,  is  directed  toward  the  practicing  pediatrician. 
The  sections  on  glomerulonephritis  and  congenital  disorders  of 
the  kidney  are  excellent.  The  chapter  on  the  management  of 
nephrosis  covers  all  the  historical  approaches  and  presents  a 
good  argument  for  Dr.  James’  preference  for  shorter  courses  of 
steroid  therapy. 

Peritoneal  and  hemodialysis,  as  well  as  the  newer  techniques 
and  indications  for  renal  scanning,  renal  biopsy,  and  kidney 
transplants  are  well  covered. 

The  discussions  of  Hemolytic-Uremic  Syndrome,  however,  are 
unfortunately  brief  and  sketchy.  A more  detailed  presentation 
would  have  been  of  value  since  the  past  therapeutic  approaches 
are  not  all  widely  accepted.  Furthermore,  follow-up  statistics  on 
the  nephritic  complications  of  Henoch-Schonlein  purpura  are 
sparse. 

All  in  all,  Dr.  James’  text  is  recommended  as  a valuable  guide 
to  the  practical  aspects  of  pediatric  nephrology. 


CHILDHOOD  ILLNESS  — A COMMON  SENSE  A PPROA  CH. 

By  Jack  G.  Shiller,  M.D.  Stein  and  Day,  New  York.  1972. 

pp.  320.  $7.95. 

Reviewed  by  Susannah  English  Curi 
(wife  of  a pediatrician,  mother  of  two) 

Dr.  Shiller  is  a private  pediatrician  in  southern  Connecticut. 
The  purposes  of  his  book  are  “to  indicate  when  simple  disease 
can  be  treated  at  home;  to  alert  parents  as  to  when  competent 
professional  medical  help  should  be  sought;  and  to  enable  young 
mothers  to  take  better  care  of  their  sick  children.”  In  the  first 
Va  of  the  book,  he  discusses  symptom  complexes.  This  is  followed 
by  an  alphabetical  glossary  of  “additional  diseases,  conditions  i 
and  other  terms.”  The  appendices  contain  a chart  of  immuniza- 
tions, useful  over-the-counter  medications,  growth  charts,  and 
a discussion  of  the  genetics  of  Rh  disease. 

In  the  first  sections,  the  discussions  of  the  disease  processes 
are  detailed  and  in  most  instances  comforting  to  a parent.  For 
example:  “Remember  that  fever  is  not  necessarily  bad.  A little 
(101°  to  102°F)  can  easily  be  tolerated  without  aspirin  and  may 
actually  help  fight  infection.”  “Infants  vomit  or  spit  up  for  all 
sorts  of  reasons,  including  being  over  fed  or  under  burped.”  His 
chapter  on  allergies  is  interesting  and  specific,  especially  the 
discussions  of  the  various  treatments.  Throughout  the  book, 
Dr.  Shiller  has  many  pearls  of  wisdom  which  one  wishes  could 
be  written  in  a different  colored  ink.  His  paragraph  on  preventing 
skin  infections  during  the  summer  by  using  soap  and  water  is 
one  example.  At  the  end  of  the  discussion  on  warts  he  says  “ . . . 
look  for  the  simplest,  least  painful,  least  debilitating,  and  least 
expensive  treatment  available.”  One  almost  wishes  this  statement 
were  on  the  cover! 

The  glossary  covers  a vast  variety  of  topics  from  animal  bites 
to  chiropractors  to  epinephrine.  The  appendix  on  over-the- 
counter  drugs  is  excellent. 

One  problem  with  the  book,  however,  is  in  the  organization. 
There  should  be  more  subheadings  or  perhaps  the  use  of  different 
kinds  of  type  so  that  in  a time  of  crisis,  the  necessary  information 
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would  be  easier  to  find.  The  index  could  also  have  a better  layout 
with  each  subheading  on  a separate  line  rather  than  continuing 
lines. 

This  book  was  most  fascinating  to  read  and  should  be  numbered 
among  those  recommended  for  parents.  The  discussions  are 
thorough  and  should  make  any  parent  feel  more  competent  when 
nursing  a sick  child. 


POLYMERIZATION  IN  BIOLOGICAL  SYSTEMS  CIBA 
FOUNDATION  SYMPOSIUM  7 (new  series).  G.E.W. 
Wolstenholme  and  Maeve  O’Connor,  eds..  Associated  Scientific 
Publishers,  Amsterdam,  1972,  viii,  314  pp.  Illus. 

Reviewed  by  Marvin  L.  Tanzer,  M.D. 

This  multi-author  volume,  which  contains  the  reports  from  a 
symposium  held  at  the  CIBA  Foundation,  London,  in  March 
1972,  encompasses  a diversity  of  polymers  and  their  interactions. 
The  sessions  were  led  by  Dr.  E.  Katchalski,  who  is  now  the  new 
President  of  Israel,  and  who  succinctly  summarizes  each  of  the 
contributions  in  an  epilogue.  The  contributors  are  all  renowned 
experts  in  their  respective  fields  and  they  succeed  in  concisely 
imparting  the  current  state  of  the  art.  The  avowed  purpose  of 
the  symposium  was  to  cross-fertilize  the  polymer  chemists  and 
those  biologists  interested  in  biopolymers,  in  order  to  enhance 
overlapping  interests.  The  level  and  intensity  of  the  discussions 
following  each  presentation  shows  that  the  purpose  was  fulfilled. 

Polymer  chemistry  introduces  the  symposium  with  the  syn- 
thetic routes  of  polyaddition  being  explained  by  M.  Szwarc.  In 
particular,  he  details  the  way  in  which  stereospecific  polymers 
are  formed  and  devotes  much  of  the  discussion  to  work  on  syn- 
thetic polysaccharides.  Quite  clearly,  a significant  beginning  has 
been  made,  but  the  chemists  are  far  from  equalling  the  catalogue 
of  natural  polysaccharides.  Greater  inroads  have  been  made  in 
synthesizing  proteins  and  nucleic  acids,  as  described  by  R. 
Schwyzer,  and  some  of  the  methods  used  resemble  biosynthetic 
processes.  The  complexity  of  RNA  polymerase  is  then  delineated 
by  R.  Schafer,  who  presents  detailed  data  on  the  mechanism  of 
action  of  the  E.  coli  enzyme.  In  particular,  he  discusses  the  steps 
of  binding,  initiation,  elongation  and  termination,  followed  by 
a short  disclosure  on  regulation.  M.  Revel  then  elaborates 
upon  the  details  of  protein  biosynthesis,  presenting  the  fam- 
iliar model  of  the  pathway  involving  mRNA,  tRNA,  ribosome 
and  cofactors.  He  stresses  the  ribosomal  protein  recognition 
which  is  necessary  for  the  pathway  to  operate  and  illustrates 
the  complexity  of  the  system,  particularly  since  there  are  about 
100  ribosomal  proteins.  In  contrast  to  this  area,  bacterial  wall 
formation,  as  presented  by  J.  Baddiley,  seems  an  order  of  mag- 
nitude less  complex.  An  interesting  feature  of  this  well  worked 
out  story  is  the  intermediary  participation  of  lipid  phosphate 
molecules.  P.H.  Flory  then  discusses  the  spatial  configurations 
of  biopolymers  and  details  the  three  major  types,  random  coil, 
helical  forms  and  the  globular  state.  Subsequently,  C.  Tanford 
outlines  the  arrival  at  native  protein  conformation,  starting  with 
the  random  form,  eliciting  some  degree  of  disagreement  in  the 
discussion  section.  Folding  of  nucleic  acids  is  elegantly  presented 
by  M.  Levitt  who  is  able  to  postulate  detailed  models  which  fit 
the  indirect  evidence.  The  contributions  by  P.  Corradini,  E. 
Kellenborger  and  A.  Klug  are  concerned  with  assembly  and 
interactions  of  synthetic  or  biopolymers.  The  exquisite  specificity 
and  preciseness  of  the  biopolymer  assemblies  is  noteworthy. 
This  is  further  exemplified  by  the  detailed  interactions  in  muscle 
(S.  Lowey),  in  which  the  biopolymers  develop  contractile  force 
from  six  (or  more)  proteins.  Another  instance  of  extremely  precise 
interactions  is  the  binding  of  lac  repressor  protein  to  the  lac 
operator  DNA,  controlling  the  expression  of  the  structural  genes 


of  the  operon  (W.  Gilbert).  The  area  of  protein-lipid  interactions, 
of  utmost  importance  in  understanding  how  membranes  work, 
is  discussed  by  D.  Chapman,  who  also  briefly  considers  mem- 
brane biosynthesis. 

The  contributors  of  this  multi-author  volume  are  of  uniformly 
high  quality  throughout  and  lucidly  bring  the  forefront  of  each 
field  to  the  reader.  Details  are  necessarily  minimized  and  the 
references  are  also  limited  but  the  uninitiated  can  easily  follow 
the  broad  outlines  presented  by  each  author,  it  appears,  from 
reading  the  discussions  amended  to  each  section,  that  the  con- 
ference succeeded  admirably  in  generating  excitement  among 
the  members  of  widely  differing  disciplines. 


INTRALITERINE  INFECTIONS,  Ciba  Foundation  Sympo- 
sium 10  (new  series),  219  pp.  Amsterdam  (P.O.  Box  1270): 
Associated  Scientific  Publishers,  1973.  Price  not  given. 

Reviewed  by  Donald  W.  Morrison,  M.D. 

Since  Gregg’s  1941  description  of  the  association  between 
maternal  rubella  and  congenital  malformations  the  suspicion 
that  maternal  infections,  often  not  clinically  evident,  may  have 
significant  fetal  effects  has  been  confirmed  by  diligent  searching 
with  the  aid  of  newly  developed  diagnostic  techniques. 

The  proceedings  of  a symposium  held  at  the  Ciba  Foundation 
in  May,  1972  is  published  in  this  volume. 

The  participants,  British  and  European  investigators  for  the 
most  part,  thoroughly  discuss  the  subject  from  the  clinical, 
laboratory,  and  public  health  viewpoints.  An  attempt  is  made 
to  define  the  causes  of  intrauterine  infections,  from  rubella, 
cytomegalovirus  infection  and  toxoplasmosis  to  intrapartum 
bacterial  amnionitis  and  to  assess  their  impact  on  fetal  and 
postnatal  development.  Diagnostic  and  preventive  methods  now 
available  are  discussed,  and  paths  for  future  development  are 
pointed  out  in  some  detail. 

Some  attention  is  given  to  practical  measures,  but  this  book 
will  be  of  greatest  interest  to  the  physician  wishing  to  keep  in- 
formed of  developments  in  the  field. 


Exclusive  national  service  organization  for 
the  American  Professional  Practice  Associa- 
tion. America’s  only  non-profit  membership 
organization  for  doctors,  devoted  solely  to  the 
business  aspects  of  professional  practice  and 
personal  money  management. 

Physicians  Planning  Service  regularly  assists 
more  than  75,000  physicians  locally  throughout 
the  United  States. 
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Medical  School  Deans  and  Faculties 


In  November  1972,  the  House  of  Delegates  adopt- 
ed amended  Resolution  12  which  requested  the 
Council  on  Long  Range  Planning  and  Development 
“to  explore  methodologies  whereby  the  deans  and 
faculties  of  American  medical  schools  continually 
can  be  informed  of  the  extent  of  their  own  and  other 
medical  schools  support  on  the  part  of  the  AMA  and 
state  societies,”  and  further  that  “the  deans  and 
faculties  of  American  medical  schools  who  are  not 
members  of  the  AMA  be  strongly  solicited  to  join 
the  AMA  and  their  respective  state  medical  society.” 

Most  deans  of  American  medical  schools  (74  out 
of  111)  are  dues-paying  members  of  the  AMA.  The 
Council  agrees  that  non-members  should  be  encour- 
aged to  join  the  AMA  and  urges  the  local  and  state 
medical  societies  to  solicit  such  membership. 

The  Council  on  Medical  Education  and  related 
staff  are  in  constant  communication  with  deans  and 
faculties  of  medical  schools  on  matters  related  pri- 
marily to  medical  education.  The  modest  financial 
contributions  to  medical  schools  by  the  AMA-ERF 
are  known  to  all  Deans  and  appropriately  acknowl- 
edged. The  legislative  efforts  of  AMA  sometimes 
have  paralleled  the  positions  taken  by  the  Associa- 
tion of  "American  Medical  Colleges  and  the  Deans 
and  faculties,  and  these  efforts  have  been  commu- 
nicated to  them. 

The  Council  agrees,  however,  that  there  is  need 
for  more  effective  liaison  between  AMA  and  aca- 
demic physicians  and  intends  to  give  this  subject 
high  priority  in  its  long  range  planning. 

In  the  meantime,  the  increasing  involvement  of 
academic  centers  in  the  quality  assurance  and  de- 
livery of  medical  care  locally  demands  that  state 
and  county  medical  societies  be  encouraged  to  main- 
tain active  and  frequent  communication  with  the 
medical  faculties  in  their  geographic  locations.  In 
turn,  medical  faculties  should  encourage  students 
and  house  staff  to  participate  in  these  activities  of 
the  medical  societies  on  the  local  level. 


(Editor’s  Note:  This  was  a Report  of  the  Council  on  Long  Range 
Planning  and  Development  of  the  AMA  to  the  House  of  Dele- 
gates at  its  June,  1973  meeting.) 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counselir 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Problems  of  Professional  Responsibility 
Standards  of  Conduct 

Russell  B.  Roth,  M.D. 


I have  a problem  with  my  assigned  subject.  I can 
construct  a flawless  operational  plan  for  a physician 
— one  in  which  he  does  absolutely  nothing  that  he 
shouldn’t  do  — nothing  for  which  he  could  be  criti- 
cized by  patients  or  professional  peers  — nothing 
illegal,  immoral  or  unethical  — and  yet,  in  my  estima- 
tion, our  profession  would  be  an  utter  disaster  if  it 
were  populated  completely,  or  even  predominant- 
ly by  physicians  conducting  themselves  in  such 
a manner. 

My  archtypal  physician  has  met  all  tests  pertinent 
to  his  enterprise.  His  papers  are  in  good  order  in 
respect  to  medical  school,  internship,  residency  train- 
ing, licensure,  specialty  certification  or  whatever 
else  might  be  appropriate  to  his  type  of  practice.  He 
has  embarked  on  his  career  with  a satisfactory  office, 
appropriate  hospital  appointments,  he  has  joined 
his  county  medical  society,  and  is  qualifying  for  all 
of  the  logical  academics,  boards,  associations,  and 
specialty  societies.  He  works  hard  and  long.  He  even 
makes  house  calls.  He  practices  good  medicine. 

So  what  is  he  doing  wrong?  Well,  really,  nothing. 
It  is  what  he  is  not  doing  that  hurts.  If  no  one  in  the 
profession  did  the  things  that  he  is  not  doing  we 
would  be  in  deep  trouble. 

Our  paragon  of  virtue  is  discharging  his  individual 
responsibilities  in  an  ethical,  legal,  and  generally 
acceptable  fashion.  The  problem  is  that  the  profes- 
sion of  medicine  has  accumulated  a broad  spectrum 
of  responsibilities  — broad  societal  obligations  — 
which  can  scarcely  be  met  by  individual  physicians. 
They  must  be  met  by  collective  effort  — generally 
the  effort  of  organized  medical  societies  or  groups. 
I noted  that  my  man  had  joined  his  country  medical 
society,  and  that  does  put  him  a notch  up.  At  least  he 
is  giving  his  financial  support  even  if  he  doesn’t 
attend  meetings,  serve  on  committees  or  give  of  his 
time  and  talents.  If  he  remained  completely  aloof  — 
as  is  so  often  done  by  the  academician,  the  full  time 
salaried  specialist,  the  government  employee,  or  the 
very  young  neophyte,  he  would  be  even  more  grossly 
delinquent.  But  what  are  the  delinquencies? 

It  seems  apparent  to  me  that  the  Medical  Profes- 
sion has  a lengthy  roster  of  broad  societal  responsi- 
bilities. It  has  a very  real  concern  with  the  character, 
and  quality,  and  availability  of  professional  medical 
education  — at  the  undergraduate  medical  school 


level,  as  well  as  in  relation  to  internships,  residencies, 
and  continuing  educational  opportunities  and  re- 
quirements. The  profession  also  has  serious  responsi- 
bilities for  public  education  in  health  and  medical 
affairs. 

A strange  situation  has  developed  in  public  educa- 
tion on  health  matters.  The  medical  profession,  in 
conjunction  with  the  Cancer  Society,  the  Heart 
Association  and  the  other  great  voluntary  health 
agencies,  as  well  as  official  Public  Health  depart- 
ments and  reputable  medical  columnists  in  news- 
papers, strives  to  overcome  public  ignorance,  indif- 
ference and  fear.  The  effort  is  to  get  people 
to  consult  physicians  for  preventive  services  and  for 
early  diagnosis  and  treatment  of  disease.  At  the  same 
time  CBS  television  puts  on  “Don’t  Get  Sick  in 
America,”  and  NBC  follows  with  “What  Price 
Health,”  while  labor  leaders,  an  insurance  commis- 
sioner, politicians,  and  assorted  commentators  and 
columnists  drill  into  the  public  mind  dire  warnings 
— Doctors  do  two  million  unnecessary  surgical  opera- 
tions each  year,  many  doctors  are  incompetent, 
hospitals  are  dangerous,  medicine  can  be  lethal,  and 
medical  care  may  involve  financial  disaster.  You 
may  make  your  own  decision  as  to  who  is  serving  the 
public  best,  but  a responsible  medical  profession 
certainly  belongs  in  the  act. 

In  any  community  it  is  a professional  obligation 
to  evaluate  needs  and  to  work  for  adequate  facilities, 
for  recruitment  of  scarce  kinds  of  physicians  and 
health  professionals,  and  for  availability  of  services, 


DR.  RUSSELL  B.  ROTH,  the  128th  president  of  the  American 
Medical  Association,  is  the  attending  urologist  at  St.  Vincent 
Hospital,  Erie,  Pennsylvania,  where  he  has  practiced  since  1946. 
He  became  the  AMA’s  president-elect  in  June,  1972. 
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be  they  diagnostic,  therapeutic,  preventive,  or  emer- 
gency in  character.  The  profession  has  a responsi- 
bility to  identify  the  frauds,  the  phonies  and  the 
substitutes  for  good  scientific  medical  care,  and  to 
root  them  out.  It  has  a responsibility  to  monitor  and 
maintain  competence  among  all  health  professionals, 
recognizing  that  people  change  and  initial  compe- 
tence is  not  a guarantee  in  perpetuity.  The  profession 
has  a valid  concern  with  hospitals,  with  the  pharma- 
ceutical industry,  with  the  insurance  industry,  with 
the  great  voluntary  health  agencies,  and  most  of  all 
with  government.  Amongst  the  thousands  of  legis- 
lative proposals,  regulations,  and  other  activities  at 
all  levels  of  government  there  are  those  things  which 
are  good  and  those  which  are  bad,  and  it  is  incum- 
bent on  someone  to  differentiate  between  them. 

My  archetypal  physician  isn’t  doing  a single  soli- 
tary thing  about  any  of  these  subjects.  He  is  just 
practicing  medicine  — exercising  the  skills  and  knowl- 
edge acquired  in  the  course  of  his  formal  training, 
acquiring  experience,  perhaps  writing  scientific 
papers  and  contributing  to  technical  knowledge,  but 
leaving  socio-economics  and  the  environment  quite 
alone.  In  a sense  he  has  retreated  to  the  back  of  the 
cave,  sheltered  from  the  winds  of  controversy,  and 
it  is  my  thesis  that  his  conduct  is  not  acceptable.  At 
the  very  least  the  profession  can  tolerate  only  a limit- 
ed number  of  people  like  him.  Perhaps  it  is  now 
apparent  why  I feel  that  I have  a problem.  Overall 
standards  of  conduct  for  a profession  must  somehow 
derive  from  a summation  of  individual  standards.  In 
any  event,  if  individual  physicians  do  not  have  the 
obligation  to  be  concerned  with  these  broad  societal 
responsibilities,  who  does? 

I suspect  that  there  is  little  that  is  new  to  say  about 
individual  standards  of  conduct.  They  change  — and 
they  may  change  rapidly.  They  must  adjust  to 
changes  in  what  we  know,  or  at  least  to  what  we 
think  we  know.  When  Benjamin  Rush  had  a really 
sick  patient  he  would  bleed  off  some  much  needed 
blood  or  purge  him  to  the  verge  of  extinction.  Today 
this  would  be  malpractice,  and  one  can  only  say  that 
Rush  didn’t  know  any  better.  Many  of  our  revered 
progenitors  in  medicine  achieved  fame  because  they 
took  chances,  flouted  the  standards  of  conduct, 
and  won.  It  obviously  couldn’t  have  been  easy  for 
Edward  Jenner  to  decide  to  inoculate  a human  being 
with  cow  pox,  but  he  did  — and  made  history.  I have 
a personal  interest  in  what  Gerhard  Domagk  did  in 
Germany,  when  he  decided  to  inject  some  of  the  red 
liquid  medication  from  his  laboratory  into  his  dau- 
ghter who  lay  dying  of  septicemia.  It  had  only  been 
tried  in  mice,  but  it  saved  her  life  and  I am  glad 
Domagk  had  the  courage,  because  this  was  prontosil, 
the  first  sulfonamide.  This  hastened  its  development 


so  that  Dr.  Perrin  Long  could  obtain  some  in  Europe 
to  bring  back  to  Johns  Hopkins,  so  that  it  was  on 
hand  for  him  to  use  on  me  when  I developed  a nearly 
lethal  strep  throat.  We  have  passed  into  a complete 
new  era  of  law  and  rules  of  conduct  in  respect  to 
new  drugs,  new  uses  for  old  drugs,  new  procedures, 
human  experimentation,  and  transplants,  and 
determination  of  death.  We  can  engage  in  fascinating 
speculations  in  respect  to  the  ethical  and  legal  con- 
siderations in  renal  dialysis,  in  euthanasia,  and  in 
novel  ways  of  reproducing  the  species  which  may  be 
close  at  hand.  None  of  the  decisions  are  going  to  be 
handed  down  from  on  high.  They  will  be  argued  — 
often  hotly.  Some  will  be  decided  in  courts  of  law  — 
sometimes  in  one  way,  sometimes  in  another. 

The  determinants  of  the  rules  of  conduct  are  sev- 
eral, but  the  basic  determinant  in  medicine  is  scien- 
tific evidence.  The  scientific  evidence,  however,  has 
to  derive  from  the  work  of  scientists,  and  the  interpre- 
tations put  upon  their  results  by  their  professional 
peers  — so  once  again  we  are  dealing  with  human 
judgment  — human  and  therefore  fallible. 

We  can  hope  — at  least  — that  scientific  evidence 
will  prevail  where  it  counts.  Political  and  economic 
and  social  and  emotional  judgments  sometimes 
intervene,  but  we  can  do  our  best  to  see  that  they 
don’t  prevail.  For  example  — take  the  matter  of  what 
is  necessary  or  unnecessary  surgery. 

What  is  the  proper  way  to  treat  cancer  of  the  pros- 
tate gland?  One  can  use  radical  surgery  or  non- 
operative management  with  hormones  or  cobalt 
therapy.  And  how  about  cancer  of  the  breast,  where 
there  is  now  a swing  of  the  pendulum,  in  some  places, 
away  from  radical  excisions?  And  then  there  is  the 
relatively  new  kind  of  heart  surgery  to  establish  a 
by-pass  for  blocked  coronary  artery  circulation. 
Does  it  really  work  well  enough  to  justify  the  risk  and 
cost?  There  is  even  renewed  doubt  about  the  much 
discussed  “tonsil  and  adenoid”  removal.  What  — in 
any  given  case  — is  the  right  decision  — a relatively 
simple  one  day  hospital  admission  for  surgical  re- 
moval — or  repeated  attacks  of  infection  treated  with 
risky  and  expensive  antibiotic  drugs?  We  have  seen 
mastoid  surgery  virtually  disappear  from  the  surgi- 
cal scene.  Quite  possible  the  tonsillectomy  may  go 
the  same  route  — but  surely  it  should  be  on  the  basis 
of  rational  scientific  evidence  and  not  because  of 
dollar  determinants  or  the  dicta  of  senators  or  insur- 
ance commissioners. 

I am  really  not  too  interested  in  exploring  all  the 
varifications  of  individual  standards  of  conduct. 
There  are  too  many  variables.  Physicians  — as  this 
group  is  my  witness  — are  variable.  Diseases  — as 
any  doctor  knows  — are  variable.  Physiological  re- 
sponse— to  surgery,  psychology  or  drugs  is  variable 
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— and  this  may  just  be  a way  of  saying  that  patients 

— Lord  knows  — are  the  ultimate  variable.  In  the  end 

— standards  of  conduct  — at  any  given  moment  in 
history  — need  to  be  judged  by  professional  peers  — 
men  and  women  of  professional  competence,  ac- 


knowledged integrity,  and  a motivation  which  per- 
mits them  to  set  in  peer  judgment  despite  its  poten- 
tial discomforts.  Somehow  or  other  the  individual 
standards  — in  the  aggregate  — must  add  up  to  the 
collective  standards  — and  these  are  our  real  concern. 


Treatment  of  Insomnia 

Richard  J.  Wyatt,  M.D. 


What  is  Insomnia? 

To  the  sufferer,  insomnia  is  lying  in  bed  for  long 
hours,  unable  to  derive  the  peace  that  sleep  brings. 
To  many  it  is  darkness  and  loneliness,  ill-tempered- 
ness,  the  concern  of  disturbing  other  members  of  the 
household  by  waking  activities,  and  the  fear  that  in- 
somnia itself  generates.  From  our  childhood  we  are 
imbued  with  the  concept  that  sleep  is  important  to 
our  bodily  and  psychological  functions,  and  believe 
the  loss  of  this  vital  restorative  function  is  surely 
destructive  to  our  physical  and  mental  health.  Per- 
haps most  important,  insomnia  is  the  loss  of  the 
pleasure  of  sleep.  Sleep  is  a pleasing  experience  for 
most  people,  and  many  avail  themselves  of  this  en- 
joyable altered  state  of  consciousness  even  when 
they  are  not  tired. 

All  physicians  are  aware  of  subjective  complaints 
of  patients  who  report  that  they  haven’t  slept  in 
days  or  months.  When  these  same  patients  are  hos- 
pitalized and  under  the  scrutiny  of  a nursing  staff 
checking  for  sleep  throughout  the  night,  it  is  invari- 
ably reported  that  the  patient  is  in  fact  sleeping  — and 
for  long  periods. 

Only  in  recent  years  has  the  discrepancy  between 
what  a patient  reports  and  what  is  seen  by  an  ob- 
jective observer  been  partially  reconciled.  With  the 
advent  of  all-night  EEG  sleep  recordings,  the  elec- 
troencephalographer  can  determine  if  a person  is 
physiologically  asleep.  Although  the  electroen- 
cephalographer  usually  agrees  with  the  nursing 
observations,  patients  still  complain  of  insomnia. 
Observations  of  EEG  sleep  records  reveal  that  most 
patients  with  insomnia  have  a diminution  of  high 
voltage,  slow  wave  sleep  which  normally  occurs  in 
the  early  part  of  the  night.  When  subjects  are  in  this 
type  of  sleep,  also  called  deep  sleep,  they  are  the 
most  difficult  to  arouse.  In  addition,  insomniacs  have 
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considerable  alpha  rhythm,  which  is  normally  seen 
in  patients  during  quiet  waking  whose  eyes  are 
closed.  Thus,  while  the  amount  of  sleep  of  an  in- 
somniac is  quantitatively  greater  than  patients 
usually  relate,  qualitatively  the  sleep  is  in  fact  great- 
ly altered.  Consequently,  most  clinicians  prefer  to 
rely  on  the  subjective  view  of  the  patient,  even  if 
more  objective  measures  are  available  to  him.  The 
clinician  should  therefore  address  himself  to  the 
symptoms. 

What  is  Normal? 

The  quantity  of  sleep  varies  with  age  from  person 
to  person  and  night  to  night.  Infants  sleep  more  than 
children,  children  more  than  adults,  etc.  A few  nor- 
mal adults  sleep  as  little  as  three  hours  a night,  with 
most  sleeping  seven  or  eight,  and  some  sleeping  as 
much  as  eleven  or  twelve  hours.  If  the  amount  of 
sleep  is  drastically  altered  for  a few  days,  most  per- 
sons can  compensate  fairly  well.  However,  a gradual 
decrease  in  sleep  is  tolerated  better  than  sudden 
prolonged  changes.  “Normal”  sleep,  therefore,  is 
highly  individualized. 

Two  Kinds  of  Insomnia 

Most  persons  experience  insomnia  at  some  time 
during  their  life,  either  accompanying  a medical 
disorder,  from  poor  sleeping  conditions,  or  psy- 
chological stress.  This  type  of  insomnia  is  usually  as 
transient  as  the  situation  which  produces  it.  The 
much  more  disturbing  chronic  form  of  insomnia, 
occurring  in  as  much  as  15  percent  of  the  popula- 
tion, has  no  proven  cause  and  can  usually  be  treated 
only  symptomatically. 

Taking  a History  from  a Patient  with  Insomnia 

Like  any  medical  disorder,  a careful  physical  and 
psychological  history  should  be  taken  of  any  patient 
complaining  of  insomnia.  This  might  reveal  symp- 
toms of  illnesses  such  as  hyperthyroidism  and  pheo- 
chromocytoma,  entities  which  sometimes  resemble 
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an  anxiety  state.  Obvious  causes  of  insomnia  are 
painful  arthritis  and  duodenal  ulcer,  particularly 
when  the  symptoms  occur  once  the  patient  is  asleep 
causing  him  to  wake  up. 

When  did  the  insomnia  first  occur?  Was  the  in- 
somnia precipitated  by  a discrete  event?  (A  recur- 
ring nightmare,  an  uncomfortable  pregnancy  or 
during  a stressful  post  partum  period.)  Is  there  con- 
cern about  a promotion  or  loss  of  a job?  Are  there 
financial  concerns?  Is  the  adolescent  worried  about 
a date?  Is  he  worried  about  nocturnal  emissions? 
Is  he  worried  about  not  being  able  to  wake  up  in 
time  to  go  to  work?  What  are  his  sleeping  condi- 
tions? Does  he  sleep  above  a noisy  street?  Is  the 
garbage  collected  at  3 a.m.?  Are  his  time  zones  fre- 
quently being  changed?  Finally,  is  there  significant 
other  psychopathology  present?  Is  the  individual  de- 
pressed? Is  he  very  anxious?  Is  he  schizophrenic? 

As  with  any  other  medical  illness,  a careful  physi- 
cal examination  is  in  order  for  a patient  complain- 
ing of  insomnia.  This  should  include  among  other 
things,  a careful  neurologic  examination  of  the  kind 
that  most  physicians  can  give  in  their  own  office, 
including  an  examination  for  asymmetry  of  signs, 
abnormal  reflexes,  eye  grounds,  and  increased  in- 
tracranial pressure. 

Treatment  of  Medical  Problem 

If  the  medical  history  or  physical  examination 
has  revealed  a significant  physiological  or  psy- 
chological pathology,  further  diagnostic  tests  and 
appropriate  treatment  should  be  rendered.  If  the 
physician  is  dealing  with  an  acute  problem  for  which 
there  is  corrective  medical  or  surgical  intervention, 
it  is  best  to  treat  the  patient’s  insomnia  with  reassur- 
ance and  one  of  the  available  sleeping  medications 
described  later.  When  the  insomnia  is  due  to  a chro- 
nic medical  illness  which  cannot  be  entirely  alleviat- 
ed, the  physician’s  decision  becomes  much  more 
complicated.  The  chronic  use  of  sleeping  medica- 
tions is  not  usually  advisable  because  of  their  pro- 
pensity to  produce  tolerance  and  dependence.  In 
chronic  insomnia  due  to  an  intractable  and  uncom- 
fortable condition,  sleeping  medications  can  be  used 
occasionally  with  the  close  supervision  of  the  phy- 
sician and  with  a full  explanation  to  the  patient  of 
the  drug’s  dangers. 

Treatment  of  Psychological  Problems 
Depression 

If  the  primary  physician  feels  comfortable  treating 
psychological  difficulties,  and  most  do,  the  treatment 
should  be  directed  at  the  illness  itself  and  not  at  the 
accompanying  insomnia.  Sometimes  when  depres- 
sion or  anxiety  is  not  severe,  several  thoughtful 
discussions  with  the  physician  might  help.  If  this  is 


not  useful,  it  is  probably  wise  to  use  tricyclic  anti- 
depressants. The  dosages  vary  from  75  mg.  to  300 
mg.  depending  upon  the  individual.  The  usual  dos- 
age is  about  150  mg.  per  day.  The  tricyclics  should 
be  given  for  about  three  weeks  to  produce  the  de- 
sired effect. 

Schizophrenia 

If  insomnia  is  accompanied  by  schizophrenic 
symptomatology,  the  schizophrenia  must  be  the  pri- 
mary goal  of  treatment.  The  only  proven  treatments 
for  schizophrenia  are  the  neuroleptic  drugs.  An 
acute  schizophrenic  turmoil  can  be  shortened  by 
phenothiazines.  Most  internists  choose  to  refer  acute 
schizophrenics  to  a psychiatrist  to  have  them  ad- 
mitted to  a hospital.  Chronic  schizophrenic  patients 
are  part  of  most  general  practices.  The  patients  are 
usually  treated  with  phenothiazines  and  butyro- 
phenones,  and  receive  help  in  structuring  their  life. 
The  soporific  properties  of  chlorpromazine  are 
useful  when  the  patient  has  insomnia,  and  it  might 
be  quite  reasonable  to  give  a sizable  portion  of  the 
daily  dosage  at  bedtime.  If  a schizophrenic  indivi- 
dual wakes  up  early  in  the  morning,  the  time  release 
form  of  chlorpromazine  might  be  tried. 

Primary  Insomnia 

A large  number  of  patients  with  insomnia  do  not 
have  the  specific  problems  already  described.  These 
individuals  have  primary  insomnia;  that  is,  insomnia 
without  a known  etiology.  They  fall  into  three  types: 
patients  who  have  difficulty  falling  asleep,  but  once 
they  fall  asleep  are  able  to  stay  asleep;  patients  who 
wake  up  during  the  night  but  are  able  to  fall  back 
to  sleep;  and  patients  who  have  early  morning 
awakenings.  Of  course,  there  are  combinations  of 
these.  Patients  with  primary  insomnia  usually  com- 
plain to  the  physician  of  having  had  insomnia  for 
many  years.  These  patients  have  frequently  taken 
many  drugs  for  insomnia,  have  bought  special  pil- 
lows, mattresses,  ear  plugs,  eye  shades,  and  so  on  — 
all  with  little  lasting  effect. 

The  first  and  most  important  thing  to  do  for  the 
patient  is  let  him  know  there  is  no  known  physical 
harm  that  comes  from  poor  sleeping.  The  patient 
should  stop  worrying  about  being  an  insomniac. 
Worry  is  his  worst  enemy  and  the  biggest  contributor 
to  discomfort.  Use  every  chance  to  reassure  him. 
While  I usually  have  to  admit  to  the  patient  that  we 
do  not  know  how  to  do  much  for  him,  I am  able  to 
make  several  suggestions. 

Get  plenty  of  exercise!  If  the  patient  is  capable  of 
exercise,  it  should  be  several  hours  or  more  before 
bedtime  and  should  produce  a mild  degree  of  physi- 
cal exhaustion.  My  preference  is  tennis  rather  than 
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golf.  If  the  patient  is  very  competitive  and  ruminates 
over  his  plays,  I suggest  jogging. 

Have  large  meals  a number  of  hours  before  going 
to  bed.  Most  people  are  uncomfortable  after  having 
a large  meal  and  should  expect  to  have  some  diffi- 
culty falling  asleep,  particularly  if  the  meal  is  in  any 
way  disagreeable  (onions,  garlic,  etc.)  to  them. 

Do  something  routine  in  the  hour  before  bed;  read 
a dull  book  or  watch  a dull  television  program.  Don’t 
do  your  business  in  your  bedroom.  Once  in  bed, 
finding  yourself  not  being  able  to  fall  asleep,  don’t 
stay  in  bed,  get  up,  fully  out  of  bed,  and  go  to  a chair 
and  read — something  dull;  watch  a nighttime  talk 
show.  Don’t  sleep  in  a warm  room.  If  the  climate  is 
dry,  try  to  have  a humidifier  going  so  that  your 
throat  doesn’t  become  dry;  this  is  aggravating  and 
makes  it  difficult  to  sleep.  Try  to  screen  out  extran- 
eous noise  if  at  all  possible.  Alter  your  life  so  that 
the  strains  are  minimized  and  ask  yourself  what  are 
you  driving  yourself  for.  Many  people,  however,  will 
argue  that  the  gains  of  meeting  a goal  are  worth  the 
toll  taken  out  on  their  body.  Finally  avoid  stimulates 
such  as  coffee  and  tea  in  the  evening  hours. 

Insomnia  and  Travel 

There  is  a group  of  people  who  have  insomnia 
related  to  travel.  Professional  travelers,  like  airplane 
pilots  and  stewardesses  traveling  almost  every  day 
of  their  lives,  may  have  significant  sleep  problems. 
Many  who  fly  across  time  zones  try  to  regulate  their 
lives  on  the  standard  time  of  their  home.  If  the  pilot 
arrives  in  a foreign  city  at  8 a.m.  by  the  foreign  city’s 
time  while  his  own  clock  time  is  8 p.m.,  he  has  a 
small  dinner  and  goes  to  sleep.  Many  find  that  this 
works  reasonably  well  although  it’s  hard  to  find 
hotel  rooms  which  are  quiet  enough  and  dark  enough 
to  allow  this  kind  of  activity. 

For  the  occasional  traveler  and  the  businessman 
who  must  maintain  the  time  of  his  host  city,  I recom- 
mend another  procedure.  Not  only  is  his  sleep  time 
out  of  cycle,  so  are  his  other  daily  habits.  The  indi- 
vidual who  travels  from  New  Haven  to  London  by 
way  of  New  York  will  almost  certainly  be  up  one  full 
night  while  on  the  plane,  arriving  in  London  some 
time  relatively  early  the  next  morning  — London 
time.  Not  only  has  he  missed  a night  of  sleep  he  has 
had  more  meals  than  he  usually  would  in  a very  brief 
period  of  time.  I suggest  to  such  a person  that  he 
eat  in  moderation  both  prior  to  getting  on  the  plane, 
once  on  the  plane,  and  for  the  first  two  days  in  his 
host  city.  I don’t  believe  it’s  good  advice  to  go  to  a 
4-star  restaurant  the  first  night  in  Europe.  It  is  better 
to  get  a small,  fully  digestible,  simple  meal.  On  the 
plane,  it  is  advisable,  if  possible,  to  get  some  rest, 


and  perhaps  use  an  anti-nausea  pill  such  as  Drama- 
mine  which  has  mild  soporific  effects. 

Use  of  Drugs  in  Treating  Insomnia 

There  are  four  kinds  of  drugs  which  are  used  for 
treating  insomnia.  The  first  of  these  is  the  over-the- 
counter  sleeping  pill  which  anybody  can  buy  without 
a prescription.  Not  only  is  there  very  little  evidence 
that  these  pills  work,  but  most  of  them  contain 
scopolamine.  Scopolamine  has  the  interesting  prop- 
erty of  producing  confusion  and  loss  of  memory 
with  moderage  dosages,  while  at  high  dosages  it  can 
produce  respiratory  arrest.  For  the  most  pa+t,  per- 
sons who  take  over-the-counter  sleeping  pills  con- 
taining scopolamine  according  to  the  directions  on 
the  box  are  not  likely  to  have  these  unfortunate 
effects.  There  are  reports,  however,  of  persons  who 
leave  the  box  of  pills  by  their  bedside  and  then  find 
that  they  can’t  sleep.  In  the  confusion  of  their  stupor- 
ous state,  they  take  several  more  pills,  become  more 
confused,  perhaps  take  more  pills,  until  even  to  a 
well-trained  psychiatrist,  they  will  resemble  persons 
with  either  an  organic  brain  syndrome  or  schizo- 
phrenia. In  the  last  year,  for  instance,  a number  of 
such  people  have  been  admitted  to  a hospital  in  the 
District  of  Columbia.  Therefore,  in  general,  these 
pills  are  probably  better  not  used. 

Another  kind  of  sleeping  pills  is  the  antihista- 
mines, frequently  used  as  anti-nausea  pills  for  sea- 
sickness. These  appear  to  have  very  mild  soporific 
effects,  again  not  fully  documented  in  scientific 
studies,  but  are  apparently  useful  for  situations  like 
sleeping  on  an  airplane. 

There  are  also  the  prescription  drugs,  a number 
of  which  have  been  shown  to  produce  sleep  or  aid 
sleep  when  given  for  short  periods  of  time.  However, 
there  are  no  well  controlled  studies  demonstrating 
this  effectiveness  over  long  periods.  In  addition  most 
prescription  sleeping  pills  have  at  least  two  major 
problems  associated  with  their  usage  — tolerance  and 
dependence.  Tolerance  is  simply  the  well-known 
phenomenon  that  sleeping  pills  have  less  and  less 
effect  the  longer  they  are  used.  Usually  within  the 
period  of  the  first  two  weeks  most  patients  say  that 
they  no  longer  are  getting  the  effect  from  a constant 
dosage.  In  order  to  have  any  effectiveness,  the  dos- 
age of  the  pill  must  be  raised.  This  phenomenon 
cycles  until  a sizeable  number  of  patients  taking 
sleeping  pills  become  addicted.  More  than  400  mg. 
of  barbiturate  is  frequently  sited  as  the  addicting 
dosage.  The  other  half  of  the  addiction,  of  course, 
is  developing  dependence  on  sleeping  pills.  When 
high  dosages  of  sleeping  pills  are  suddenly  with- 
drawn, the  patients  go  through  withdrawal  syn- 
dromes which  are  occasionally  extremely  severe. 


Volume  37,  No.  10 


495 


Most  of  the  prescription  sleeping  pills  have  the 
property  of  suppressing  Rapid  Eye  Movement  (REM) 
sleep.  This  sleep  occurs  periodically  throughout  the 
night  and  is  associated  with  dreaming.  The  initial 
suppression  of  REM  sleep,  however,  does  not  seem 
to  last  long.  After  several  days  or  weeks  of  continued 
administration,  REM  sleep  returns  to  normal.  On 
discontinuation  of  the  pill,  however,  there  is  the 
occurrence  of  a superabundance  of  REM  sleep  or  a 
REM  rebound.  This  is  associated  with  severe  anxiety 
and  depression,  sometimes  tremulousness,  and  in 
the  most  severe  cases,  grand  mal  seizures.  While 
the  REM  rebound  is  not  necessarily  responsible  for 
the  depression  and  anxiety,  it  is  highly  correlated 
with  it.  One  sleeping  medication,  Dalmane,  has 
recently  been  advertised  as  not  suppressing  Rapid 
Eye  Movement  sleep.  It  is  not  currently  known 
whether  Dalmane  is  associated  with  the  tolerance 
and  dependence-like  effects  of  other  sleeping  medi- 
cations, but  if  it  is  not,  it  is  a very  fortunate  advance 
over  the  others. 

The  final  sleeping  medication  to  be  considered  is 
alcohol  which  when  taken  in  moderate  dosages  can 
produce  sleep.  Steady  ingestion  of  alcohol,  however, 
produces  fragmented  sleep  similar  to  that  of  an  in- 
somniac. Since  alcohol  is  the  most  abused  drug  in 
the  country,  great  care  should  be  taken  in  prescrib- 
ing its  use  as  a soporific  agent. 


TABLE  1 

CAUSES  AND  TREATMENT  OF  INSOMNIA 

I.  CAUSES 

A.  Situational  Insomnia 

1.  Physical  conditions  contributing  to  insomnia: 

A noisy  street,  sonic  booms,  noisy  babies  or  animals,  an 
uncomfortable  bed,  early  sunlight  coming  in  the  win- 
dow, etc. 

2.  Physiological  illnesses  contributing  to  insomnia: 

A duodenal  ulcer,  pregnancy,  arthritis,  nocturnal  asthma 
nocturnal  migraine,  etc. 

3.  Psychological  stresses  leading  to  insomnia: 

Situations  which  produce  anxiety  or  fear  or  which  cause 
a person  to  ruminate,  insomnia  associated  with  major 
mental  illness  — schizophrenia  or  depression. 

B.  Chronic  primary  insomnia  — insomnia  of  unknown  causes. 

II.  TREATMENT 

A.  Treat  or  remove  cause  of  situational  insomnia. 

B.  Alter  or  moderate  life  style. 

1.  Diet  — eat  moderately,  eliminate  heavy  meals  late  at  night, 
avoid  stimulants  (coffee,  colas). 

2.  Exercise. 

3.  Avoid  daytime  naps. 

4.  Have  routines  before  bed  including  reading  or  watching 
T.V.,  while  falling  asleep  think  of  a simple  repetitive 
fantasy.  Don't  worry  about  not  being  able  to  sleep. 


My  Drug  Preference 

My  own  preference  in  treating  patients  is  chlor- 
alhydrate,  500  mg.  to  a gram,  30  minutes  prior  to 
going  to  bed.  This  drug  should  be  used  for  relatively 
short  periods  of  time,  no  longer  than  10  consecutive  t 
days.  If  chloralhydrate  is  not  effective,  then  I usually  > 
use  secobarbital  (50  to  200  mg.)  30  minutes  before 
bed.  1 write  limited  prescriptions,  give  the  patient 
strong  warning  to  keep  the  pills  out  of  the  way  of 
children  and  not  to  abuse  them  (i.e.,  discontinue  1 2 3 4 
them  as  soon  as  possible).  I find  that  most  adults  ( 
are  able  to  handle  these  drugs  and  possess  enough 
fear  of  them  so  that  they  are  not  likely  to  become 
addicted.  The  reason  I use  chloralhydrate  and 
secobarbital  rather  than  the  other  proprietary  drugs 
is  their  long  history  of  use,  and  their  side  effects  are  1 
well  known,  both  to  me  and  to  any  other  physician  ; 
that  might  see  the  patient.  Glutethimide  (Doriden)  . 
and  methaqualone  (Quaalude)  are  good  examples  I 
of  popular  drugs  which,  because  of  our  poor  under- 
standing of  them,  have  become  widely  abused. 
Chloralhydrate  and  secobarbital  are  also  inexpen- 
sive if  prescribed  generically.  These  drugs  produce 
a “hangover”  in  about  seven  percent  of  those  taking 
them.  This  seems  to  be  a highly  individualized  re- 
action differing  by  person,  drug  and  dosage.  There-  i 
fore,  some  experimentation  is  needed  to  understand 
how  they  interact  in  a given  individual. 


C.  When  traveling  arrange  schedule  so  that  it  least  disrupts 
normal  activity. 

D.  Use  soporific  drugs  as  last  resort  and  know  your  drug! 


TABLE  2 

PRESCRIPTION  DRUGS,  ADULT*  DOSAGE,  AND  COST 


Drug  and 

Trade 

Cost**/ 

Capsule  Size 

Name  Dosage 

100  Capsules 

Chloralhydrate 
(0.5  GM) 

Noctec*  0.5 — 1.5  mg. 

1.50  (6.50)* 

Secobarbital  sodium 
(3/4  GR  50  mg.) 

Seconal*  50 — 200  mg. 

1.40  (2.00)* 

Phenobarbital  sodium 
(3/4  GR  50  mg.) 

Nembutal*  50 — 200  mg. 

1.35  (3.00)* 

Flurazepam 
(30  mg.) 

Dalmane*  30 — 60  mg. 

8.00* 

Methyprylon 
(200  mg.) 

Nodular*  200 — 400  mg. 

7.00* 

• Elderly  take  lowest  dosage  available. 

* Prices  refer  to  trade  name  drug. 

**  Prices  reflect  mean  price  from  three  Washington,  D.C.  area 
discount  drug  stores. 
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introducing 

B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  tissue  levels  can  now  be  held  much 
higher  than  was  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 
Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  . GER-O-FOAM  • TESTAND-B 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorar 

with  Codeine  ® 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  formin 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  r 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 
Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  subst 


The  Adult  Expectorants  that  are  great  for  kids,  to( 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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Distribution  of 

Thyroidal  Radioiodide  Uptake  Values 
(2,  6,  24  hours)  in  a Referred  Population 

Joseph  T.  Witek,  M.D.  and  Richard  P.  Spencer,  M.D, 


Abstract  — When  plotted  on  probability  paper,  the 
distribution  of  thyroidal  radioiodide  uptake  values, 
obtained  from  a referred  population,  differed  from 
a normal  distribution.  By  means  of  the  clinical  im- 
pression, chemical  determinations,  and  follow-up, 
various  subgroupings  could  be  separated  and  ana- 
lyzed. The  subgroupings  more  nearly  approached  a 
normal  distribution.  There  was  sufficient  overlap  of 
the  lower  euthyroid-upper  hypothyroid  range  to 
point  out  the  difficulty  in  separating  these  groups  on 
the  basis  of  this  study. 

Individuals  referred  for  thyroidal  radioiodide  up- 
take studies  constitute  a population  which  cannot 
be  considered  “normal.”  This  problem  must  be  con- 
sidered if  there  is  to  be  rational  classification  of 
thyroidal  uptake  values.  Hence,  we  have  retrospec- 
tively analyzed  the  results  of  300  consecutive  patients 
who  had  2,  6 and  24  hour  uptake  studies  following 
oral  ingestion  of  radioiodide.  The  overall  uptake 
distribution  at  each  point  in  time  is  presented  as  well 
as  a comparison  with  subpopulations  which  could 
be  separated  from  the  overall  grouping.  The  results 
provide  a baseline  for  future  thyroid  evaluation  in 
this  section  of  Connecticut. 

Methods 

Patients  included  were  300  consecutive  adult 
males  (20%)  and  females  (80%)  referred  to  the  Section 
of  Nuclear  Medicine  at  the  Yale-New  Haven  Medi- 
cal Center  for  thyroidal  radioiodide  uptake  studies. 
Excluded  only  were  the  few  who,  for  one  reason  or 
another,  did  not  have  the  complete  set  of  uptake 
values.  Following  ingestion  of  10  uCi  of  131 1 Na  in 
water,  patients  returned  for  counting  at  the  indicated 
intervals.  A probe  with  a 3 inch  sodium  iodide  crys- 


DR.  JOSEPH  WITEK,  NIH  Fellow  of  Nuclear  Medicine  and 
DR.  RICHARD  P.  SPENCER,  Professor  of  Nuclear  Medicine 
and  Director;  Section  of  Nuclear  Medicine,  Yale  University 
School  of  Medicine,  New  Haven,  Conn.  06510. 

Supported  by  USPHS  GM  02094  and  CA  06519,  and  by  ET-44B 
from  the  American  Cancer  Society. 


tal,  scaler,  and  spectrometer  was  employed.  Count- 
ing over  the  thigh  was  used  as  a correction  for 
nonthyroidal  radioactivity  in  the  neck. 

From  the  300  cases,  94  individuals  were  found 
who  did  not  have  palpable  nodules  and  in  whom 
there  was  also  sufficient  clinical  information,  labora- 
tory data  (PBI  or  T3  uptake),  and  follow-up  to  justify 
a diagnosis  of  euthyroidism.  Again,  by  use  of  clinical 
data,  the  scan,  chemical  determinations,  and  follow- 
up, other  subgroups  were  identified.  These  included 
patients  who  were  hypothyroid,  individuals  whose 
uptake  results  were  likely  invalid  due  to  iodide  load- 
ing or  medication  effects,  those  with  nodules  (non- 
functioning or  “cold”  on  scan  and  “hot”  nodules), 
multinodular  goiters,  hyperthyroidism,  and  a small 
group  representing  thyroiditis  and  miscellaneous 
conditions  (Table  1).  It  can  be  recognized  that  some 
individuals  may  have  been  incorrectly  classified. 
However,  the  number  is  likely  quite  small  compared 
with  the  number  correctly  categorized. 

TABLE  I 

MEAN  UPTAKE  VALUES  (PERCENTAGE)  FOR  EACH 
OF  THE  SUBPOPULATIONS. 


Number 


2 

6 

24 

of 

Hours 

Hours 

Hours 

Cases 

Hypothyroid 

4 

7 

11 

42 

Iodine  loaded  or 
medications 

5 

8 

13 

44 

Normal  (and  no 
nodules) 

7 

13 

22 

94 

Cold  nodule 

7 

13 

21 

26 

Multinodular 

goiter 

8 

15 

21 

21 

Hyperthyroid 

29 

46 

54 

45 

Hot  nodule 

9 

17 

26 

11 

Miscellaneous 

— 

— 

— 

17 

Total  cases 

300 

Results  and  Discussion 

Presented  in  Figure  1 are  the  overall  results  of  the 
2,  6 and  24  hour  uptake  values  in  the  300  individuals. 
The  plots  are  made  on  probability  paper  so  that  a 
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FIGURE  1 

A PLOT  OF  THE  2,  6,  AND  24  HOUR  THYROIDAL  RADIOIODIDE 
UPTAKE  VALUES  IN  300  PATIENTS  (PROBABILITY  PAPER). 

normally  distributed  variable  would  appear  to  fall 
along  a straight  line.  The  curves  deviate  signifi- 
cantly from  a normal  distribution.  The  most  obvious 
change  in  slope  occurs  at  about  the  70th  percentile. 
Because  of  this,  conventional  use  of  the  standard 
deviation  cannot  be  applied  to  the  data.  Table  1 
presents  the  mean  uptake  values  for  each  of  the 
subpopulations  at  2,  6,  and  24  hours.  For  the  overall 
population  the  data  were  as  follows. 


2 hour 

6 hour 

24  hour 

uptake 

uptake 

uptake 

Mean 

9% 

17% 

24% 

50th  percentile 

6% 

11% 

20% 

For  the  94  individuals  who  were  clinically  euthyroid 
(Figure  2),  the  uptake  values  closely  approached  a 
normal  distribution.  The  5th  to  95th  percentiles  in- 
cluded uptake  values  of  13-29%  at  24  hours.  These 
values  reflect  the  lowering  of  the  uptake  values  in 
our  lab  as  well  as  across  the  country. 

It  is  of  interest  that  the  distribution  of  values  for 
the  euthyroid  (non-nodular)  group  was  indistinguish- 
able from  that  of  patients  with  a “cold”  (non-func- 
tional) nodule.  It  is  clinically  recognized  that  uptake 
values  and  chemical  determination  of  the  level  of 
circulating  thyroid  hormone  are  of  little  value  in 
elucidating  the  nature  of  a thyroid  cold  nodule. 

Of  interest  was  the  large  number  of  patients 
(14.7%)  who  by  history  or  chemical  determinations. 
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FIGURE  2 

A PLOT  OF  THE  2,  6,  AND  24  HOUR  THYROIDAL  RADIOIODIDE 
UPTAKE  VALUES  (BOTTOM  TO  TOP),  IN  94  PATIENTS  JUDGED  TO 
BE  CLINICALLY  EUTHYROID  (PROBABILITY  PAPER). 

were  iodide  loaded  or  had  interfering  medications. 
The  problem  of  medication  effect  is  one  which  may 
become  apparent  only  after  a radioiodide  uptake 
study  has  been  performed  (and  recently  reported 
decreasing  values  for  the  radioiodide  uptake  might 
be  related  to  increased  iodide  in  the  environment  or 
to  as  yet  undetermined  factors)1.  In  the  hypothyroid 
group,  the  5th-95th  percentiles  at  24  hours  included 
uptake  values  of  2%-17%.  This  points  out  the  overlap 
with  the  euthyroid  group  (the  “normal”  5th  percen- 
tile value  was  13%  at  24  hours).  It  has  long  been 
recognized  that  the  radioiodide  uptake  study  may  be 
of  limited  value  in  the  diagnosos  if  hypothyroidism2. 

For  the  hyperthyroid  population,  the  6 and  24  hour 
uptake  values  approached  a normal  distribution. 
However,  in  the  2 hour  study  there  was  a distinct 
change  (increased  slope)  in  the  curve  for  the  hyper- 
thyroid individuals  at  about  34%  uptake.  Perhaps 
this  was  related  to  differences  in  renal  excretion, 
or  to  variations  in  iodide  absorption  (the  patients 
were  not  fasting  when  the  radioiodide  drink  was 
given).  In  analysis  of  the  uptake  values  of  the  hyper- 
thyroid population,  it  was  found  that  in  all  cases 
the  diagnosis  of  hyperthroidism  could  be  made  on 
the  24  hour  interpretation  alone  although  in  some 
cases  the  24  hour  value  was  lower  than  the  earlier 
uptakes  (rapid  turnover).  The  group  with  thyroid 
hot  nodules  revealed  marked  deviation  of  the  curves 
from  a normal  distribution.  However,  there  were 
only  1 1 cases,  and  they  likely  represented  a mixture 
of  euthyroidism  and  hyperthyroidism. 


500 


Connecticut  Medicine,  October,  1973 


A series  of  patients  seen  at  a referral  service  can 
be  expected  to  be  sent  in  because  of  suspected  hypo- 
thyroidism, hyperthyroidism,  a discrepancy  between 
laboratory  values,  or  a mass  in  the  neck.  They  are 
thus  not  “normal.”  As  shown  here,  the  uptake  curves 
of  the  entire  population  differ  from  a normal  dis- 
tribution. Since  a significant  number  of  patients  are 
seen  because  of  hyperthyroidism,  the  overall  curves 
deviate  toward  the  high  end.  The  subpopulations, 
selected  from  the  overall  grouping,  when  plotted 
individually  on  probability  paper,  more  closely  ap- 
proached a normal  distribution.  In  analysis  of  the 
subpopulation  groups  encountered  in  Connecticut, 


several  interesting  points  can  be  made.  The  24  hour 
values  for  uptake  are  lowered  to  a 24  hour  normal 
range  of  13-29%.  A large  population  of  patients 
(14.7%)  had  interfering  medications  or  were  iodine 
loaded.  Difficulty  in  diagnosing  hypothyroidism  was 
encountered.  Hyperthyroidism  was  in  all  cases  diag- 
nosed on  a 24  hour  determination. 
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Hair  Transplants  in  Burn  Scars 
and  other  Alopecias 

Ronald  C.  Savin,  M.D. 


Hair  Transplants  have  steadily  gained  stature  as 
an  accepted  technique  of  dermatologic  surgery  for 
the  correction  of  male  pattern  baldness  — as  wit- 
nessed by  the  testimony  of  congressmen,  television 
personalities  and  others  in  the  entertainment  pro- 
fession. From  a conservative  point  of  view  the  use 
of  hair  transplants  to  correct  post-traumatic  alo- 
pecia of  the  scalp  may  be  the  foremost  indication 
for  the  use  of  this  technique,  which  has  been  re- 
fined and  defined.  Nevertheless,  scrupulous  atten- 
tion in  placement  of  plugs  and  selection  of  graft 
size  is  necessary. 

Hair  transplants  are  particularly  suited  for  the 
correction  of  cicatricial  alopecia  due  to  trauma, 
especially  burn  scars.  For  this  indication,  they  are 
useful  on  both  men  and  women. 

Case  Report 

The  patient  was  a 49  year  old  white  female  with  multiple  bald 
areas  on  the  anterior  scalp  present  47  years.  At  age  two,  she 
suffered  hot  water  burns.  Subsequently,  the  skin  became  thin, 
shiny,  smooth,  and  only  a few  hairs  grew  irregularly.  (Figure  1). 

The  patient  had  250  full  thickness  grafts  transferred  from  the 
posterior  scalp  to  the  anterior  scarred  areas.  This  was  done  in 
twelve  sessions  spread  over  four  years.  The  extended  time  was 
designed  so  that  the  patient  could  take  advantage  of  her  insur- 
ance indemnification.  Healing  was  normal.  Years  afterward, 
the  patient  continued  to  be  pleased  with  the  result. 


DR.  RONA1.D  C.  SAVIN,  Clinical  Associate,  Department  of 
Dermatology,  Yale  University  School  of  Medicine,  New  Haven, 
Conn. 


FIGURE  1A 

ATROPHIC  BURN  AREA  PRIOR  TO  TRANSPLANTS. 


The  surgical  technique  does  not  significantly 
differ  from  that  which  has  been  described  before.1,2 
The  area  to  be  filled  in  with  hair  is  appropriately 
marked.  If  an  anterior  hair  line  is  involved,  as  in 
male  pattern  baldness,  considerable  attention  must 
be  paid  to  that  line.  It  must  be  designed  as  to  give  a 
mature  appearance;  some  temporal  recession  must 
be  preserved.  We  are  often  pressured  by  patients  to 
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create  a low  hair  line;  but  in  an  older  person  a low 
hair  line  looks  abnormal. 

Both  the  donor  and  recipient  sites  are  prepared 
by  cleansing,  minimal  shaving  and  injection  of  local 
anesthesia.  This  latter  procedure  is  normally  the 
only  painful  part  of  the  operation;  the  injection  of 
local  anesthesia  takes  about  20  seconds. 

Full  thickness  skin  grafts  are  obtained  from  the 
hair  bearing  part  of  the  scalp  (in  men  only  from  the 
permanent  hair  bearing  area)  with  the  use  of  a 4mm. 
circular  skin  punch.  Attention  must  be  paid  to  angle 
so  as  not  to  severe  hair  roots. 

After  hemostasis  is  achieved  in  the  donor  area, 
plugs  of  skin  are  removed  with  a smaller  punch  from 
the  recipient  area.  In  cicatrical  alopecia  there  is 
considerable  difference  and  variation  in  the  char- 
acter and  thickness  of  the  skin.  It  is  often  atrophic, 
“thin,”  and  depressed.  It  cuts  easily  and  may  shred 
if  not  handled  with  a minimum  of  lateral  movement. 

The  punch  is  advanced  cautiously  into  the  scar 
as  the  skin  is  thin  with  little  subcutaneous  tissue  to 
serve  as  a buffer  zone.  There  is  no  significant  dif- 
ference in  bleeding  or  scarring  in  non-scarring  alo- 
pecia. 


Suturing  is  usually  not  necessary.  The  grafts  are  ! 
held  in  place  by  a firm  and  elaborate  pressure  dress-  I 
ing. 

The  grafts  heal  without  difficulty.  Even  the  most  ' 
protruding  plugs  seem  to  flatten  so  that  smooth 
reorganization  takes  place.  The  plugs  heal  in  two  J 
to  three  weeks;  hair  begins  to  grow  in  three  months 
just  as  it  does  in  male  pattern  baldness. 
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FIGURE  IB 


PLUGS  OF  SKIN,  NOTE  THE  THICKER  HAIR  BEARING  PLUGS  FROM 
THE  DONOR  AREA  AND  THE  WHITE  ATROPHIC  PLUGS  FROM  THE 
RECIPIENT  AREA. 


FIGURE  2A 

BEFORE  TRANSPLANTS  IN  MALE  WITH  MALE  PATTERN  BALDNESS. 

fhe  plugs  from  the  recipient  site  are  discarded; 
and  the  donor  grafts  are  placed  in  the  recipient 
areas.  I he  insertion  of  the  donor  grafts  is  often  dif- 
ficult as  the  donor  graft  is  much  thicker  than  the 
surrounding  skin  of  the  recipient  area.  At  times  it 
seems  that  only  the  subcutaneous  portion  of  the 
graft  is  actually  in  the  hole  and  the  rest  is  standing 
exposed.  Nevertheless,  the  plug  is  forced  in  and 
compressed  if  necessary. 


FIGURE  2B 
AFTER  500  PLUGS. 

The  use  of  hair  transplants  in  alopecias  other 
than  male  pattern  baldness  has  been  described 
infrequently.3  They  are  extremely  useful  in  the  cor- 
rection of  post-traumatic  alopecia.  The  hair  loss  is 
usually  limited  and  irregular;  therefore,  filling  in 
with  plugs  is  easily  accomplished. 

In  other  forms  of  hair  loss,  hair  transplants  are 
usually  not  beneficial.  The  second  most  common 
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;ause  of  hair  loss  is  diffuse  hair  loss  in  women.  This 
s a poorly  defined  condition  suggestive  of  pre- 
mature aging  of  the  hair  follicles.  The  number  of 
hairs  per  unit  area  decreases  but  not  sufficiently  to 
be  benefited  by  the  addition  of  transplants. 


of  hair;  they  do  not  result  in  a thick  “mop.”  They 
do  result  in  real,  relatively  natural,  permanent  hair. 
They  will  produce  the  all  important  definition  of  an 
anterior  hair  line. 


FIGURE  IF 

HAIR  SET  AND  HAIR  LINE  HIDDEN. 


FIGURE  ID 

PARTIAL  REPLACEMENT  OF  LEFT  ANTERIOR  HAIR  LINE. 

The  number  3 cause  of  hair  loss  is  alopecia  areata. 
The  use  of  transplants  in  alopecia  areata  is  limited 
to  old  “burned  out”  lesions.  Usually  alopecia  areata 
responds  dramatically  to  intralesional  traimcinolone 
therapy  so  transplants  are  unnecessary. 

One  report  of  transplants  in  an  X-ray  scar  was 
not  encouraging. 

Strip  grafting  for  the  correction  of  male  pattern 
baldness  is  performed  by  few  dermatologic  surgeons; 
unsatisfactory  results  are  often  produced  because 
portions  of  the  graft  do  not  remain  viable. 

The  limitations  of  hair  transplants  are  consider- 
able so  this  should  be  well  understood  by  the  patient 
and  surgeon.  Transplants  produce  a thin  covering 


Transplants  are  especially  useful  in  scarring  alo- 
pecia because  the  areas  of  baldness  are  small  and 
irregular,  and  the  transplanted  hair  is  being  used  to 
augment  and  define  an  already  present  and  signi- 
ficant amount  of  hair. 
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FIGURE  1C 

RIGHT  ANTERIOR  HAIR  LINE  PARTIALLY  COMPLETED. 


FIGURE  IE 

ANTERIOR  HAIR  LINE  — COMPLETE. 
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Case  Report  of  Hereditary  Angioedema 
and  Review  of  the  Literature 

Philip  I.  Weisinger,  M.D.  and  Frederick  Kessler,  M.D.,  FACA,  FAAA 


Abstract  — Hereditary  Angioneurotic  Edema  is  a 
rare  familial  disease  with  chronic  recurrent  bouts 
of  edema  which  may  involve  any  part  of  the  human 
system.  The  first  medical  description  of  the  disease 
was  by  William  Osier  in  1888  when  he  described  a 
family  afflicted  with  gastrointestinal  colic,  swelling 
of  the  skin,  and  death  from  laryngeal  edema.  This 
family  had  the  disease  scattered  throughout  five 
generations.1  Donaldson  and  Evans  in  1963  reported 
that  in  these  cases  there  is  an  absence  of  the  normal 
inhibitor  to  C-l  esterase  (complement  factor).2 
Newer  techniques  have  revealed  that  the  inhibitor 
may  be  present  in  low  or  even  normal  concentrations 
but  found  to  be  biologically  ineffective  or  inactive. 
The  condition  is  inherited  by  a Mendelian  dominant 
and  may  manifest  itself  with  various  concentrations 
of  the  inhibitor  by  incomplete  penetrance. 

Clinical  Features 

The  majority  of  patients  with  this  disease  are 
usually  afflicted  before  the  age  of  10  years;  about 
25%  die  before  the  age  of  30. 2 The  syndrome  mani- 
fests itself  with  chronic  recurrent  attacks  of  circum- 
scribed and  transient  edema,  usually  painless, 
non-pruritic  and  non-pitting.  It  affects  the  skin,  gas- 
trointestinal and  respiratory  tracts.  The  swelling  may 
be  triggered  by  mild  trauma  or  an  emotional  upset 
and  may  progress  for  as  much  as  24-48  hours  and 
subside  spontaneously  within  the  next  2-3  days.  In- 
volvement of  the  gastrointestinal  wall  causes  severe 
abdominal  pain  and  vomiting.  The  symptoms  may 
be  of  such  severity  as  to  lead  to  surgical  intervention. 
The  intestinal  wall  edema  has  been  documented  by 
both  radiographic  evidence  and  laparatomy. 

The  most  distressing  aspect  is  the  occurrence  ot 
laryngeal  edema  of  a magnitude  that  can  lead  to 
death  from  asphyxiation. 
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Case  Report  — Hereditary  Angioneurotic  Edema 

A nineteen  year  old  white  female  was  referred 
to  our  office  for  evaluation  of  chronic  recurrent 
angioedema  of  the  face  and  hands.  She  had  experi- 
enced attacks  of  edema  about  once  a month  for  the 
preceding  two  years.  It  is  interesting  that  the  symp- 
toms did  not  occur  until  age  17  rather  than  at  age  , 
10  or  younger.  She  also  complained  of  intermittent 
abdominal  pain  that  may  or  may  not  occur  during 
her  swelling  episodes.  She  denied  ever  having  gen- 
eralized urticaria,  pain,  or  itching. 

In  the  past  she  had  a gastrointestinal  work-up 
without  any  abnormal  findings,  and  was  unrespon- 
sive to  the  usual  antihistaminics,  steroids,  and 
sympathomimetic  drugs. 

Her  presenting  complaints  and  strong  maternal 
history  of  angioedema  prompted  us  to  obtain  blood 
for  a C-l  esterkse  inhibitor  determination. 

The  laboratory  analysis  was  performed  by  Dr. 
Irving  Lepow  of  th^  University  of  Connecticut  Medi- 
cal School  and  revealed  that  the  patient  had  only 
10%  of  the  normal  value.  One  sibling  had  50%  of  the 
normal  amount,  and  the  mother,  'complete  absence 
of  the  inhibitor. 

Pathogenosis 

The  actual  mechanism  producing  the  edema  is 
thought  to  be  primarily  due  to  the  fact  that  C-l  is 
uninhibited,  causing  very  high  circulating  levels  of  I 
C-l.  Dr.  Klemperer  discusses  injecting  C-l  into  the 
skin  of  two  patients  with  hereditary  angioedema, 
thereby  precipitating  a full-blown  local  attack.  Its 
injection  into  normal  volunteers  merely  produced  a 
local  wheal.4  It,  therefore,  can  be  deduced  from  these 
studies  that  C-l  is  capable  of  producing  a local 
increase  of  vascular  permeability  in  man  and  that 
this  capability  is  controlled  by  C-l  esterase  inhibitor. 

A second  mechanism  has  been  postulated  to  ex- 
plain the  edema  through  the  mediation  of  brady- 
kinin.  It  has  been  demonstrated  that  patients  with 
this  condition  have  elevated  levels  of  bradykinin 
when  asymptomatic,  and  experienced  increases 
during  an  attack.  Another  mediator  that  has  been 
mentioned  in  connection  with  vascular  permeability 
which  possibly  develops  during  attacks  is  anaphy- 
latoxin.  The  fourth  possibility  is  the  Hageman  factor. 
Activation  of  the  Hageman  factor  not  only  initiates 
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clotting  sequences  but  also  leads  to  activation  ol 
the  Kinin  system  and  the  fibrinolynic  enzyme  plas- 
ma.5 The  importance  of  this  system  is  emphasized 
in  the  finding  that  Epsilon  Aminocaproic  Acid,  an 
inhibitor  of  plasminogen  activation  appears  to  have 
clinical  efficacy  in  this  particular  disease. 
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Therapy 

Patients  suffering  from  hereditary  angioedema 
live  a precarious  existence.  The  usual  methods  of 
treating  allergic  angioedema  are  not  efficient.  The 
sympathomimetic  drugs  have  limited  effectiveness. 
Twenty-five  percent  of  these  people  die  from  laryn- 
geal edema.  Therefore  the  most  important  mechan- 
ism would  be  on  a prophylactic  basis. 

Testosterone  has  been  used  prophylactically  and 
has  been  successful;  however,  in  females  there  are 
obvious  limitations  to  using  this  drug.  There  has 
been  some  recent  work  involving  the  use  of  Epsilon 
Aminocaproic  Acid  administered  as  a prophylactic 
measure.  The  results  have  been  proven  quite  effi- 
cacious. 

Lundl  and  his  co-workers  described  a patient  who 
usually  had  attacks  every  4-5  weeks.  When  the 


patient  was  placed  on  EAA  prophylactically  for  5 
months,  no  attacks  were  noted.  However,  when 
the  drug  was  discontinued,  the  attacks  recurred.6 
It  is  not  effective  during  an  acute  attack.  There  is 
no  increase  in  the  amount  of  C-l  esterase  inhibitor 
when  it  is  administered.  The  mechanism  of  action 
is  probably  by  suppression  of  plasminogen  activa- 
tion. Its  side  effects  are  nasal  stuffiness  and  vertigo. 
Frank,  et  al,  recently  reported  a double  blind  study 
using  the  drug  in  5 patients.  They  found  it  effective 
in  4 of  the  5 patients. 7 There  has  been  further  ex- 
perimental work  done  with  the  drug  leading  to  the 
conclusion  that  it  is  rather  efficacious.  However,  the 
FDA  has  not  approved  the  drug  for  general  use. 

In  a recent  article  Cohen  and  Peterson8  advocate 
the  use  of  fresh  frozen  plasma  containing  the  C-l 
(complement  factor)  esterase  inhibitor  as  replace- 
ment therapy  for  acute  life  threatening  laryngeal 
edema.  Pickering  et  al.9  described  this  in  their  study 
of  the  complement  system  before  and  throughout 
an  attack  in  their  patients.  They  noted  a decrease  of 
serum  esterase  activity  concomittant  with  clinical 
improvement  during  plasma  infusion. 

Summary 

Hereditary  Angioedema  is  a disease  involving 
hereditary  decrease,  absence,  or  hypofunction  of 
C-l  esterase  inhibitor,  and  is  inherited  by  a Mende- 
lian  dominant.  It  affects  the  skin,  gastrointestinal 
and  the  upper  respiratory  tract.  It  is  important  to 
note  that  the  patients  suffer  episodic  attacks;  the 
edema  is  non-pitting  and  does  not  itch. 

It  is  a potentially  lethal  disease,  and  25%  of  the 
patients  die  from  laryngeal  edema.  The  medical 
treatment  of  an  acute  attack  is  unsatisfactory.  These 
people  respond  poorly,  if  at  all,  to  Adrenalin.  The 
most  important  breakthrough  is  that  Epsilon  Am- 
inocaproic Acid  and  similar  drugs  work  well  when 
given  prophylactically. 

Hereditary  Angioedema  was  considered  a very 
rare  disease.  However,  there  is  an  increasing  number 
of  these  patients  being  reported. 

In  the  practice  of  medicine  one  has  to  be  constantly 
aware  of  this  disease  when  confronted  with  a patient 
who  is  being  referred  with  chronic  recurrent  swell- 
ings. 

REFERENCES 

1.  Olster,  W.:  “Hereditary  Angioneurotic  Edema”,  American 
Journal  Medical  Science  95:362,  1888. 

2.  Donaldson,  V.H.  and  Evans,  R R “A  biochemical  abnor- 
mality in  Hereditary  Angioneurotic  Edema”.  Amer.  J.  Med. 
35:37,  1963. 

3.  Austin,  K.,  Frank.:  “Inborn  and  Acquired  Abnormalities  of 
the  Complement  System  of  Man”,  Johns  Hopkins  Medical 
Journal,  128:57,  1971. 

4.  Klemperer,  M.R.,  et  al:  “Effect  of  C-l  Esterase  on  Vascular 
Permeability  in  Man”.  J.  Clin.  Invest.  47:604.  1968. 


Volume  37,  No.  10 


505 


5.  Ibid  No.  3. 

6.  Lundl,  et  al:  "A  Case  of  Hereditary  Angioneurotic  Edema 
Successfully  Treated  with  Epsilon  Aminocaproic  Acid”.  Clin. 
Exp.  immun.  3:733,  1968. 

7.  Frank,  Michael:  N.E.J.M.  286-808.  April,  1972. 

8.  Cohen,  Gerald  and  Peterson,  Arthur:  “Treatment  of  Heredi- 
tary Angioedema  with  Frozen  Plasma”,  Annals  of  Allergy  30: 
690.  1972. 


9.  Pickering,  R.T.,  et  al:  “Replacement  Therapy  in  Hereditary 
Angioedema”,  Lancet  1:326,  1969. 


The  authors  wish  to  thank  Dr.  Irving  Lepow  for  performing 
the  C-I  esterase  inhibitor  test  on  the  patient  and  her  immed- 
iate family. 


Acupuncture  — An  Appraisal 

Sung  J.  Liao,  M.D.,  D.P.H.,  F.A.C.P. 


Acupuncture  has  recently  become  quite  a fashion- 
able topic  in  this  country.  Represented  in  the  flurry 
of  articles  in  professional  and  lay  publications  are 
two  widely  divergent  views  of  this  ancient  thera- 
peutic modality.  Either  acupuncture  is  embraced  as 
the  salvation  of  the  human  segment  of  the  world  or 
it  is  rejected  outright  as  superstitious  nonsense. 
There  must  be  a reasonable  middleground.  The 
questions  are  then,  how  we  should  view  acupuncture, 
what  its  rationale  and  uses  are,  where  the  limits  of 
our  knowledge  are  about  it  and  how  we  can  best 
integrate  it  into  Western  medicine. 

As  a result  of  the  recent  cultural  exchange  pro- 
grams with  China  and  James  Reston’s  widely  pub- 
licized Chinese  appendectomy,  the  American  medical 
profession  has  begun  to  take  notice  of  acupuncture 
anesthesia.  There  are  many  factors  influencing  its 
development  to  the  current  status.  The  recent  up- 
sweep of  a tremendous  interest  in  the  occult  and 
parapsychological  phenomena  has  indeed  provided 
a fertile  ground  for  the  public’s  acclaim  of  acupunc- 
ture which  is  steeped  deeply  in  the  mystique  and 
horoscope.  In  bookstores,  books  on  acupuncture  are 
to  be  found  together  with  those  on  astrology  and 
not  in  the  section  of  medicine  and  health.  There  is, 
indeed,  the  danger  that  the  science  of  acupuncture 
may  be  seriously  hindered  if,  in  the  physician’s  mind, 
it  is  associated  merely  with  tea-leaf  readings,  tarot 
cards,  amulets,  and  astrology,  and  is  readily  dis- 
missed henceforth.  Dealing  as  it  does  with  the  un- 
known, in  a somewhat  theatrical  manner,  it  is  no 
wonder  that  the  public  tends  to  get  more  involved 
emotionally  in  this  subject  than  it  does  with  most 
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other  new  ideas.  Acupuncture’s  origin  in  the  unfam- 
iliar realms  of  Chinese  philosophy,  the  ideograms 
and  strange  sounds  that  describe  it,  and  the  non- 
Christo-Judaic  religion  of  which  it  was  a part,  also 
obstruct  our  open-minded  consideration  of  it.  The 
Western  medical  profession,  in  its  evaluation  of 
acupuncture,  must  be  free  from  both  the  emotional 
involvement  of  the  American  public  and  the  tradi- 
tional exoticism  and  mysticism  with  which  Chinese 
acupuncture  has  always  been  shrouded.  It  is  hoped 
that  this  paper  will  dispel  some  of  this  mystery,  mis- 
understanding and  confusion.  An  appropriate  place 
to  begin  our  appraisal  is  in  a brief  inquiry  of  acu- 
puncture’s basic  premises. 

While  many  ancient  peoples  viewed  the  human 
organism  as  a miniature  version  of  the  universe, 
none  perhaps  did  so  with  such  thoroughness  as  the 
Ancient  Chinese.  According  to  their  formulation, 
the  processes  found  in  man  (the  microcosm)  just  as 
those  found  in  the  world  (the  macrocosm)  obey  the 
identical  laws  of  nature.  The  advent  of  science  being 
three  thousand  years  to  the  future,  the  Ancient  Chi- 
nese understandably  could  only  employ  a philo- 
sophic approach  to  their  study  of  medicine  probably 
far  advanced  than  their  contemporaries.  Given  the 
view  of  man  as  a microcosm,  they  built  their  medical 
system  in  a very  methodical  and  logical  way.  It  is 
all  analogies.  Human  breath,  or  “the  soul,”  cor- 
responded to  the  wind,  blood  to  rain,  the  blood  ves- 
sels to  streams  and  rivers,  the  skeleton  to  mountains, 
etc.  (1)  As  there  are  night  and  day,  negative  and 
positive,  female  and  male,  etc.,  there  are  Yin  and 
Yang.  In  Nature  and  in  Man,  health  resulted  from  a 
balance  of  Yin  and  Yang,  disease  from  an  imbalance. 
Through  the  studies  of  endocrinology,  we  know  that 
there  are  some  female  sex  hormones  in  the  male  and 
some  male  sex  hormones  in  the  female.  Gynecom- 
astia in  cirrhosis  of  liver  of  a male  patient  is  an 
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excellent  example.  The  nervous  system  also  has  two 
opposing  forces  in  the  form  of  sympathetic  and 
parasympathetic  nerves.  The  effect  of  imbalance 
of  the  internal  environment  is  well  known  to  us. 
When  there  is  an  imbalance  of  the  electrolytes  in  the 
body,  the  human  organism  is  suffering  from  a cer- 
tain disease.  I think  this  much  is  acceptable.  Whether 
we  need  to  continue  to  use  the  words  Yin  and  Yang 
is  debatable. 

As  the  body  has  a front  and  a back,  the  front  was 
designated  Yin  and  the  back  Yang.  The  day  had 
been  divided  into  twelve  “hours”  by  the  Chinese 
ancients,  so  there  were  twelve  meridians  on  the 
body:  six  Yin  on  the  front  and  six  Yang  on  the  back. 
The  body’s  essence  or  energy,  the  Chinese  called  it 
“qi,”  allegedly  flew  along  these  meridians  with 
such  punctuality  that  at  any  given  time  the  Chinese 
“knew”  through  which  point  in  the  body  the  qi  was 
passing.  Though  the  circulation  of  qi  is  not  coinci- 
dental with  that  of  blood,  it  is  interesting  to  note 
that  the  Chinese  had  developed  this  concept  several 
thousand  years  before  William  Harvey.  The  twelve 
months  corresponded  to  the  twelve  large  sections 
of  the  body.  The  four  limbs  were  matched  with  the 
four  seasons  and  at  the  same  time  the  five  elements 
(wood,  fire,  earth,  metal  and  water)  were  matched 
with  the  five  points  on  the  compass  (North,  South, 
East,  West  and  the  Center.)  This  is  a perfect  example 
of  the  predilection  of  the  Chinese  to  fit  everything  in 
an  orderly  fashion.  In  order  to  arrange  the  elements 
in  conformity  to  the  seasons  they  distinguished  be- 
tween a “big”  Summer  and  a “little”  Summer  which 
might  be  comparable  to  our  regular  Summer  and 
the  Indian  Summer.  As  long  as  the  opposing  forces, 
Yin  and  Yang,  and  all  that  they  correspond  to  were 
in  balance,  the  body  was  healthy.  Thus,  the  Chinese 
recognized  no  specific  pathology  but  general  illness 
resulting  from  this  imbalance,  manifesting  itself  in 
various  parts  of  the  body.  The  ancient  Chinese,  by 
necessity,  studied  and  treated  symptoms.  Pathology 
as  we  are  familiar  with  was  entirely  unknown  to 
them.  Since  for  one  to  be  undressed  in  front  of  a 
stranger  was  considered  vulgar  and  indecent  there 
were  no  real  physical  examinations  in  traditional 
Chinese  Medicine.  In  the  old  days  if  the  patient  was 
a woman,  the  doctor  had  little  chance  of  even  seeing 
her,  let  alone  examining  her  naked  body.  It  is  not 
surprising  that  at  one  time  massage  became  the  ex- 
clusive trade  of  the  blind,  not  so  much  because  they 
have  sensitive  fingers  but  more  importantly  because 
they  cannot  see  the  naked  body.  There  were  no 
autopsies  performed,  since  if  one  had  a mutilated 
body  he  could  not  join  his  ancestors  in  the  afterworld. 
In  an  ancestor-worship  society  as  the  old  China,  such 
an  event  would  be  considered  immoral.  It  may  be  in 


large  part  due  to  these  customs  and  traditions  that 
so  much  attention  was  devoted  to  pulse  diagnosis 
and  a symptom-oriented  medical  system. 

The  Chinese  discovered  acupuncture  points  first. 
The  meridians  were  evolved  later  out  of  the  typical 
Chinese  disposition  to  catalog  divergent  matters,  in 
this  case  the  acupuncture  points,  into  a compre- 
hensible system.  An  analogous  scientific  methodology 
of  classification  of  the  Nature  might  be  found  in  the 
Linnaean  botanical  system  which  appeared  more 
than  700  years  later.  In  the  first  Chinese  medical 
compendium.  The  Yellow  Emperor’s  Classic  of  In- 
ternal Medicine,  it  is  stated  that  there  were  365 
acupuncture  points  to  tally  with  the  days  of  the  year. 
Present-day  charts  show  over  a thousand  points 
located  both  on  and  off  meridians.  Each  meridian 
was  assigned  the  name  of  a viscus,  as  if  it  represented 
the  physiology,  pathology,  and  pharmacology  of 
that  organ.  The  ancient  Chinese  even  concocted 
some  non-existent  organs  in  our  anatomy  just  to  be 
able  to  complete  the  schematic.  This  indeed  leads  to 
the  great  confusion  in  our  Western  medical  minds. 
A very  complex  and  intricate  art  of  healing,  stressing 
particularly  the  balance  and  the  interrelatedness  of 
organs  and  pathways,  thus  evolved  in  China  through 
this  method  of  categorization  of  clinical  observations. 
The  important  thing  is  that  there  are  these  benefi- 
cial results.  Hippocrates,  the  father  of  our  Western 
medicine,  taught  that  the  blood  (air),  black  bile 
(earth),  yellow  bile  (Fire),  and  phlegm  (water)  were 
the  essence  of  medicine.  We  find  the  counter  parts 
in  the  five  elements  of  Chinese  traditional  medicine. 
His  teaching  forms  an  important  part  of  our  medical 
heritage  but  we  do  not  practice  it  today.  In  the  same 
manner  we  ought  to  be  able  to  separate  from  this 
other  ancient  medical  system  only  what  belong  in 
modern  science.  To  further  the  science  of  acupunc- 
ture it  is  imperative  that  we  cleanse  it  of  all  folk-lore, 
horoscope  and  the  like.  The  modern  Chinese  fully 
realize  all  these.  They  have  already  started  the  syn- 
thesis of  a new  medical  system  by  amalgamating 
the  best  of  their  old  heritage  and  that  of  the  Western 
science.  They  are  undoubtedly  way  ahead  of  us  in 
their  way  of  thinking. 

One  other  point  must  be  cleared  up  before  we 
move  on  to  a discussion  of  the  techniques  and  ap- 
plication of  acupuncture.  Some  commentators  on 
acupuncture  have  dismissed  this  practice  as  being  a 
form  of  hypnosis.  We  wish  to  cite  the  following  ex- 
ample. In  the  presence  of  a distinguished  group  of 
physicians  at  a seminar  on  hypnosis,  acupuncture 
was  performed  on  a female  patient  with  post-herpetic 
intercostal  neuralgia.  She  had  undergone  hypnotic 
treatments  for  six  months  with  no  relief.  Her  pain 
almost  entirely  disappeared  after  one  acupuncture 
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session.  Whereas  a hypnotist  has  to  spend  time  with 
the  patient  to  prepare  her,  there  was  no  communi- 
cation with  this  patient  prior  to  the  treatment.  Her 
hypnosis  profile  was  found  to  be  unchanged  follow- 
ing acupuncture.  Also,  though  children  and  animals 
do  not  respond  to  hypnosis  they  are  successfully 
treated  with  acupuncture  in  China. 

Acupuncture  points  have  often  been  found  with 
some  combination  of  the  following  characteristics 
and  bear  some  resemblance  of  the  trigger  points. 
(2)  They  a)  are  tender  on  palpation,  b)  have  high 
conductance,  c)  show  fibrillation  and  fasciculation 
potentials  with  EMG,  d)  become  erythematous  on 
insertion  of  a needle  and  e)  may  provoke  referred 
paresthesia  in  distant  parts  of  the  body. 

The  inevitable  question,  of  course,  is  what  condi- 
tions can  be  treated  with  acupuncture.  Aside  from 
its  use  in  relieving  pain  and  inducing  analgesia  which 
will  be  discussed  below,  the  Chinese  believe  that 
acupuncture  has  a regulatory  effect.  According  to 
their  writings,  by  needling  the  appropriate  points, 
thereby  restoring  balance  they  can  correct,  as  the 
case  may  be,  both  diarrhea  and  constipation,  or 
hypertension  and  hypotension,  or  tachycardia  and 
bradycardia,  or  sedate  the  agitated  and  elevate  the 
depressed.  They  also  reported  that  needling  certain 
points  on  the  body  of  a person  or  an  animal  increases 
the  number  of  leukocytes  and  intensifies  phagocy- 
tosis. (3)  In  the  light  of  neuro-anatomy  and  neuro 
pathology,  one  has  to  reserve  judgement  about  the 
cures  by  needles  of  paraplegia,  hemiplegia,  multiple 
sclerosis,  amyotrophic  lateral  sclerosis,  muscular 
dystrophy,  dystonia,  Parkinson’s,  etc.  where  the 
central  nervous  system  is  irreparably  damaged,  as 
proclaimed  in  the  popular  books  on  acupuncture. 

These  effects  will  have  to  be  verified  under  the 
auspices  of  scientific  methodology  before  they  can 
be  seriously  accepted.  For  acupuncture  to  be  effect- 
ive the  body  must  have  an  intact  nervous  system. 
The  Chinese  traditional  practitioners  use  acupunc- 
ture to  treat  hemiplegia.  They  warn  that  it  is  most 
probably  not  effective  after  one  year  following  the 
onset.  As  is  well  known  to  the  Western  medicine, 
the  majority  of  hemiplegics  will  recover  most  of  the 
functions  in  a year.  Diseases  such  as  multiple  scler- 
osis have  remissions.  “Cures”  just  before  a remission 
cannot  be  attributed  to  the  effectiveness  of  the  treat- 
ment. Such  diseases  as  amyotrophic  lateral  sclerosis, 
Parkinson’s  disease,  muscular  dystrophy  and  dyston- 
ias have  no  counterparts  in  the  traditional  Chinese 
medicine.  Incidentally,  the  Chinese  word  for  paraly- 
sis has  a very  broad  definition.  It  means  the  inability 
to  move  regardless  of  whether  it  is  due  to  pain,  stiff- 
ness, or  actual  nerve  damage.  The  so-called  cures 
by  acupuncture  could  be  in  the  cases  with  a disability 


due  to  pain  and  not  real  nerve  damage  such  as  spinal  1 
cord  transection.  The  use  of  acupuncture  to  cure 
deaf-mutes  is  one  of  their  more  exciting  and  intri-  i 
guing  discoveries.  They  lay  claim  to  from  17%  to  50%  < 
of  complete  cures  with  cases  of  deafness.  (4)  I hasten 
to  add  that  they  treat  the  patient  as  a whole,  includ- 
ing intensive  speech  therapy,  not  just  acupuncture  i 
alone.  My  personal  experience  with  a limited  num- 
ber of  sensori-neural  deafness  in  adults  tends  to  I 
bear  out  the  probable  effectiveness.  A reproduction  < 
of  their  successes  by  our  otologists  will  no  doubt 
help  the  medical  profession  to  dispel  some  of  our  i 
controveisy.  Many  of  the  polio  children  have  been 
rehabilitated,  again  not  by  acupuncture  alone  but 
by  a combination  with  intensive  physical  therapy, 
etc.  (5)  1 cannot  overemphasize  that  it  must  be  1 
viewed  as  an  adjunct  to  our  existing  therapeutics  | 
and  not  as  a substitute.  Chinese  have  never  claimed 
it  as  a panacea.  In  their  practice  of  medicine  the 
Chinese  do  not  use  acupuncture  alone.  One  of  my 
classmates  with  a research  team  studied  the  poten- 
tials of  the  joint  use  of  traditional  and  Western  medi- 
cine in  the  management  of  acute  abdomen.  Their 
findings  showed  that  a combination  of  medicinal 
herbs,  antibiotics  and  acupuncture  reduced  the  need 
for  operations  in  cases  of  acute  abdomen  by  over  70%. 
(6)  This  is  of  particular  importance  to  the  Chinese 
because  eighty  percent  of  their  population  is  in  rural 
area  w'here  surgery  is  not  readily  available. 

In  the  United  States  we  have  recently  become 
acquainted  with  acupuncture’s  pain  relieving  prop-  j 
erties,  e.g.,  in  arthritides,  trigeminal  neuralgis,  post- 
herpetic neuralgis,  etc.  Sir  William  Osier  considered 
it  the  treatment  for  lumbago.  (7,8,9)  Just  as  with 
many  other  treatments  and  medications,  it  is  quite 
effective  in  many  cases  but  not  all.  One  must  realize 
that  it  does  not  change  the  basic  pathology  of  a 
disease.  It  cannot  restore  damaged  parts.  It  may 
relieve  the  pain  of  arthritis  but  may  not  change  its 
crippling  deformities.  It  must  be  viewed  as  an  ad- 
junct to  our  existing  therapeutic  armamentarium 
and  not  as  a substitute. 

The  newest  and  in  the  West  the  most  widely  known 
use  of  acupuncture  is  as  an  anasthetic  or  analgesic. 
Acupuncture  anesthesia  was  discovered  by  the 
“Western-trained”  Chinese  physicians  less  than 
twenty  years  ago.  This  is  a good  example  of  their 
attempts  to  modernize  their  heritages.  They  have 
used  it  for  a wide  variety  of  surgical  procedures, 
e.g.,  heart  surgery,  thyroidectomy,  tonsillectomy, 
eye  surgery,  pneumectomy,  removal  of  ovarian  cyst, 
and  brain  surgery,  etc.  Tried  in  400,000  operations 
up  to  June  1971  it  was  found  to  be  90%  effective.  In 
those  who  are  allergic  to  chemical  anesthesia  the 
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advantages  are  obvious.  In  addition,  all  patients 
have  significantly  less  blood  loss  and  their  convales- 
cence is  shorter.  Since  the  patient  remains  conscious 
he  can  if  needed,  respond  to  questions  and  directions 
from  the  surgeon  thereby  facilitating  ihe  speed  and 
efficacy  of  the  operation.  (10,  11,  12)  The  question 
has  been  raised  whether  the  Chinese  have  a different 
mentality  from  the  Occidentals  so  much  so  that  they 
could  be  easily  anesthetized  with  needles.  With  an 
otolaryngologist,  I have  successfully  used  it  for 
tonsillectomy  on  an  adult.  Others  have  used  it  for 
other  surgeries  in  this  country  and  in  Europe.  None 
of  these  patients  are  Orientals. 

When  penicillin  was  discovered  in  the  late  thirties, 
people  thought  that  we  had  found  the  cure  of  all 
infections  and  that  we  could  do  away  with  surgery. 
Now  we  know  better.  The  same  happened  with  the 
discovery  of  cortisone.  These  are  indeed  miraculous 
drugs  if  used  judiciously.  Now  we  are  confronted 
with  this  strange,  new  field  of  acupuncture.  Studied 
properly  and  used  wisely,  it  can  be  of  great  benefit 
to  Western  medicine,  but  there  is  a great  deal  to  be 
done.  All  physicians  should  learn  acupuncture  and 
apply  it  to  their  own  specialty.  We  must  set  up  re- 
search programs  to  verify  its  effectiveness,  find 
new  applications,  and  understand  its  rationale.  It 
is  quite  possible  that  we  may  never  find  the  answers 
to  many  of  the  questions  it  raises.  Nonetheless  failure 
would  be  less  important  than  our  success  in  its  clini- 
cal application.  If  it  can  make  a deaf  child  hear  with 
no  detrimental  side-effects,  what  does  it  matter  how 
it  works?  We  are  accustomed  to  employing  such 
medications  as  aspirin,  colchicine,  and  digitalis  even 
though  we  have  no  thorough  understanding  of  their 
pharmacology.  For  a hyperkinetic  child,  a stimulant 
(e.g.  Ritalin)  is  used  to  make  him  quiet.  The  well- 
known  sedative  and  sleeping  medicine,  barbiturates, 
becomes  a stimulant  when  given  to  a child  or  an 
elderly  person.  We  really  do  not  know  how  and  why 
these  chemicals  work  pharmacologically  as  they  do, 
but  nevertheless  we  do  not  hesitate  to  prescribe 
them. 

In  order  to  safeguard  the  public  as  health  con- 
sumers we  must  take  a conservative,  though  ener- 
getic, approach  to  explore  this  new  field  of  medi- 
cine. The  use  of  this  new  procedure  must  be  limited 
to  licensed  physicians  for  only  they  have  been  trained 
to  diagnose  diseases.  Particularly  given  its  ability 
to  relieve  pain,  acupuncture  has  a potential  for 
misuse  that  can  seriously  jeopardize  a patient’s  life. 
When  applied  irresponsibly  it  can  mask  the  symp- 
toms and  perpetuate  the  dreadful  consequences  of 
serious  illness,  e.g.  cancer.  One  example  is  sufficient 
to  illustrate  such  a possibility.  A female  patient  came 


to  me  complaining  of  pain  in  her  leg.  Six  months  pre- 
viously while  abroad,  she  had  had  the  same  problem. 
An  acupuncturist  had  removed  her  pain  due  to 
thrombophlebitis.  1 advised  her  to  see  her  own  phy- 
sician immediately  for  the  “conventional”  type  of 
treatment.  Had  1 given  her  acupuncture  I could  un- 
doubtedly have  gotten  rid  of  her  pains  and  she  would 
have  walked  unwarrantedly.  Serious  complications, 
such  as  embolism  might  have  occurred  in  her  lungs 
or  elsewhere.  It  is  easy  to  perform  acupuncture,  but 
it  is  very  difficult  to  know  when  not  to  perform  it. 

In  European  countries  acupuncture  is  considered 
a part  of  the  practice  of  medicine  and  is  limited  to  the 
practice  of  licensed  physicians.  As  is  well  known,  the 
Europeans  have  been  using  acupuncture  long  before 
we  have  ever  heard  of  it  in  this  country.  In  England 
there  are  no  laws  regulating  acupuncture.  The  non- 
physician acupuncturists  do  not  understand  the  sig- 
nificance and  the  techniques  of  sterilization.  They 
soak  their  needles  in  alcohol  to  “sterilize”  them  and 
then  contaminate  the  needles  with  their  nonsterile 
fingers  during  the  insertion  into  the  patient.  In  the 
olden  days,  the  ultimate  of  the  acupuncture  skills 
was  to  be  able  to  insert  needles  at  the  points  through 
the  clothing  with  the  patient  fully  dressed.  We  know 
that  alcohol  does  not  destroy  infectious  hepatitis  and 
many  other  viruses.  Thus,  there  is  always  the  pos- 
sibility of  transmitting  serious  diseases  from  one 
patient  to  another  with  the  contaminated  needles. 

In  conclusion,  physicians  should  take  a conserva- 
tive approach  to  safeguard  the  public,  just  as  we 
would  with  any  new  medications  and  new  surgical 
techniques.  To  protect  themselves,  the  public  as 
health  consumers  should  entrust  this  new  procedure 
to  the  physicians.  Misuse  will  only  endanger  the 
public’s  health.  It  is  also  the  medical  profession’s 
responsibility  to  integrate  acupuncture  into  their 
daily  practice  of  medicine  so  as  to  provide  better 
medical  care.  In  order  to  catch  up  with  the  Chinese, 
research  to  verify  its  effectiveness,  to  find  new  ap- 
plications and  to  understand  its  rationale  and  mech- 
anism is  urgently  needed.  We  must  also  realize  that 
China  is  a changing  society.  She  attempts  to  trans- 
form the  old  into  the  new  and  better.  One  of  their 
slogans  is  “to  make  the  old  serve  the  new  and  the 
foreign  serve  China.”  They  do  not  just  blindly  reject 
things  which  are  incomprehensible  to  them.  Chinese 
are  really  far  ahead  of  us  in  this  respect. 
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BATTERY 

One  man  hits  another,  without  his  consent.  This  is  a simple  instance  of 
battery,  the  class  of  wrongful  acts  that  encompasses  all  contacts  between 
people  which  are  neither  consented  to  nor  permitted  by  social  usage. 

The  phrase  “assault  and  battery”  is  sometimes  incorrectly  applied,  and  the 
terms  “assault”  and  “battery”  are  sometimes  incorrectly  used  as  synonyms. 
An  assault  is  a threatened  battery;  a battery  is  an  actual  unauthorized  body 
contact.  An  assault  is  involved  in  most  — but  not  all  — batteries. 

An  unauthorized  contact  may  constitute  battery  even  in  the  absence  of  in- 
tent to  do  harm.  Because  our  society  places  high  value  on  the  physical  integ- 
rity and  inviolability  of  the  individual,  it  treats  such  contact  as  a breach  of  a 
person  s legal  right.  Even  a contact  whose  intent  is  beneficial  may  be  an  act 
of  battery  if  it  was  not  consented  to  in  advance,  or  permitted  by  usage. 

Physicians  do  not  normally  hit  their  patients,  and  if  they  do,  it  is  not  with 
intent  to  harm  them.  Yet  the  exercise  of  their  profession  involves  a variety  of 
physical  contacts  — manipulations,  diagnostic  thumps  and  punctures,  inci- 
sions, sutures,  removal  of  organs,  and  even  bombardment  with  x-rays.  Since 
all  these  acts  are  contacts  of  one  sort  or  another  with  a patient’s  body,  they 
constitute  battery  unless  the  patient  has  authorized  them. 

Because  of  the  nature  of  battery,  the  majority  of  cases  that  have  been  tried 
have  involved  surgical  procedures.  But  battery  is  not  confined  to  surgery;  it 
is  a possible  source  of  liability  whenever  a physician  administers  any  treat- 
ment to  which  his  patient  has  not  consented. 
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Medical  Society 
have  already  signed  up 

for  the  CSMS  endorsed 
liability  insurance  plan. 

Why  such  support?  Because  this  special  package  from 
/Etna  Life  & Casualty  is  a very  practical  approach  to  a doctor’s 
needs  in  liability  coverage.  Coverage  that  includes 
professional,  office  premise  and  catastrophe  liability  insurance, 
all  in  one  package.  It  can  even  be  extended  to  cover  your 
professional  equipment,  too. 

Want  to  know  more?  Contact  your  CSMS  office  or  the  nearest 
/Etna  Life  & Casualty  agent. 


LIFE&  CASUALTY 


You  get  action  with  /Etna 


The  President’s  Page 


During  a recent  conversation,  one  of  a group  of  doctors  expressed  the  hope  that 
he  would  receive  the  same  considerations  afforded  to  any  other  “private  prac- 
titioner.” 

“Private  practitioner”  — how  is  he  defined,  how  recognized?  A little  personal 
research  revealed  that  there  is  not  much  unanimity  of  opinion  as  to  just  who  quali- 
ties to  be  called  a private  practitioner.  The  Council  on  Medical  Service  of  the  AMA, 
in  a published  report  in  1960,  listed  the  following  as  “not-in-private-practice” 
criteria: 


1.  Physicians  employed  by  government  agencies  — local,  state,  and  federal. 

2.  Physicians  in  hospital  employ,  exclusive  of  interns  and  residents. 

3.  Full-time  faculty  personnel  in  medical  schools. 

4.  Physicians  employed  by  consumer  and  labor  sponsored  plans. 

5.  Physicians  employed  by  industry. 

Flowever,  there  was  no  explicit  definition  given  as  to  who  was  in  private  practice. 

In  a more  recent  exchange  of  letters  on  the  subject  with  a knowledgable  indivi- 
dual, he  wrote  as  follows:  “.  . . . private  practice  is  that  type  of  practice  which  per- 
mits the  particular  physician  to  determine  what  area  of  medicine  he  will  engage  in, 
where  and  how  he  will  engage,  the  nature  of  the  patients  to  be  accepted.  It  is  prac 
tice  based  largely  on  volition  as  far  as  the  mechanics  of  practice  are  concerned.’ 

I believe  the  foregoing  statement  is  correct  but  incomplete  in  its  definition 
Private  practice  carries  with  it  a great  measure  of  personal  involvement,  an  identi 
fiable  assumption  of  individual  responsibility. 

From  the  above  one  can  derive  two  categories,  as  follows: 

Category  1:  1.  The  patient  has  the  right  to  choose  the  physician. 

2.  The  physician  has  the  right  to  accept  or  refuse  the  patient. 

3.  Payment  for  services  passes  directly  from  patient  to  physician. 
Category  II:  1.  The  physician  is  a signator  to  a lease  for  premises. 

2.  He  has  the  right  to  hire  and  fire. 

3.  He  pays  withholding  and  social  security  taxes  for  himself 

and  his  employee(s). 

4.  He  has  invested  in  capital  equipment  related  to  his  practice. 

To  be  classified  as  a private  practitioner,  it  is  my  opinion  that  a physician  must 
fulfill  a minimum  of  two  of  the  above  criteria,  one  from  each  category. 


Sidney  L.  Cramer,  M.D., 
President 
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Editorials 


Connecticut  Resolutions  to  House  of 
Delegates  of  the  AMA  / June  1973 


The  policy  making  body  of  the  AMA  is  its  House 
of  Delegates.  Analogous  to  Congress,  it  acts  on 
resolutions  instead  of  bills. 

The  history  of  the  AMA  is  reflected  in  House 
actions,  not  statements  by  its  Presidents  or  Boards 
of  Trustees  or  Executive  Vice  Presidents.  It  is  worth 
while  to  review  mechanisms  for  getting  resolutions 
before  the  AMA  House  by  brief  reference  to  those 
introduced  by  Connecticut  at  this  June  meeting, 
7 of  the  170  or  so  total. 

Resolutions  can  be  introduced  only  by  the  Board 
of  Trustees,  the  Councils,  and  delegates.  Each  is 
discussed  before  reference  committees  at  which  any 
AMA  member  may  speak.  They  are  open  to  the 
public  and  press.  Each  committee  writes  a report 
with  recommendations  which  it  presents  to  the 
House  for  final  action. 

Let  us  review  ours  for  mechanism  and  type  of  idea. 

1.  “Death  with  Dignity”  created  more  discussion 
than  any  other  resolution.  It  was  drawn  up  by  Dr. 
E.  Tremain  Bradley,  presented  to  our  Council,  re- 
ferred to  the  Judicial  Committee,  approved,  then 
referred  to  our  House  of  Delegates,  passed,  and  then 
sent  to  the  AMA.  It  was  well  received.  Our  recom- 
mendation that  it  be  referred  to  the  Judicial  Council 
for  study  and  report  at  the  next  meeting  was  ac- 
cepted. 

2.  Artificial  insemination  and  Frozen  Sperm 
Banks.  Our  resolution  that  the  Judicial  Council 
draw  up  ethical  guidelines  regarding  these  subjects 
was  accepted. 

3.  Definition  of  Death.  Two  states  recently  have 
passed  laws  defining  death  to  include  brain  death. 
We  would  declare  a moratorium  on  such  laws  and 
have  the  AMA  formulate  consensual  guidelines  for 
our  next  meeting  so  that  there  be  medical  uniformity 
rather  than  50  different  statutes.  Passed. 

4.  Administrators  of  Hospitals.  This  requested 
the  Board  of  Trustees  to  study  the  reasons  for  a 
national  trend  in  which  hospital  administrators  seek 
to  be  called  presidents  of  hospital  lay  boards  rather 
than  administrators  or  directors  or  executive  vice 
presidents.  We  want  to  know  whether  this  could  be 
of  any  significance  to  physicians.  Passed. 


As  with  most  ideas,  none  of  these  emanated  from 
committee.  They  were  brought  up  by  one  delegate, 
discussed  and  approved  by  our  entire  delegation  — 
delegates,  alternates,  president  and  president  elect. 
However,  any  delegate  could  have  introduced  these 
resolutions  under  his  name. 

5.  Residency  Disapprovals.  One  of  our  hospitals 
recently  had  a residency  program  disapproved.  On 
appeal  it  found  that  one  of  the  original  examining 
committee  members  was  also  on  the  appeals  body, 
obviously  unfair.  It  contacted  one  of  our  delegates 
who  introduced  a resolution  asking  that  this  pro- 
cedure be  investigated  and  remedied.  Physicians 
from  that  hospital  spoke  to  the  resolution  before  the 
reference  committee.  The  procedure  will  be  reme- 
died. This  was  another  method  of  getting  a resolu- 
tion before  the  House  of  Delegates. 

The  following  resolutions  were  presented  by  Dr. 
Orvan  W.  Hess  and  by  Dr.  James  H.  Root,  Jr.,  to 
the  Council  which  approved  them. 

6.  Interviews  with  the  Media.  It  was  felt  that  the 
TV  media  especially  were  taking  statements  of 
AMA  spokesmen  and  distorting  them.  It  recom- 
mended that  such  spokesmen  retain  the  right  to 
review  their  statements  to  prevent  such  distortions. 
Defeated. 

7.  Another  resolution  asked  that  the  vice  presi- 
dent be  given  the  privilege  of  remaining  on  the 
Board  of  Trustees  for  another  year  after  his  one 
year  term,  as  does  the  president.  Defeated. 

8.  Another  resolution  sought  to  remedy  what  we 
considered  premature  Medicare  public  disclosure 
of  infractions  by  physicians  without  giving  them  an 
opportunity  to  correct  such  practices.  Defeated. 

These  resolutions  demonstrate  several  methods 
as  to  how  to  get  a resolution  before  the  AMA  House 
of  Delegates.  I believe  that  any  Connecticut  State 
Medical  Society  member  with  an  idea  that  is  im- 
portant and  of  national  interest  can  get  it  before 
the  AMA  House  of  Delegates.  He  can  persuade  his 
county  society,  or  go  directly  to  the  Council,  or  to 
one  of  the  delegates,  or  to  his  CSMS  specialty  sec- 
tion. The  way  is  more  open  than  most  members 
think.  They  ought  to  consider  it. 


Fred  Fabro,  M.D. 
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4.  Members  presently  insured  may  convert  their  policies  auto- 
matically if  they  so  desire. 
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nplete  Product  Information: 

cription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
available  in  scored  light-green  tablets,  each  containing  80  mg 
lethoprim  and  400  mg  sulfamethoxazole. 

nethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine. 

; a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
- weight  of  290.3. 

ramethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
jlar  weight  of  253.28. 

ons:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
jihydrofolic  acid  by  competing  with  para- aminobenzoic  acid, 
nethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
rofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
yme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
nive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
ential  to  many  bacteria. 

'itro  studies  have  shown  that  bacterial  resistance  develops  more 
vly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
ne. 

/itro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti 
terial  activity  of  Bactrim  includes  the  common  urinary  tract 
hogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
ing  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
la-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
pies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 


cteria 

Trimeth- 

oprim 

alone 

Sulfameth- 

oxazole 

alone 

TMP/SMX  (1:20) 
TMP  SMX 

cherichia 

li 

oteus  spp. 

dole  positive 

oteus 

irabilis 

ebsiella- 

iterobacter 

0.05-1.5 
0.5  -5.0 
0.5  —1.5 
0.15-5.0 

1.0  -245 

7.35  -300 
7.35  - 30 
0.735-245 

0.05-0.5 

0.05-1.5 

0.05-0.15 

0.05-1.5 

0.95-  9.5 
0.95-28.5 
0.95-  2.85 
0.95-28.5 

man  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
-ninistration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
e are  similar  to  those  achieved  when  each  component  is  given 
ne.  Peak  blood  levels  for  the  individual  components  occur  one 
four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
izole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
:ly  the  same  regardless  of  whether  these  compounds  are  admin- 
;red  as  individual  components  or  as  Bactrim.  Detectable 
ounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
od  24  hours  after  drug  administration.  Free  sulfamethoxazole 
j trimethoprim  blood  levels  are  proportionately  dose-dependent, 
repeated  administration,  the  steady-state  ratio  of  trimethoprim 
sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

Ifamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
n-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
j metabolized  forms.  The  free  forms  are  considered  to  be  the 
irapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
rim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
>od.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
creases  the  protein  binding  of  trimethoprim  to  an  insignificant 
gree;  trimethoprim  does  not  influence  the  protein  binding  of 
Ifamethoxazole. 

cretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
Ifamethoxazole  and  trimethoprim  are  considerably  higher  than 
s the  concentrations  in  the  blood.  When  administered  together 
in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
e urinary  excretion  pattern  of  the  other. 

dications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
lently,  indole-positive  proteus  species). 

\portant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
Tis  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
illy  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
intraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
'egnancy  and  during  the  nursing  period  (see  Reproduction 
udies). 

arnings:  Deaths  associated  with  the  administration  of  sulfonamides 
sve  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
s,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  wit-h 
imethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
atients  concurrently  receiving  certain  diuretics,  primarily  thia- 
des,  an  increased  incidence  of  thrombopenia  with  purpura  has 
sen  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
anyformed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/  kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/  kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


Reflections  From  The  Dean’s  Office 

Robert  U.  Massey,  M.D. 


This  fall  the  future  doctors  for  more  than  10  mil- 
lion Americans  have  entered  the  nation’s  1 12  medical 
schools  to  begin  a period  of  education,  training,  and 
acculturation  which  will  consume  over  10  percent 
of  their  allotted  lifespan  and  which  will,  in  almost 
every  instance,  effect  a change  in  their  lives  akin 
to  a religious  conversion. 

Medical  education  means  distilling  out  of  a confus- 
ing mass  of  old  and  new  biological  knowledge  those 
facts  and  relationships  which  are  judged  important 
to  the  understanding  and  practice  of  medicine.  The 
tidal  wave  of  the  Renaissance  which  began  in  Italy 
600  years  ago  and  which  struck  biology  over  100 
years  ago  may  be  nearing  its  crest  in  the  life  sciences 
in  this  final  quarter  of  the  twentieth  century.  In  the 
midst  of  the  high  excitement  accompanying  such 
intensity  of  intellectual  activity,  it  is  difficult,  perhaps 
impossible,  to  tease  out  and  present  the  “core”  of 
knowledge  which  the  student  ought  somehow  to 
master.  It  may  be  quite  unimportant.  It  may  be 
enough  that  the  students  sense  the  excitement.  Un- 
doubtedly, some  will  find  that  they  can  never  again 
live  without  it. 

Medical  education  means  teaching  many  new 
skills  and  reinforcing  others  already  learned.  Recent- 
ly, Horn  and  others,1  reviewing  recent  work  on  the 
neural  mechanisms  involved  in  learning,  have  shown 
fairly  conclusively  that  learning  is  accompanied  in 
the  developing  nervous  system  by  biochemical  and 
morphological  changes  in  specific  portions  of  the 
brain.  Whether  the  potential  for  similar  plasticity 
exists  also  in  the  adult  mammalian  brain  is  less  clear; 
as  educators,  our  faith  is  that  it  must!  The  skills  of 
observing,  sensing,  relating,  comparing,  and  con- 
cluding must  be  brought  to  a level  of  excellence 
quite  the  same  as  that  expected  of  a highly  trained 
air  pilot.  Human  lives  are  dependent  on  those  skills 
in  both  instances. 

Medical  education  means  reinforcing  some  atti- 
tudes, modifying  others,  and,  perhaps  in  some  in- 
stances, challenging  and  fundamentally  changing 
some  of  those  that  relate  to  the  major  taboos  of  our 
culture.2  The  qualities  which  we  have  in  mind  when 
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we  imagine  the  ideal  physician  are,  by  and  large, 
ethical  and  behavioral  qualities.  Some  will  object 
that  such  an  image,  if  composed  only  of  these  quali- 
ties, might  be  nothing  more  than  that  of  the  well 
meaning  bungler.  If  by  ethical  qualities  appropriate 
to  a physician  the  objectors  have  in  mind  personal 
honesty  and  a vague  feeling  of  wanting  to  help  suf- 
fering humanity,  I must  emphatically  agree  with 
them.  The  warm  and  loving  feeling  of  wanting  to 
help  must  be  stiffened  by  an  imperative  of  concern 
which  may,  at  times,  depend  not  at  all  on  feelings; 
and  personal  honesty  must  be  transformed  into  an 
intellectual  integrity  and  curiosity  by  which  the 
student,  and  later  the  physician,  recognizes  the  con- 
tinuing and  accurate  acquisition  of  knowledge  and 
the  improvement  of  skills  as  imperatives  incumbent 
upon  himself  first,  but  also  upon  others  in  his  pro- 
fession. 

Medical  education  is  an  initiation  into  a new  cul- 
ture. Jose  Ortega  y Gasset,2  the  great  Spanish 
humanist  and  historian,  wrote  that  “the  collective 
life  of  a people,  a nation,  is  an  intimate  — and  to  a 
certain  extent  a secret  — matter,  very  like  what  those 
words  mean  when  one  says  of  a personal  life  that  it 
is  an  intimacy  within  itself,  and  no  one  who  looks  at 
it  from  the  outside  can  easily  come  to  understand 
it.”  Medicine,  the  profession,  the  institution,  the 
culture  is  like  that.  Its  ideals,  its  heroes,  its  traditions 
and  ceremonies  sustain  its  members  in  their  physical, 
emotional,  ethical,  and  intellectual  exertions.  The 
student  must  be  absorbed  into  this  world  of  medi- 
cine, he  must  come  to  look  at  it  from  the  inside  and, 
in  a certain  sense,  at  all  of  life  through  its  windows. 
As  educators  we  must  sense  the  times  when  it  is 
good  to  bring  forth  the  sagas  and  to  celebrate  our 
art  and  its  science. 
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Ethics  and  The  Law:  Medical  Considerations 


Irving  Ladimer,  S.J.D. 


The  well-being  of  the  community  and  the  indi- 
vidual are  dependent  on  an  ordered  society.  When 
there  is  reasonable  consistency  among  the  sanctions 
for  public  and  private  conduct  and  when  governance, 
implicit  and  explicit,  grants  us  expression  for  the 
common  good,  an  internal  stability  is  achieved.  Ex- 
ternal forces  may  prevail,  but  an  inner  strength  will 
exist.  The  basis  and  structure  of  such  a system  may 
vary  to  accord  with  the  needs  and  values  of  the  peo- 
ple served,  as  evidenced  by  the  many  forms  we  know, 
present  and  past,  and  also  those  proposed  for  the 
future. 

A total  system,  that  is,  a way  of  life  for  all  and 
each  must  provide  for  essential  consistency.  It  must 
not  be  a straitened  uniformity,  a static  conformance, 
but  a dynamic  and  evolving  mechanism,  encompas- 
sing the  tugs  and  pulls  and  necessary  changes  in  any 
society,  which  can  reconcile  differences  without  com- 
promising fundamental  philosophy.  It  may  be  said 
that  a modus  vivendi  which  encourages  and  allows 
personal  and  collective  contribution  for  social  ad- 
vancement consists  of  rules  which  harmonize  with 
practical  requirements  and  also  with  the  pursuit  of 
our  objectives. 

I.  Reaching  Our  Goals 

To  reach  these  goals,  there  are  three  broad  aven- 
ues: the  first  permits  or  enables  certain  conduct; 
the  second  requires  certain  conduct  or  imposes  obli- 
gations on  community  and  fellow  men;  the  third,  in 
corollary,  must  forbid  or  prohibit  passage  and  sug- 
gest another  route  of  progress.  All  of  these,  in  turn, 
are  universally  subject  to  three  interlocking  types 
of  control. 

Primarily,  we  are  governed,  knowingly  or  not,  by 
culture  and  custom  — the  social  mores,  traditions, 
historical  and  also  contemporary  approvals  and 
admonitions.  In  effect,  they  tell  us  what  is  considered 
suitable  and  appropriate  action  for  our  times  and 
conditions,  for  solving  problems  and  for  meeting 
challenges  in  a way  which  will  be  supported,  or  at 
least  accepted.  In  the  largest  sense,  these  guides 
suggest  our  place  in  our  world  as  we  have  made  it 
and  as  we  would  have  it.  More  specifically,  these 
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unstated  but  quite  stringent  principles  prescribe  our 
manners,  our  dealings  with  others,  and  our  general 
understanding  of  right,  wrong,  and  maybe.  If  we 
could  depend  entirely  on  these  accords,  and  if  others 
hold  similar  conviction,  there  might  be  no  need  for 
other  guides.  But,  life  and  facts  and  certainly  current 
complexities  require  more. 

Accordingly,  each  society  develops  a system  of 
formal  sanctions.  This  second  control  is  intended  to 
reflect  the  public  will.  It  is  based  in  part  on  custom 
but  also  on  the  obvious  necessity  for  safeguards. 
This  is  the  institution  of  law,  the  stated  and  usually 
written  indications  establishing  private  and  public 
rights  and  privileges  and  the  ground  rules  for  rela- 
tionships between  individuals,  and  between  them 
and  constituted  authority.  There  are  many  concepts 
of  jurisprudence,  the  philosophic  underpinning  of  law; 
for  example,  that  it  consolidates  economic  or  politi- 
cal power,  reflects  natural  or  inherent  rights,  pro- 
vides the  social  contract,  effects  balancing  of 
interests,  assures  community  benefit  or  individual 
liberty  or  represents  other  forces,  including  psycho- 
logical, ethical,  utilitarian  or  idealistic  values,  as  the 
essential  components  of  our  body  of  law,  derived 
from  earlier  times  and  wedded  to  our  own.  One  basic 
point  stands  forth,  however:  the  law  and  our  legal 
system  constitute  the  expressed  intent  of  the  people, 
directly  and  indirectly,  for  maintaining  order  within 
government. 

Finally,  and  for  many  this  third  guide  or  control  is 
considered  first,  we  are  directed  and  impelled  by  the 
ideal.  Beyond  custom,  beyond  law  but,  for  the  most 
part,  with  social  custom  and  constituted  law,  we  seek 
to  bring  about  for  ourselves  and  others  the  best  that 
humanity,  intrinsically  and  developmentally,  can 
contemplate.  In  this  sphere,  we  have  what  some  call 
the  higher  or  moral  law,  the  moral  imperative,  relig- 
ious teaching  and  belief,  social  and  personal  philoso- 
phy, our  conceptions  of  goodness,  rightness,  justice 
and  its  application  to  fairness,  equality  and,  now,  to 
social  priority.  As  an  individual  expression,  these 
values  are  called  conscience,  especially  when  they 
move  us  to  abstain  or  to  change  because  of  remorse, 
regret  or  greater  realization.  The  values  we  share 
with  others,  perhaps  with  the  entire  society  make  up 
our  ethical  code. 

Dr.  Michael  Chance,  a behavioral  scientist,  who 
participated  in  a 1968  meeting  on  Biology  and  Ethics 
sponsored  by  the  Institute  of  Biology  in  London,  de- 
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fined  the  term,  as  follows:  “Ethics  are  injunctions  to 
action,  and  social  action  in  particular,  given  by  a 
group  or  society  to  its  members,  by  one  individual 
to  another,  and  from  one  individual  to  himself  (his 
conscience)  and,  it  will  be  argued,  from  an  individual 
to  society.”  Ethics  are  often  unattainable,  but  yet  to 
be  sought.  Ethics,  more  than  any  other  rule  of  life, 
embraces  the  should  or  ought,  standing  as  an  em- 
bodiment of  principle.  Fashioned  as  a hortatory  or 
persuasive  set  of  statements,  it  has  the  advantage  of 
logic  and  perhaps  the  disadvantage  of  that  attribute 
in  a world  not  governed  by  reason.  As  the  ideal,  the 
ethical  tenet  is  often  the  first  to  be  cited  but  often 
the  last  to  be  observed. 

II.  Interplay  of  Guidelines 

If  these  descriptions  of  custom,  law  and  ethics 
appear  to  suggest  three  separate  or  unrelated  modes 
of  guidance,  everyday  living  proves  the  contrary.  Not 
only  are  they  based  on  each  other,  not  only  do  they 
borrow  from  one  another  and  build  together,  but 
they  are  often  indistinguishable  not  just  because  our 
language  is  imprecise  but  because,  realistically,  as 
human  beings  and  as  a society,  we  often  pledge  one 
while  we  buy  another. 

The  interplay  between  law  and  morality  is  well 
stated  by  Dennis  Lloyd,  a British  lawyer  and  pro- 
fessor of  jurisprudence  in  his  “Idea  of  Law,”  first 
written  in  1964  but  aptly  relevant  to  a 1970  meeting 
on  medical  ethics: 

I he  relationship  of  law  to  moral  values  and 
standards  is  obviously  one  of  great  and  abiding 
importance  in  every  human  society,  and  certainly 
not  least  in  our  own,  as  can  be  instanced  from 
many  current  controversial  issues.  To  mention 
but  a few  of  these,  there  is  the  liability  of  adult 
males  to  prosecution  for  homosexuality  even 
when  carried  out  in  private  and  by  consent;  the 
burning  question  of  capital  punishment,  and  the 
whole  purpose  for  which  punishment  is  inflicted 
by  the  criminal  law;  legal  problems  where  the 
sanctity  ol  human  life  is  concerned,  as  in  the  case 
of  euthanasia,  suicide  and  abortion;  whether  di- 
vorce should  be  grounded  on  the  notion  of  guilt 
or  depend  upon  the  breakdown  of  the  marriage; 
all  such  problems  serve  to  indicate  the  stresses 
and  tensions  which  arise  between  the  moral 
ideas  current  in  a given  community  and  the  rules 
which  seek  to  lay  down  precise  legal  rights  and 
duties. 

1 he  problem  of  conflict  between  law  and  ethics  — 
presumably  the  need  for  harmonizing  them  is  upper- 
most in  any  consideration  of  these  subjects  — is  indi- 
cated by  Professor  Lloyd  who  declares  that  the  idea 
of  a higher  law  which  supervenes  man-made  law  has 


produced  significant  consequences  at  many  stages  of 
human  history.  The  belief  in  such  a greater,  more 
powerful,  perhaps  divine,  regulation  of  human  af- 
fairs provokes  many  to  conclude  that  it  provides  a 
rationale  for  revolt  against  legitimate  authority.  Or 
when  basic  human  rights,  such  as  may  apply  to  racial 
and  social  equality  and  religious  and  other  freedom, 
are  not  protected  or  enforced  by  statutes,  some  claim 
that  the  laws  may  validly  be  disregarded. 

Accordingly,  such  a consideration  of  many  pro- 
found medico-moral  dilemmas  led  to  a report  for  the 
American  Friends  Service  Committee  which  ques- 
tioned whether  the  laws  of  this  country  and  else- 
where are  at  all  responsive  to  modern  needs.  The 
1969  study  titled  “Who  Shall  Live  Man’s  Control 
over  Birth  and  Death”  suggests  paradoxes  such  as 
these  as  part  of  our  critical  concern  in  the  quality  of 
life. 

With  respect  to  euthanasia.  The  law  based  on  the 
sanctity  of  life,  holds  any  deliberate  act  to  end  life 
as  illegal,  whether  performed  by  a doctor  or  any  one 
else.  But  it  takes  no  account  of  intention.  Death  by 
omission  is  less  certain  to  be  so  judged,  because  of 
the  relation  of  doctor  to  patient.  Says  the  report, 
“Perhaps  for  this  reason  no  doctor  has  been  con- 
victed for  causing  death  bv  omission  of  treatment 
for  compassionate  reasons.”  So,  again  the  law  seems 
to  be  at  odds  with  needs  and  may  not  be  invoked. 

With  respect  to  contraception.  There  is  no  legal 
ban  on  the  use  of  contraceptives  in  this  country  but 
legal  restrictions  make  them  hard  to  get,  since  they 
cannot  be  advertised,  sold  by  mail  or  displayed  and 
are  otherwise  not  freely  available  for  family  plan- 
ning. Here,  legal  practice  appears  to  subvert  a basic 
legal  principle  of  free  choice  and  obvious  need. 

With  respect  to  transplantation.  New  laws,  based 
on  the  Uniform  Anatomical  Gift  Act,  now  in  effect 
in  practically  all  States  seek  to  reconcile  conflicting 
interests  between  the  wishes  of  the  donor,  views  of 
the  family,  need  for  organs  and  the  rights  of  society. 
Yet  there  are  opponents  who  consider  that  such  laws 
suggest  lack  of  respect  for  life  and  death  while  others 
find  them  inadequate  to  meet  the  practical  require- 
ments of  transplantation  because  of  the  stipulations 
for  express  consent. 

With  respect  to  sterilization  for  population  con- 
trol. Some  countries  have  legalized  incentives  for 
voluntary  sterilization,  but  success  is  not  notable  in 
light  of  traditional  interests  in  child-bearing  and  the 
surrounding  legal  rules. 

The  report  for  this  respected  Quaker  group  recom- 
mends accommodations  in  law  to  meet  moral  re- 
sponsibilities and  changes  in  public  attitudes,  evi- 
dently recognizing  that  there  must  be  legal  approba- 
tion. If  moral  opinion  is  to  work  within  the  law,  the 
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law  must  admit  it.  Conversely,  if  there  are  new  laws, 
as  for  transplantation  and  sterilization,  custom  and 
ethical  views  must  be  reconsidered  to  take  advantage 
of  the  options  now  available. 

This  report,  like  so  many  that  could  be  cited, 
underscores  the  conflict  faced  by  all  of  us,  but  per- 
haps most  acutely  by  physicians  because  of  their 
special  relations  with  man  and  mankind  in  the  most 
intimate  and  delicate  areas  of  life,  health  and  death. 
To  sustain  their  basic  roles  of  trust  and  confidence, 
some  acceptable  means  of  resolution  must  be  found. 
The  guidelines  we  accept,  whether  from  legal  or 
ethical  sources  or  general  tradition,  must  be  reason- 
ably consistent.  Dr.  Herbert  Ley,  former  Commis- 
sioner of  Food  and  Drugs,  speaking  at  a conference 
on  human  research,  indicated  that  the  process  where- 
by ethics  becomes  law  is  familiar.  It  is  a continuing 
process  whereby  legislators  apply  principles  of  moral- 
ity to  circumstances  of  modern  life,  but  usually  not 
because  someone  says  so  or  there  is  general  agree- 
ment, but  because  a demonstrated  need  must  exist  — 
some  social,  economic  or  technological  problem 
calling  for  an  equitable  solution.  But,  sometimes,  a 
catastrophe  must  occur  to  dramatize  the  issue.  He 
cited  the  thalidomide  incident  as  spurring  the  Con- 
gress to  enact  the  1962  amendments  which  tightened 
! the  rules  for  introducing  and  approving  new  drugs, 
and  also  mandated  the  patient’s  express  consent  for 
use  of  investigational  drugs.  On  an  ethical  and 
human  basis,  such  observance  had  long  been  appreci- 
ated and  accepted,  but  positive  legal  strictures  fol- 
lowed only  after  a disaster.  This  should  not  be  the 
only  way  to  achieve  practical  parallels  between  what 
ought  to  be  and  must  be. 

III.  The  Profession  as  an  Ethical  Instrument 

Among  the  practical  matters  raising  ethical  issues 
are  those  which  stem  from  conduct  as  professionals. 
A true  profession  is  generally  distinguished  from 
other  endeavor,  without  implying  a value  judgment. 
The  professional  calling  is  generally  based  on  formal 
education,  special  training,  and  colleague  recogni- 
tion of  qualifications  and  performance.  The  hall- 
imark,  however,  is  the  existence  of  ethical  standards 
for  guidance  and  regulation  of  members  of  the  pro- 
fession. These  self-imposed  standards  are  intended 
to  assure  that  those  served  by  the  profession  are 
properly  and  fairly  treated  and  that  the  best  available 
judgment  and  highest  competence  will  be  exercised 
on  their  behalf.  Medicine  has  long  enjoyed  public  and 
co-professional  respect  for  such  governance  and  self- 
discipline  in  spirit  and  letter.  Generally,  the  major 
professions  dealing  with  the  public,  including  law 
and  medicine,  are  also  subject  to  licensure,  the  legal 
control  imposed  by  the  state  to  insure  that  only  quali- 


fied persons  will  engage  in  such  service.  Discipline 
therefore  may  be  asserted  at  legal  as  well  as  profes- 
sional levels,  usually  but  not  always  for  the  same 
reason. 

There  has  been  and  doubtless  will  always  be  criti- 
cism of  many  professional  rules  adopted  by  Ameri- 
can practitioners.  Although  said  to  be  drawn  from 
the  Hippocratic  Oath  and  applications  of  Percival’s 
Ethics,  they  are  charged  as  not  true  ethical  norms, 
but  essentially  protective  and  self-serving  proprietary 
measures.  But,  at  least  in  intent,  no  one  can  fault 
the  familiar  canons  which  give  primary  attention  to 
the  patient’s  welfare,  maintain  his  confidence,  limit 
referrals  to  a qualified  practitioner,  prohibit  solici- 
tation and  advertising  and  restrict  professional  earn- 
ings to  payments  for  medical  services.  Thus,  it  has 
been  regarded  as  unprofessional  to  engage  in  pay- 
ments to  or  from  laymen  for  directing  patients,  or  to 
share  or  split  fees  with  other  doctors  without  per- 
forming a service.  The  Federal  and  many  State 
income  tax  laws  were  consistent  with  this  policy, 
which  is  intended  to  keep  medical  care  costs  down, 
by  prohibiting  deductions  for  payments  made  by 
other  doctors,  unless  normal  and  customary  in  the 
community  and  profession  and  not  contrary  to  sharp- 
ly defined  governmental  policy.  Unfortunately,  the 
Tax  Reform  Act  of  1969  inadvertently  included  a 
clause  allowing  a tax  deduction  for  a kickback  unless 
the  taxpayer  is  successfully  prosecuted  for  doing  so 
a remote  and  unlikely  possibility.  This  change,  ac- 
cording to  Edwin  Holman  of  the  American  Medical 
Association,  may  encourage  fee  splitting.  It  can 
provide  legal  cover  for  an  unprofessional  practice. 

Relatively  unimportant  as  this  point  may  be  in 
light  of  more  fundamental  ethical  questions,  it  illus- 
trates the  importance  of  continued  vigilance  in  all 
areas  to  maintain  ethical  integrity  through  legal 
support.  It  is  to  be  hoped  that,  whether  or  not  this 
clause  is  deleted,  physicians  and  attorneys  repre- 
senting them  will  not  lower  their  own  dignity  and 
demean  the  profession  to  climb  through  a legal  loop- 
hole. 

It  is  important,  however,  that  professional  rules 
be  distinguished  from  legal  allowances  or  prohibi- 
tions, so  that  charges  of  discrimination  may  not  be 
leveled  against  medicine.  Parenthentically,  licensing 
of  physicians  in  this  country  during  the  Jacksonian 
period,  was  attacked  as  undemocratic  and  discrimina- 
tory on  the  ground  that  it  prevented  others  from 
entering  the  healing  arts.  So,  today,  the  complex  is- 
sues of  paraprofessional  health  personnel  have  raised 
questions  regarding  the  need  for  and  desirability  of 
legal  acknowledgment  through  licensure  of  a series 
of  professional  and  technical  categories.  Physicians 
who  contend  that  licensing  should  or  should  not  be 
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granted,  depending  on  their  view  of  the  suggested 
changes  in  the  practice  of  medicine,  should  develop 
their  reasons  on  the  essential  grounds  of  optimum 
service  to  the  public  and  not  on  protection  of  any 
current  legal  or  professional  investment. 

Malpractice:  Legal  and  Ethical 

An  interesting  example  of  the  impact  of  law  and 
ethics  on  medicine  arises  in  respect  of  malpractice. 
Simply  defined,  malpractice  is  the  action  or  inaction 
on  the  part  of  a professional  in  deviating  from  the 
accepted  modes  of  his  colleagues  and  the  require- 
ments imposed  by  his  knowledge,  skill  and  training 
so  as  to  cause  injury  in  the  diagnosis  or  treatment  of 
a patient  or  client.  This  failure  to  observe  profes- 
sional responsibility,  most  often  through  negligence, 
applies  not  only  to  physicians  but  also  to  other  pro- 
fessionals. 

We  tend  to  think  of  malpractice  as  limited  to  legal 
liability  since  the  issue  arises  in  a claim  for  damages 
within  the  legal  process.  But,  there  is  also  ethical  or 
moral  malpractice,  for  which  there  may  be  no  legal 
charge,  through  violation  of  professional  principles. 
For  instance,  harm  to  a patient  is  no  less  significant 
when  a physician  ignores  a patient  or  fails  to  con- 
sider a condition,  even  though  there  may  be  no  legal 
grounds  for  abandonment  or  negligence. 

One  of  the  “hottest”  issues  today  in  medical  mal- 
practice namely,  that  of  advising  the  patient,  has  a 
counterpart  in  ethical  conduct  and  human  experi- 
ence. Briefly,  many  legal  cases  have  established  that 
it  is  the  physician’s  duty  to  disclose  the  possible  risks 
and  inconveniences  relative  to  the  desired  benefits 
before  proceeding  with  treatment,  particularly  when 
there  is  a likelihood  of  some  hazard  or  possible  bad 
result.  Two  lines  of  decision  have  arisen.  The  first 
considers  that  this  duty  is  met  when  the  physician 
follows  the  practice  of  his  colleagues  and  the  patterns 
in  his  community.  The  other,  becoming  more  pre- 
valent although  more  difficult  for  the  physician,  re- 
quires that  the  physician  extend  all  efforts  to  achieve 
reasonable  comprehension  and  agreement  on  the 
part  of  his  patient  and  have  some  basis  of  belief  in 
such  achievement. 

On  the  other  hand,  the  ethical  requirement,  usually 
applied  in  cases  of  innovative  medicine  or  experi- 
mentation, calls  for  informed  consent  — the  actuality 
ot  sharing  of  knowledge  on  the  basis  of  partnership. 
It  must  be  remembered  that  the  individual  has  the 
right  to  decide  what  may  be  done  for  or  with  him  and 
that  the  physician  may  act  only  with  permission  and 
consent.  In  the  customary  doctor-patient  relation- 
ship, where  conventional  methods  are  contemplated 
the  consent  is  implicit  in  the  act  of  the  patient’s  ie- 
quest  for  the  doctor’s  service.  Otherwise,  it  must  be 


expressly  sought  and  obtained.  Certainly,  this  would 
apply  to  a novel  procedure. 

The  agreement  between  doctor  and  patient  or 
investigator  and  subject,  on  analysis,  is  the  struc- 
tured application  of  the  understanding  and  courtesy 
underlying  everyday  transactions  in  other  respects. 
And,  any  withholding  of  significant  information 
should,  in  a sense,  be  within  a professional  under- 
standing that  this  course  is  in  the  patient’s  best  inter- 
est. A failure  to  inform  can  hardly  be  justified  on  the 
basis  of  the  doctor’s  convenience,  the  investigator’s 
determination  or  the  study’s  design.  Therefore,  it 
would  be  less  than  tenable  to  rely  solely  on  the  rigid 
legal  requirement  as  constituting  the  desired  rela- 
tionships of  mutual  understanding  and  trust. 

At  this  point,  it  is  well  to  consider  whether  the 
current  method  of  peer  approval,  generally  through 
review  by  ethical  standards  committees,  modifies 
individual  responsibility,  legal  or  ethical.  The  system, 
devised  mainly  to  assure  that  proposals  for  research 
will  have  prior  local  consideration,  represents  to 
many  the  sharing  of  responsibility,  often  to  the  point 
of  institutional  but  not  individual  responsibility. 

No  system  which  embraces  fundamental  profes- 
sional relationships  eventually  involving  individuals 
at  risk  can  remove  personal  liability.  Although  the 
system  may  serve  to  reach  a better  decision,  drawing 
on  wider  experience,  it  cannot  compartmentalize 
ethical  requirements.  These  are  not  divisible,  al- 
though mutual  and  shared  and  thus  differ  from  legal 
responsibilities  which,  in  many  circumstances,  can 
be  allocated,  depending  on  function,  role  and 
structure. 

Ethical  Anticipation  of  Law 

By  far  the  most  intriguing  question  in  this  area  is 
that  which  may  be  called  the  ethical  anticipation  of 
legal  approval.  It  is  well  known,  and  all  medical 
history  confirms,  that  new  approaches  and  advances 
in  medical  science  and  practice  often  precede  legal 
acceptance.  For  instance,  upon  passage  of  the  liberal 
New  York  abortion  law,  many  doctors  stated  that 
they  had  for  years  proceeded  solely  on  the  basis  of 
the  patient’s  request.  They  justified  the  practice  on 
the  long-standing  need,  compliance  to  their  personal 
ethic  and  the  expectation  that  the  law  would  later 
provide  approval.  Today,  doctors  are  providing 
maintenance  dosages  of  certain  addictive  drugs  or 
countenancing  their  use  in  the  similar  belief  that  a 
legislature  will  soon  justify  their  position.  Similarly, 
doctors  anticipated  the  law  in  regard  to  contraceptive 
information  and  service  to  unmarried  females,  even 
minors,  without  parental  knowledge,  in  states  which 
proscribed  such  treatment.  And,  finally,  there  are 
physicians  who  make  no  secret  of  their  participation 
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in  easing  death,  whether  or  not  called  euthanasia,  in 
the  strong  belief  that  their  actions  will  be  approved  in 
law  in  the  future  and  thus  support  their  present  moral 
philosophy. 

It  must  be  observed,  from  a lawyer’s  view,  that 
this  is  a parlous  course.  True,  the  living  law  responds 
to  societal  needs;  even  long-held  decisions  of  the 
highest  tribunals  and  settled  statutes  are  overturned 
when  new  conditions  call  for  reversal.  Economic, 
social,  psychological  and  attitudinal  changes  compel 
legal  recognition,  but  this  may  be  slow,  uncertain 
and  varied,  based  on  individual  cases.  Timing  of  pro- 
test, if  you  will,  is  critical;  and,  this  is  beyond  pre- 
diction. The  innovative  and  daring  physician  or,  for 
that  matter,  any  similar  force  must  be  prepared  to 
suffer  setbacks  and  sanctions,  often  very  real  and 
material  punishment,  for  his  position.  Recall  Galileo 
and  others.  The  equilibrium  which  society  requires 
does  not  permit  easy  change,  and  doctors  who  chafe 
at  legal  restrictions  may  well  respect  a system  which 
in  turn  protects  their  interests  against  presumed 
advances  they  may  not  favor. 

The  Journal  of  the  American  Medical  Association 
for  August  12,  1968  carried  two  articles  on  medical 
morality  and  legal  impacts.  Dr.  Paul  Rhoads’  paper 
confronts  us  with  a host  of  conflicting  issues  — patient 
relationships,  responsibility  of  the  physician,  abor- 
tion, euthanasia,  human  experimentation,  medical 
secrecy  — and,  understandably,  mainly  poses  ques- 
tions. He  appears  to  rely  on  personal  morality  and 
strong  conscience,  suggesting  that  many  other  dis- 
ciplines be  invited  to  counsel  medicine. 

This  view  is  shared  in  the  second  paper  by  former 
A.M.A.  President,  James  Appel,  which  is  chiefly 
interested  in  advances  in  medicine,  and  the  new 
morality  especially  as  it  applies  to  transplantation. 

With  respect  to  transplantation,  my  analysis  of  the 
situation  discloses  no  adoption  of  new  ethical  con- 
cepts, but  observance  of  the  traditional.  For  instance, 
there  are  no  reports  of  organ  or  tissue  removal  with- 
out express  consent  from  relatives  of  deceased  per- 
sons, even  though  prior  agreements  to  donate  may 
have  been  recorded  and  would  be  sufficient  by  them- 
selves under  laws,  in  practically  all  States,  based  on 
the  Uniform  Anatomical  Gift  Act.  Strict  observance 
of  the  traditional  mode  has  been  maintained  even 
though  many  physicians  feel  strongly  that  consent 
should  be  assumed,  as  is  the  case  in  some  countries 
and  as  recommended  by  some  writers  in  the  United 
States. 

On  the  other  hand,  there  have  been  problems  con- 
cerning the  determination  of  death,  not  alone  in 
regard  to  who  shall  decide,  that  is,  whether  the  trans- 
plant team  may  participate,  but  primarily  in  regard 


to  the  criteria.  Since  the  advent  of  transplantation 
and  the  obvious  necessity  for  swift  action  on  this 
point,  the  concept  of  so-called  brain  death  has  gained 
wide  acceptance,  despite  differing  interpretations  of 
the  elements  of  irreversibility.  Proponents  of  this 
view  and  the  more  traditional  definition  all  agree 
that  the  final  judgment  must  rest  with  the  responsi- 
ble physician,  but  there  are  strong  efforts  to  establish 
cessation  of  cerebral  functioning  as  sufficient,  at 
least  in  potential  transplant  situations.  As  an  aside, 
many  doctors  and  others  question  whether  it  is  rea- 
sonable or  possible,  legally  or  ethically,  to  have  more 
than  one  standard.  Also,  while  there  is  common  ac- 
cord that  the  fact  of  death  must  be  decided  and 
recorded  by  a physician,  many  students  of  the  entire 
subject  hold  that  the  definition  of  death  is  not  — or 
not  solely  — a medical  responsibility. 

The  Uniform  Anatomical  Gift  Act  does  not  define 
death  and  does  not  suggest  criteria  because,  as  the 
drafters  noted,  there  are  reasonable  differences  and 
a single  rule  might  foreclose  a better  or  more  precise 
definition  based  on  future  knowledge. 

One  would  suppose,  in  light  of  this  salient  argu- 
ment, that  the  indicia  of  death,  despite  its  importance 
for  this  field  and  others,  should  best  remain  unde- 
fined. Perilous  as  this  course  might  be,  the  alterna- 
tive creates  more  problems,  not  only  be  freezing  the 
term  but  worse,  by  embedding  a scientific  concept, 
perhaps  just  a hypothesis,  into  a statute.  Yet,  one 
state,  Kansas  reportedly  at  the  instance  of  surgeons 
who  wished  legal  protection  for  their  current  scien- 
tific judgment,  has  attempted  to  clarify  the  issue. 
Under  the  Kansas  statute,  a person  is  medically  and 
legally  dead  for  all  purposes  in  the  absence  of  spon- 
taneous respiratory  or  cardiac  function  or  spontan- 
eous brain  function.  Death  occurs  when  the  physician 
determines  that  further  attempts  at  resuscitation  and 
continuing  artificial  maintenance  is  unsuccessful. 
That  determination  is  the  responsibility  of  the  pa- 
tient’s physician  and  is  a medical  judgment,  but  the 
new  law  sets  the  criteria  for  that  judgment.  It  remains 
to  be  seen  whether  this  legislative  action  will  in  fact 
help  those  who  requested  it.  Maryland  has  a similar 
“definition  of  death”  law,  and  other  states  are  con- 
sidering the  matter,  but  there  is  no  “movement”  simi- 
lar to  the  transplant  legislation  campaign. 

The  use  of  statutory  assurance  or  control  here  or. 
as  proposed  for  human  experimentation  in  New  York 
State,  raises  the  question  crucial  to  our  entire  dis- 
cussion. When  are  scientific  and  medical  judgments, 
by  themselves  or  aided  by  other  values,  best  left  in 
the  realm  of  professional  decision  and  when  should 
they  be  reinforced,  or  perhaps  really  regulated,  by 
statute?  Let  us  conclude  with  an  examination  of 
this  issue. 
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Conciliation  of  Law  and  Professional  Ethics 

It  is  evident  that  the  system,  structure  and  function 
of  law  provide  the  advantages  of  definition  and 
precision.  Surely,  in  a business  transaction,  the  over- 
riding need  for  certainty  of  mutual  obligation,  of 
ownership  and  rights  of  action  calls  for  legal  outlines. 
Interpretation  should  be  limited  as  much  as  possible 
in  order  to  establish  early  and  firmly  what  belongs 
to  whom  and  who  may  proceed  and  how.  Philosophic, 
moral  and  professional  alternatives,  at  the  point 
where  business  decision  is  imperative,  do  not  help 
but  hinder. 

In  the  provision  of  a singular  service,  however,  and 
in  the  delivery  of  medical  assistance  and  scientific 
judgment  where  personal  and  social  as  well  as  health 
factors  are  involved,  that  kind  of  law  proves  restrict- 
ive. When,  further,  medical  aid  must  often  take  into 
account  religious,  cultural  and  community  considera- 
tions, legal  strictures  may  defeat  the  critical  purpose 
of  the  professional  service. 

Yet,  there  are  advantages  in  a legal  framework  — 
the  assurance  of  professional  principles  of  quality, 
limitation  of  service  to  certain  practitioners,  provision 
of  standards  in  respect  to  relations  between  parties, 
and  specification  of  discipline  for  professional 
conduct. 

How  can  the  needs  for  flexibility  and  the  exercise 
of  judgment  in  everchanging  fields  of  medicine  and 
ethical  attitudes  be  reconciled  with  significant  needs 
for  certainty  and  reasonable  uniformity?  When  can 
professionals  essay  new  ideas  or  invoke  ethical  tenets 
as  the  basis  for  their  actions  in  the  absence  of  pro- 
tective law? 

Reconciliation  without  compromise,  it  is  submitted, 
is  possible  when  the  distinctive  functions  of  law  and 
ethics  in  our  society  are  clearly  appreciated.  Al- 
though, as  earlier  stated,  both  must  mutually  support 


the  common  goal  of  promoting  health  through  pro- 
fessional service,  they  assume  different  obligations 
in  achieving  that  goal.  The  law,  by  case  decision  and 
by  statute,  is  properly  reserved  to  preserving  the 
essential  freedoms  of  ethical  values  and  professional 
judgments  and  should  not  be  asked  or  forced  to  cre- 
ate such  values  or  make  such  judgments. 

Thus,  perhaps,  matters  of  abortion,  conception 
and  personal  conduct  not  transgressing  on  the  rights 
of  others  are  best  left  to  the  individual  and  his  phy- 
sician or  other  professional,  not  to  constraints  of 
law.  But,  law  must  govern  and  control  the  ambit  of 
professional,  ethical  and  moral  sway,  to  preserve  an 
ordered  society.  Our  task  then  must  be  to  compre- 
hend and  clarify  where  it  is  best,  for  the  individual 
and  common  good,  to  live  within  the  ethical  area  and 
where  the  law  must  provide  the  bounds.  These  are 
not  easy  or  settled  matters  and,  as  in  all  things,  call 
for  perception  and  change,  as  conditions  require. 
But,  we  do  not  live  in  easy  or  settled  circumstances 
and  must  be  prepared  to  accept  responsibilities  — 
social  ethical,  legal  and,  above  all,  personal.  Bearing 
these  and  sharing  these  should  help  us  find  reason- 
able solutions. 
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House  Officer  Stipends:  You’re  Making 
More  — But  The  Raises  Are  Getting  Smaller 


Nancy  M.  Agresta 


Abstract -HOSPITAL  PHYSICIAN’S  1973 
Survey  of  Interns,  Residents,  and  Fellows*  shows 
that  stipends  are  still  on  the  rise.  The  typical  resident, 
for  example,  makes  $1,500  more  than  he  made  two 
years  ago.  But  comparisons  with  our  previous  sur- 
veys disclose  that  salary  growth  has  started  to  level 
off. 

Stipends  continue  to  outclimb  the  cost  of  living, 
HOSPITAL  PHYSICIAN’S  latest  survey  of  house  of- 
ficer income  reveals  — but  the  rapid  acceleration 
that  marked  house  staff  salaries  during  1966-71 
is  clearly  tapering  olf. 

Over  the  last  two  years,  stipends  for  interns, 
residents,  and  fellows  averaged  about  14  per  cent 
growth,  roughly  double  the  7 per  cent  rise  in  the 
national  cost-of-living  index.  Yet  that  two-year  sti- 
pend increase  failed  to  match  the  one-year  gains  of 
21  and  13  per  cent  which  interns  and  residents, 
respectively,  achieved  in  1970-71.  Part  of  the 
reason,  of  course,  was  the  tight  Federal  wage  con- 
trols instituted  in  mid- 1971.  And  another  factor, 
obviously,  'was  that  hospital  budgets  have  been  se- 
verely strained  by  salary  increases  — some  to  near 
the  breaking  point. 

More  than  half  of  the  house  officers  who  respond- 
ed to  our  survey,  however,  say  they’re  satisfied  with 
post-1971  raises  that,  on  average,  have  brought 
them  close  to  parity  with  starting  pay  of  doctoral- 
degree  professionals  in  other  fields.  And,  signifi- 
cantly, an  early  goal  of  the  new  Physicians  National 
House  StalT  Association  isn’t  too  far  away:  Minimum 
stipends  are  approaching  the  Government’s  esti- 
mated intermediate  budget  for  an  urban  family  of 
four.  Revised  Federal  figures  won’t  be  available 
until  later  this  spring,  but  we’ve  projected  from 


’Results  are  based  on  replies  from  622  interns,  residents,  and 
fellows  to  this  magazine’s  sixth  such  survey  since  1966.  Ques- 
tionnaires went  to  a random  sample  of  2,000  house  officers 
throughout  the  country;  responses  came  from  35  per  cent  of 
interns  and  28  per  cent  of  residents  and  fellows.  Figures  for 
residents  include  house  officers  on  fellowships,  unless  otherwise 
noted. 

Reprinted  from  HOSPITAL  PHYSICIAN,  pages  54-56, 
March  1973. 


earlier  statistics  that  such  a family  needs  $11,570 
to  live  moderately  well  today. 

The  typical  resident  makes  almost  that  much  now 
(see  “Stipends  Catch  Up  to  U.S.  Income  Standards,” 
page  56)  — though  the  typical  intern  is  still  about 
$2,000  below  that  level.  The  intern,  however, 
usually  has  a working  wife  and  no  children,  so  his 
financial  pressure  is  lighter  than  that  on  the  typical 
resident  father-of-one. 

In  our  last  income  survey,  two  years  ago,  interns 
showed  much  stronger  gains  than  residents.  But 


Stipends  catch  up 
to  U.S.  income  standards 

Five  years  ago,  our  survey  showed  interns’  median  stipend  only 
$1 ,500  above  the  "poverty  threshold,"  as  defined  by  the  U.S.  Office 
of  Economic  Opportunity.  And  a resident's  median  pay  was  $3,200 
less  than  the  amount  of  income  the  Bureau  of  Labor  Statistics 
said  an  urban  family  of  four  needed  to  live  moderately  well. 

But  now,  the  typical  intern’s  stipend  more  than  doubles  poverty- 
level  figures,  and  the  typical  resident's  pay  nearly  meets  the  Govern- 
ment’s standards  for  a four-member  family  to  live  moderately  well. 

$11,570* 

Income  needed  by  urban  family  of  four  to  live  moderately  well 

10,285 

Median  income  for  all  U.S.  families  in  1971 

1 1 ,060 

Median  stipend  for  residents  in  1972-73 

9,590 

Median  stipend  for  interns  in  1972-73 
4,365* 

Poverty  level  for  nonfarm  family  of  four 

•HOSPITAL  PHYSICIAN  projection  based  on  U.S.  Government  statistics  tor  autumn,  1971 
Note:  Current  figures  (or  residents  include  house  officers  on  fellowships. 

Sources:  U.S.  Bureau  of  Labor  Statistics,  U.S.  Census  Bureau,  and  HOSPITAL  PHYSICIAN  Surveys 
of  Interns.  Residents,  and  Fellows — 1968,  1973 
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this  time,  residents  report  the  most  impressive  pay  Median  internship  pay  spiraled  152  per  cent 
boosts.  Major  results  in  our  1973  survey:  since  1966  — from  $3,810  to  $9,590.  Today,  70 

The  typical  resident  today  makes  about  $2,500  per  cent  of  interns  get  at  least  $9,000.  Interestingly, 
more  than  he  made  as  an  intern  two  years  ago — the  average  intern’s  1973  stipend  of  $9,590  is  al- 
$1 1,060  vs.  $8,500.  most  identical  to  the  average  resident’s  pay  of  $9,600 

Median  residency  pay  increased  15  per  cent  two  years  ago. 
since  1971,  two  percentage  points  more  than  me-  The  leveling  trend  in  stipends  is  particularly  evi- 
dian  internship  pay.  The  median  salary  increase  for  dent  among  interns  in  the  East,  who  have  shown 
a resident  was  $1,460,  compared  with  a median  striking  gains  in  previous  surveys,  and  still  receive 
rise  of  $1,090  for  an  intern.  the  most  pay,  on  average,  of  all  interns  nationally. 

From  1966  to  1973,  median  residency  pay  This  year,  their  median  increase  is  only  1 1 per  cent, 
soared  by  127  per  cent;  it  was  $4,870  in  1966  the  lowest  of  any  regional  group  of  interns  and,  con- 
and  $11,060  this  year.  Today,  nearly  6 of  every  sequently,  lower  than  the  over-all  median  increase  of 
10  residents  earn  between  $10,000  and  $13,000  13  per  cent  achieved  by  all  U.S.  interns, 
annually.  First-year  residents  now  receive  a median  sti- 

pend of  $10,400;  for  the  second  year,  it’s  $10,750; 
for  the  third  year  and  beyond,  $12,130. 

The  typical  resident  at  a voluntary  hospital  still 
out-earns,  by  about  $650,  his  counterpart  at  a 
nonvoluntary  (city-county-state)  institution.  (Median 
internship  pay  is  currently  about  the  same  at  both 
types  of  hospital.) 

Even  as  residents’  salaries  have  grown,  however, 
the  number  who  turn  to  medical  moonlighting  for 
extra  income  has  also  risen,  our  survey  indicates. 
Almost  one-third  of  all  residents  earn,  on  average, 
about  $380  a month  beyond  their  stipends  — primarily 
through  clinic  duty  and  locum  tenens  coverage.  In- 
terns, on  the  other  hand,  seldom  moonlight. 

As  reflected  in  earlier  surveys,  working  spouses 
are  more  common  in  interns’  families  than  in  resi- 
dents’. One  intern  in  four  has  a working  mate,  com- 
pared with  one  resident  in  five.  In  1966  the  intern’s 
working  spouse  out-earned  him,  $4,740  a year  to 
his  $3,810.  Today’s  intern,  however,  brings  home  the 
fatter  check  — $150  per  month  more  than  his  mate’s. 

Investments  and  veteran’s  benefits  still  figure 
prominently  as  sources  of  additional  income  for 
house  officers.  Seven  years  ago,  one  in  10  received 
parental  aid;  today  it’s  about  one  in  20. 

The  typical  intern’s  total  family  income  is  now  a 
shade  over  $10,500  — only  about  $670  higher  than 
two  years  ago.  But  the  typical  resident’s  total  family 
income  of  $14,400  is  almost  $2,400  above  1971. 
That  may  partially  account  for  the  fact  that  52  per 
cent  of  the  residents  surveyed  this  year  are  generally 
content  with  their  stipends,  compared  with  45  per 
cent  two  years  ago. 

Twenty-three  per  cent  of  interns  and  1 1 per  cent  of 
residents  now  live  in  free  or  subsidized  housing.  And 
nearly  25  per  cent  of  house  officers  who  don’t  have 
that  benefit  feel  they  should.  About  two-thirds  of 
house  staff  physicians  say  they  have  health  and  hos- 
pitalization insurance  benefits;  about  one-fifth  say 
they  get  free  life  insurance.  (The  true  percentages 


Stipends  have  come  a long,  long  way 

Median  pay  of  residents  is  127  per  cent  higher  than  it  was  seven  years 
ago,  when  hospital  physician  first  surveyed  house  officers'  income — and 
the  typical  intern's  pay  has  increased  by  a whopping  1 52  per  cent. 


$11,060 


$9,590 


$9,600 


$8,500 


$4,870 


$3,810 


Interns  Residents 
1965-66 


Interns  Residents 
1970-71 


Interns  Residents 
1972-73 


HoXt  All  figures  are  medians  Current  figures  for  residents  include  house  officers  on  fellowships 
Source  HOSPITAL  PHYSICIAN  Surveys  of  Interns.  Residents,  and  Fellows — 1966,  1971.  1973 


. . . and  they’re  still  climbing 

Just  two  years  ago,  fewer  than  one-half  of  all  interns  earned  $9,000, 
and  fewer  than  one-fourlh  of  all  residents  earned  $11,000,  Today,  the 
vast  majority  of  house  officers  have  stipends  above  these  limits. 


1970  1971  1973 


Percentage  of  interns  earning 
$9,000  or  more 


12%  43%  70% 


Percentage  of  residents  earning 

$11,000  or  more  13  24  51 


Note:  Current  figures  I or  residents  include  house  officers  on  feltowships 

Source:  HOSPITAL  PHYSICIAN  Surveys  ol  Interns  Residents,  and  Fellows — 1970,  1971,  and  1973 
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may  be  even  higher;  many  house  officers  never  bother 
to  learn  exactly  what  insurance  benefits  they  have.) 

The  happiest  house  officers  may  be  those  who 
get  free  meals;  among  those  who  don’t,  almost  40  per 
cent  complain  about  it.  But  only  20  per  cent  of  in- 
terns and  9 per  cent  of  residents  say  their  meals  are 
free. 

Has  the  proliferation  of  house  staff  associations 
helped  boost  stipends?  Two-thirds  of  the  residents 
and  three-fifths  of  the  interns  surveyed  say  house 
staff  at  their  hospitals  are  organized.  Nearly  20  per 
cent  of  the  unorganized  staffs  have  tried  to  form  an 
association  and  failed  — usually  because  of  house  of- 
ficer indifference  to  the  idea. 

Among  the  survey  respondents  who  belong  to 
house  staff  associations,  over  60  per  cent  of  the  in- 

• • 


terns  and  nearly  75  per  cent  of  the  residents  be- 
lieve higher  wages  are  their  organizations’  chief  ac- 
complishments. More  than  12  per  cent  also  cite  im- 
provements in  working  conditions,  communication 
with  hospital  administration,  and  fringe  benefits. 
Only  5 per  cent  cite  better  patient  care.  Interns  are 
the  least  satisfied;  over  one-third  think  their  house 
staff  associations  have  achieved  nothing,  compared 
with  one-sixth  of  residents  who  feel  that  way. 

With  or  without  an  organization  to  speak  for  him, 
the  typical  house  officer  will  keep  pushing  for  more 
pay.  On  average,  interns  we  surveyed  want  $11,400 
a year  — nearly  $2,000  more  than  they  get  now. 
Residents  set  an  average  goal  of  $14,680  — $3,600 
above  today’s  median. 


• • 


DOCTOR!  ENFIELD 
NEEDS  YOU  . . . 

Take  a second  look  at  Enfield  before  you  open  a 
second  office.  Occupancy  scheduled  for  November 
in  the  new  Elm  Plaza  Professional  Medical  Center, 
just  off  1-91  across  from  C.  Fox  Gr  Co.  Mall,  ajacent 
to  Elm  Plaza  Shopping  Center,  on  Elm  Street.  Single 
suite  space  from  640  sq.  ft.  available.  Check  the 
features,  check  Enfield,  Connecticuts  fastest  grow- 
ing community. 

Rental  Agent 

L.  P.  ROTH  MANAGEMENT  CO. 

69  Gillett  St.,  Hartford 
(203)  527-6468 

aM  pwzfc 

PROFESSIONAL/MEDICAL  CENTER 
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Transmission  of  a Malignant  New  Growth 
by  Means  of  a Cell-free  Filtrate* 

Peyton  Rous,  M.D. 


New  York 

A tumor  of  the  chicken,  histologically  a spindle-celled 
sarcoma,  has  been  propagated  in  this  laboratory  since 
October,  1909,* 1  and  in  the  past  few  months  has  developed 
extreme  malignancy.2  From  a bit  inoculated  into  the 
breast  muscle  of  a susceptible  fowl  there  develops  rapidly 
a large,  firm  growth;  metastasis  takes  place  to  the  viscera; 
and  within  four  to  five  weeks  often  the  host  dies.  The 
behavior  of  the  new  growth  has  been  throughout  that  of 
a true  neoplasm,  for  which  reason  the  fact  of  its  transmis- 
sion by  means  of  a cell-free  filtrate  assumes  exceptional 
importance. 

Experiments 

For  the  first  experiments  on  the  point  use  was  made  of 
ordinary  filter-paper  and  the  ground  tumor  suspended 
in  Ringer’s  solution.  It  was  supposed  that  the  slight  paper 
barrier,  which  allows  the  passage  of  a few  red  blood-cells 
and  lymphocytes,  would  suffice  to  hold  back  the  tumor 
and  render  the  filtrate  innocuous.  Such  has  been  the  ex- 
perience of  other  workers  with  mouse  and  dog  tumors. 
But  in  the  present  instance  characteristic  growths  followed 
the  inoculation  of  small  amounts  of  the  watery  filtrate, 
and  followed  also  the  inoculation  of  the  fluid  supernatant 
after  centrifugalization  of  a tumor  emulsion. 

These  results  led  to  more  critical  experiments,  which 
will  be  here  detailed.  Tumors  of  especially  rapid  growth 
and  young,  well-grown,  barred  Plymouth  Rock  fowls  were 
used  throughout. 

Experiment  1. — Tumor  material  from  the  breast  of  Chicken 
92  (tumor  generation  6 A)  was  ground  with  sterile  sand,  sus- 
pended in  a considerable  bulk  of  Ringer’s  solution,  and  shaken 
for  twenty  minutes  in  a machine.  The  sand  and  tumor  fragments 
were  separated  out  by  centrifugalization  in  large  tubes  for  five 
minutes  at  2,800  revolutions  per  minute.  Of  the  supernatant 
fluid  a little  was  pipetted  off,  and  this  centrifugalized  anew  for 
fifteen  minutes  at  over  3,000  revolutions  per  minute.  From  the 
upper  layers  sufficient  fluid  for  inoculation  was  now  carefully 
withdrawn.  The  pure-bred  fowls  were  injected  in  one  breast  with 

0.2  c.c.  of  the  fluid,  in  the  other  with  a small  bit  of  tumor  tissue. 
All  developed  sarcoma  at  the  site  of  this  latter  inoculation,  and 
in  seven  the  same  growth  slowly  appeared  at  the  point  where 
the  fluid  had  been  injected. 

Experiment  2. — Tumor  from  Chicken  90  (tumor  generation 
6 A)  was  ground,  suspended,  and  shaken  as  before.  But  after  one 
centrifugalization  the  fluid  was  passed  through  a Berkefeld  filter 
No.  2 (coarse).  Before  filtration,  it  was  pinkish-yellow,  cloudy; 
afterwards,  faintly  yellow,  limpid.  Nine  fowls  were  inoculated 
with  0.2  c.c.  of  the  filtrate  in  each  breast,  and  twenty-two  more 
received  filtrate  in  one  breast,  a bit  of  tumor  in  the  other.  Of  the 
nine,  one  slowly  developed  a sarcoma  in  each  breast,  and  later 
microscopic  growths  were  found  in  its  lungs.  Of  the  twenty-two 
receiving  both  filtrate  and  tumor,  five  developed  sarcoma  where 
the  filtrate  had  been  injected,  and  these  five  showed  especially 
large  growths  from  the  tumor  bit. 

* From  the  Laboratories  of  the  Rockefeller  Institute  for  Medi- 
cal Research. 

1.  Jour.  Exper.  Med.,  1910.  xii.  696. 

2.  Rous,  Peyton:  Metastasis  and  Tumor  Immunity;  Observa- 
tions with  a Transmissible  Avian  Neoplasm,  The  Journal  A.M.A., 
Nov.  19,  1910,  p.  1805. 

Journ.  A.M.A.  Jan.  21,  1911. 


The  Berkefeld  filter  employed  was  later  found  slightly  pervi- 
ous to  Bacillus  prodigiosus. 

Experiment  3.  — The  filtrate  was  similarly  prepared  except 
that  a small  Berkefeld  filter  (No.  5 medium),  impermeable  to 
Bacillus  prodigiosus,  was  used.  As  before,  the  nitration  was 
done  at  room  temperature.  Fowl  124  (generation  7 A)  furnished  1 
the  material.  Twenty  chickens  were  inoculated  in  each  breast 
with  the  filtrate,  but  none  have  developed  tumors. 

Experiment  4.  — In  this  experiment  the  material  was  never  j 
allowed  to  cool.  About  15  gm.  of  tumor  from  Chicken  140  (gen- 
eration 7 B)  was  ground  in  a warm  mortar  with  warm  sand, 
mixed  with  200  c.c.  of  heated  Ringer’s  solution,  shaken  for  thirty 
minutes  within  a thermostat  room,  centrifugalized,  and  the  fluid 
passed  through  a filter  similar  to  that  used  in  Experiment  3. 
Both  before  and  after  the  experiment,  this  filter  was  found  to 
hold  back  Bacillus  prodigiosus.  The  filtration  of  the  fluid  was 
done  at  38.5  C.,  and  its  injection  immediately  followed.  In  four 
of  ten  fowls  inoculated  with  the  filtrate  only  (0.2  to  0.5  c.c.  in 
each  breast)  there  has  developed  a sarcoma  in  one  breast;  and 
though  the  growths  required  several  weeks  for  their  appearance 
their  enlargement  is  now  fairly  rapid.  Pieces  removed  at  opera- 
tion have  shown  the  characteristic  tumor  structure. 

Characters  of  the  Tumor 

As  has  been  pointed  out,  the  special  significance  of 
these  results  lies  in  the  growth’s  identity  as  a tumor.  The 
original  sarcoma  was  found  as  a unique  instance  in  a 
flock  of  healthy  fowls;  and,  though  susceptible  normal 
chickens  and  others  with  the  tumor  have  since  been  kept 
together  in  close  quarters  for  long  periods,  no  instance 
suggesting  a natural  infectivity  of  the  growth  has  occurred. 
When  inoculated,  it  is  at  first  a local  disease,  very  depen- 
dent on  the  good  health  of  the  host.  At  this  time  intercur- 
rent illness  of  the  fowl  will  check  the  module’s  growth  or 
even  cause  it  transiently  to  disappear.  For  long  the  sar- 
coma could  be  transferred  only  to  fowls  of  the  same  pure- 
bred variety  in  which  it  arose,  and  this  only  in  an  occasion- 
al individual;  but  like  many  tumors,  it  has  gained  on 
repeated  transplantation  a heightened  malignancy,  and 
the  power  to  grow  in  other  varieties  of  the  same  animal. 
Yet  in  these  it  does  not  do  well;  and  it  has  not  been  suc- 
cessfully transplanted  to  other  species. 

Histologically,  the  growth  has  always  consisted  of  one 
type  of  cells,  namely,  spindle-cells  in  bundles,  with  a slight, 
supporting,  connective  tissue  framework.  The  picture  does 
not  in  the  least  suggest  a granuloma;  and  cultures  from 
the  growth  remain  sterile  as  regards  bacteria.  At  the  edge 
of  the  invading  mass  there  is  often  practically  no  cellular 
reaction,  but  lymphocytes  in  small  number  may  be  present, 
as  is  common  with  tumors  in  general.  Metastasis  takes 
place  early,  through  the  bloodstream,  and  the  secondary 
nodules  have  the  same  character  as  the  primary.  Several 
instances  of  the  sarcoma’s  direct  extension  into  vessels 
have  been  encountered.  The  secondary  growths  are  dis- 
tributed especially  to  the  lungs,  heart  and  liver,  and  in 
the  last  organ  are  sometimes  umbilicated.  The  host  be- 
comes emaciated,  cold  and  drowsy,  and  shortly  dies. 

Transplantation  experiments  wi'h  the  tumors  resulting 
from  the  filtrate  are  at  present  under  way.  The  tumor  of 
Experiment  2,  which  arose  in  the  fowl  that  received  fil- 
trate alone,  has  already  been  successfully  transplanted. 
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Ideasmanship: 

What  Every  Manager  Should  Know 


A FLASH  of  illumination  strikes  you.  Minute  elec- 
tric impulses  are  discharged  somewhere  inside  your 
head.  Your  nervous  system  is  excited.  Your  glands 
are  stimulated.  Adrenalin  begins  to  flow. 

In  short,  you’ve  had  an  idea. 

It  may  have  been  the  inspiration  of  a moment  or 
the  culmination  of  months  of  work  and  research  — it 
matters  little.  Your  real  work  is  just  about  to  start. 
Getting  someone  to  take  some  action  on  your  idea  is 
a task  that  has  nothing  to  do  with  creativity,  and  a 
great  deal  to  do  with  the  techniques  and  stratagejns 
of  ideasmanship. 

To  begin  with,  you  must  understand  this  basic 
truth: 

Axiom  Number  One 

Having  an  idea  is  child’s  play  compared  with  get- 
ting something  done  about  it. 

The  path  you  are  about  to  tread  is  difficult,  distres- 
sing, depressing,  and  not  infrequently  dangerous. 
You  risk  your  popularity,  peace  of  mind,  and  quite 
possibly  your  job.  Be  warned  — from  Galileo  to  Guy 
Fawkes,  ideasmen  have  been  persecuted  through  the 
pages  of  history.  From  Archimedes  to  Zoroaster,  the 
encyclopaedias  record  their  untimely  and  unfortunate 
ends. 

There  are  good  reasons  for  this.  People  rely  on  the 
established  order.  The  only  reason  they  can  think  at 
all  is  because  the  patterns  of  existence  repeat  them- 
selves, and  they  have  become  dimly  aware  of  this.  As 
long  as  the  expected  goes  on  happening,  people  feel 
fairly  secure  because  they  can  cope,  or  at  least  hope 
to  cope,  with  their  environment.  When  the  unexpected 
happens,  they  feel  insecure  and  therefore  resentful. 

This  brings  us  to 

Axiom  Number  Two 

People  tend  to  feel  that  anything  that  undermines 
the  established  order  of  things  undermines  THEM. 

and 

Axiom  Number  Three 

All  ideas  are  potential  threats  to  the  established 
order  of  things. 

Get  this  quite  clear:  You,  as  an  idea-owner,  may 
see  yourself  as  a benefactor  to  humanity;  at  best, 
others  are  likely  to  see  you  as  a darned  nuisance.  Less 
charitable  folk  may  class  you  as  a clown,  eccentric, 
fool,  madman,  or  even  criminal. 

So  we  come  to 


Axiom  Number  Four 

To  get  an  idea  accepted,  it  helps  to  look  as  if  you 
couldn’t  ever  have  an  idea. 

People  distrust  men  with  ideas.  The  only  way  to 
get  an  idea  acted  on  is  to  allay  such  suspicions.  If 
you  wish  to  indulge  in  the  secret  vice  of  having  ideas, 
you’re  usually  wise  to  keep  it  secret.  To  get  your  idea 
accepted,  you  yourself  must  first  be  acceptable.  The 
moment  you  are  recognized  to  be  different  from  other 
men,  you  will  be  rejected,  isolated,  and  unable  to  per- 
suade, to  communicate,  or  to  help. 

The  trouble  is  that  you  are  different.  You  can  think. 
Conceal  this  difference  at  all  costs.  Wear  subdued 
and  respectable-looking  clothing.  Appear  punctilious 
in  the  orthodoxy  of  your  habits.  Having  ideas  is  the 
supreme  act  of  non-conformity,  so  ration  yourself  to 
this  alone,  and  don’t  risk  it  too  often.  In  all  other  re- 
spects, set  out  to  seem  a superconformer.  Aim  for 
the  reputation  of  “sound  fellow  — definitely  one  of 
us.”  In  this  way,  if  you’re  careful,  you  may  get  quite 
a lot  of  ideas  accepted  by  passing  them  off  humbly 
as  the  sort  of  thoughts  that  might  have  happened  to 
anyone. 

To  do  this  successfully,  you  will  need  all  the  char- 
acteristics of  a secret  agent  on  active  service  in  enemy 
territory.  You  will  need  courage,  cunning,  conceal- 
ment, perseverance,  energy,  patience,  determination, 
and  luck.  This  readily  explains  why  many  of  the  ideas 
that  have  done  people  the  most  good  have  had  to  be 
invented  and  reinvented  time  after  time  before  they 
were  adopted.  We  thus  arrive  at 

Axiom  Number  Five 

The  type  of  person  who  can  have  ideas  seldom  has 
the  special  abilities  needed  to  sell  them. 

Nevertheless,  some  people  with  ideas  do  eventually 
get  some  of  them  adopted.  All  praise  is  due  to  those 
who  knowingly  accept  this  formidable  challenge. 

If  you  are  one  of  this  noble  band,  determined  to 
live  dangerously,  consideration  of  the  following 
points  may  help  to  raise  your  score  of  successes, 

1.  Don’t  assume  that  people  want  ideas  because 
they  say  they  do.  What  they  usually  want  is  some- 
thing that  looks  like  an  idea  but  isn’t  — something 
that  will  please  everybody  without  actually  changing 
anything.  Real  ideas  involve  change,  which  is  usually 
unwelcome  until  it  is  over,  by  which  time  it’s  history 
and  therefore  respectable. 
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2.  Don't  think  other  people  think  the  way  you 
think.  If  they  did,  they’d  probably  have  had  the  idea 
you  are  now  trying  to  describe.  Unless  you’re  very 
careful,  what  you  say  and  what  they  see  in  their 
minds  will  differ  so  much  you’ll  never  get  through  to 
them.  The  idea  they  turn  down  won’t  be  yours,  but 
their  idea  of  your  idea,  which  may  be  a very  different 
thing. 

3.  Decide  whether  you  want  to  get  the  idea  ac- 
cepted or  whether  you  want  to  get  the  credit.  The  two 
propositions  are  often  mutually  exclusive.  Some- 
times you  may  get  action  on  an  idea.  Sometirhes  you 
may  get  the  credit  for  it.  Seldom  will  you  get  both. 

4.  Arrange  for  someone  else  to  have  your  idea. 
Pick  the  most  powerful  man  of  the  group  you  are  try- 
ing to  influence.  This  is  like  fly-fishing.  You’ll  have 
to  cast  the  problem  pretty  skillfully  to  get  a bite.  Once 
he’s  got  the  bait  and  has  surfaced  with  the  right  solu- 
tion, strike  immediately!  Utter  some  faintly  doubt- 
ing remark.  When  he  starts  defending  what  is  now 
his  idea  to  you  and  the  group,  he’s  hooked.  Now  al- 
low yourself  to  be  won  round  step  by  step  to  his  point 
of  view.  He  will  begin  to  think  highly  of  you. 

You  will  find  life  is  much  healthier  and  happier  if 
you  get  the  reputation  of  never  having  an  idea  your- 
self, but  being  a good  appreciator  of  other  people’s 
ideas  and  always,  mysteriously,  present  when  they 
happen! 

5.  Be  casual.  Clinical  detachment  is  a big  help. 
As  long  as  you  don't  seem  to  care  whether  your  idea 
is  accepted  or  not,  you've  reduced  the  joy  people  can 
take  in  shooting  it  down.  If  you  can  actually  move  on 
to  pointing  out  snags  and  getting  others  to  iron  them 
out,  you’re  halfway  home.  But  remember,  if  you 
show  even  the  mildest  spasm  at  some  particularly 
crass  obstructionsim,  you’ll  instantly  be  flushed  from 
cover  with  the  whole  pack  in  exultant  pursuit. 

6.  Don’t  confuse  them.  Your  task  is  difficult.  Don’t 
make  it  impossible.  Don't  show  them  more  than  one 
idea  at  once  or  they’ll  panic.  But  there  is  an  excep- 
tion: 

7.  Sometimes  it  pays  to  throw  out  decoy  ideas. 
Some  irredentist  ideasmen  habitually  score  success 
by  putting  up  decoy  ideas  to  be  shot  down  like  clay 
pigeons.  This  requires  a nice  sense  of  reaction  and 
timing.  Only  when  the  blood  lust  of  the  audience 
has  been  assuaged  is  the  real  idea  brought  forward. 

8.  Don't  overstress  originality.  1"he  more  original 
your  idea,  the  less  you  should  stress  the  fact.  Make  it 
seem  as  innocuous  as  possible.  Mention  similar- 
sounding ideas  that  have  worked.  Give  your  audience 
plenty  of  chance  to  get  used  to  the  thought. 

9.  Make  your  idea  watertight  — but  don’t  suppose 
this  will  make  it  unsinkable! 


10.  Give  it  a warm  emotional  appeal.  Get  some 
well-hated  person  to  oppose  it.  Mention  the  possibili- 
ty of  a competitor  getting  in  first  with  it. 

The  reader  will  be  able  without  effort  to  extend  the 
list.  Getting  each  individual  idea  accepted  involves 
having  hundreds  more  ideas  about  how  to  put  it 
across. 

Yet  inveterate  ideasmen  are  often  disturbingly 
slow  to  learn  this  simple  lesson.  They  continue,  in  the 
teeth  of  evidence,  to  show  childlike  faith  in  their  fel- 
low men’s  logic,  intelligence,  good  will,  and  desire 
for  progress.  In  consequence,  they  get  persecution 
instead  of  promotion,  petulance  instead  of  praise, 
frustration  instead  of  fun. 

Such  unfounded  faith  has  no  place  in  the  business 
world.  Only  astute  use  of  the  techniques  we  have 
outlined  can  give  the  ideasman  a chance  — not  assur- 
ance, but  a fighting  chance  — to  have  his  ideas  trans- 
formed into  positive  action. 

Eric  Webster,  Creative  Director,  Alfred  Pemberton,  Ltd., 
London,  England. 


Diabetes  In  Pregnancy  And  The  Newborn 

October  31,  1973 

The  Red  Bull  Inn,  Scott  Road,  Waterbury,  Ct. 

(Exit  25  from  Interstate  84) 

9:30-  10:15a.m.  Registration 
Morning  Session 

Presiding:  Neil  Auerbach,  M.D..  President, 
Connecticut  Diabetes  Association 
“Body  Fuels  and  Energy  Changes  in  Pregnancy” 
Norbert  Freinkel,  M.D.,  Professor  of  Medicine, 
Northwestern  University  Medical  School,  Chicago 
“Medical  Management  of  the  Diabetic  Pregnancy” 
Daniel  Mintz,  M.D.,  Professor  of  Medicine, 
University  of  Miami 
Luncheon 

“Remarks”  — David  S.  Wilcox,  M.D.,  Vice  President 
Connecticut  Diabetes  Association 
Afternoon  Session 
Presiding:  Philip  Felig,  M.D., 

Associate  Professor  of  Medicine  and  Director, 
General  Clinical  Research  Center,  Yale  University  School  of 
Medicine;  Vice  President,  Connecticut  Diabetes  Association 
"Obstetrical  Management  of  the  Diabetic  Pregnancy” 
John  Tyson,  M.D.,  Professor  of  Obstetrics  and  Gynecology, 
Johns  Hopkins  University 

“Infant  of  the  Diabetic  Mother" 

Robert  Schwartz,  M.D.,  Professor  of  Pediatrics, 

Case  Western  Reserve  University 
Sponsored  by 

Connecticut  Diabetes  Association 
Connecticut  Regional  Medical  Program 
Yale  University  School  of  Medicine 
University  of  Connecticut  School  of  Medicine 
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Letters  To  The  Editor 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT,  CIR- 
CULATION, ETC.,  REQUIRED  BY  THE  ACTS  OF  CON- 
GRESS OF  OCT.  23,  1962  of  Journal  of  The  Connecticut  State 
Medical  Society,  published  monthly  at  New  Haven,  Connecticut, 
October  1,  1973. 


State  of  Connecticut 


County  of  New  Haven  ss. 


Before  me,  a Notary  Public  in  and  for  the  State  and  county 
aforesaid,  personally  appeared.  Dr.  J.  Alfred  Fabro,  who,  having 
been  duly  sworn  according  to  law,  deposes  and  says  that  he  is  the 
Editor  of  the  Journal  of  The  Connecticut  State  Medical  Society 
and  that  the  following  is,  to  the  best  of  his  knowledge  and  belief, 
a true  statement  of  the  ownership,  management,  etc.,  of  the  afore- 
said publication  for  the  date  shown  in  the  above  caption,  required 
by  the  Act  of  October  23,  1963;  Section  4369,  Title  39,  United 
States  Code. 

1.  That  CONNECTICUT  MEDICINE  is  the  official  publication 
of  The  Connecticut  State  Medical  Society,  owned  by  the  Society, 
a non-profit  scientific  corporation  and  is  published  monthly.  Ad- 
ministrative Office,  160  St.  Ronan  Street,  New  Haven,  Connecticut 
06511.  Copyright  1973,  by  The  Connecticut  State  Medical  Society. 

2.  That  the  names  and  addresses  of  the  publisher,  editor  and 
business  manager  are; 

Publisher  — Connecticut  State  Medical  Society,  160  St.  Ronan 
Street,  New  Haven,  Conn.  0651 1. 

Editor  — J.  Alfred  Fabro,  M.D.,  160  St.  Ronan  Street,  New  Haven, 
Conn.  0651 1. 

Business  Manager — William  R.  Richards,  M.D.,  160  St.  Ronan 
Street,  New  Haven,  Conn.  06511. 

3.  That  the  known  bondholders,  mortgagees,  and  other  security 
holders  owning  or  holding  1 per  cent  or  more  of  total  amount  of 
bonds,  mortgages,  or  other  securities  are:  None. 

I certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 


J.  Alfred  Fabro,  M.D., 
Editor,  Connecticut  Medicine 


Letters  to  the  Editor  are  welcomed  and  will  be  pub- 
lished, if  found  suitable,  as  space  permits.  lake  other 
material  submitted  for  publication,  they  must  be  type- 
written double  spaced  (including  references),  must  not 
exceed  1 '/2  pages  in  length  and  will  be  subject  to  editing 
and  possible  abridgment. 

To  the  Editor:  Considerable  interest  has  been  aroused  by  the 
passage  in  our  House  of  Delegates  this  April  of  the  Resolution  on 
“The  Right  to  Die  in  Dignity.”  The  news  media  from  Hartford  to 
Philadelphia  and,  since  its  presentation  to  the  AMA,  up  beyond 
Boston  have  given  it  exposure,  almost  universally  with  favor- 
able attitude. 

With  the  recent  rapid  progress  of  medical  knowledge  and 
methodologies,  the  physician  feels  compelled  to  use  all  means 
available  to  prolong  the  life  of  his  patient  even  when  prolonga- 
tion is  brief  and  often  miserable.  He  may  have  humanitarian 
propensities  and  wish  not  to  prolong  the  suffering  but  allow 
nature  to  take  its  course  while  keeping  the  patient  comfortable. 
Several  forces  put  a damper  on  this  urge.  Members  of  the  patient's 
family  may  disagree,  some  wanting  everything  done  to  make  the 
patient  survive  to  the  very  last  moment  possible,  others  praying 
the  patient  will  be  allowed  to  die  peacefully.  Then  there  is  the 
legal  threat,  that  if  anything  was  left  undone  which  could  have 
been  done,  a liability  suit  might  follow. 

We  physicians  must  consider  the  happiness  and  desires  of  the 
patient  — not  just  treat  a body  or  disease.  We  must  do  every- 
thing possible  to  preserve  a life  when  there  is  prospect  of  hap- 
piness, usefulness  or  hope,  but  we  should  not  be  compelled  to 
drag  out  suffering  for  our  patients  contrary  to  nature. 

The  only  significant  controversy  1 have  encountered  has  arisen 
over  “spiritual”  disability,  for  presumably  “the  spirit”  does  not 
die  when  the  body  does.  How  then  “disabled'?”  We  have  all 
seen  people  live  beyond  their  physiologic  time  by  sheer  will 
power.  Others  who  are  determined  not  to  live  seem  to  die  basic- 
ally for  another  reason.  Don’t  we  face  here  an  able  or  a dis- 
abled spirit? 

The  Calvary  Hospital  in  the  Bronx  for  Indigent  Terminal  Cancer 
Patients  tries  to  give  its  patients  “the  best  quality  of  life  possi- 
ble during  their  living  days  and  help  them  die  with  dignity  and 
grace;  clean,  out  of  pain  and,  it  possible,  with  fear  of  death 
removed.”  We  do  not  advocate  causing  death  but  permitting  it 
to  occur  “in  dignity.”  Prof.  O.  Ruth  Russell  wrote  earlier  this  year 
“surely  it  is  time  to  ask  why  thousands  of  dying,  incurable  and 
senile  persons  are  being  kept  alive  — sometimes  by  massive  blood 
transfusions,  intravenous  feeding,  artificial  respiration  and  other 
‘heroic’  measures  who,  unmistakeably-,  want  to  die.” 

The  form  letter  available  at  the  Connecticut  State  Medical 
Society  office  offers  an  individual  a means  of  expressing  this 
desire  in  advance  to  his  family,  his  physician,  his  clergyman,  his 
lawyer.  (The  word  “spiritual”  may  be  struck  out  if  so  desired.) 
No  one  should  be  urged  to  sign  this.  It  is  made  available  only 
for  those  who  wish  to  use  it.  The  Judicial  Council  of  the  AMA  is 
presently  discussing  it  and  would  be  happy  to  receive  comments. 

Norwalk,  Conn.  E.  Tremain  Bradley,  M.D. 
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Background 

The  first  public  appearance  of  the  term  “Health 
Maintenance  Organization”  was  March  23,  1970, 
when  Department  of  Health,  Education,  and  Welfare 
(DHEW)  Undersecretary  John  G.  Veneman  present- 
ed the  Administration  “Health  Cost  Effectiveness” 
bill  before  the  House  Ways  and  Means  Committee. 
This  was  followed  two  days  later  by  a statement  and 
press  release  from  Secretary  Robert  H.  Finch,  also 
supporting  the  concept  as  a new  approach  to  pro- 
viding Medicare  benefits. 

Neither  statement  was  specific  as  to  the  organi- 
zations. They  dwelt  more  on  the  idea  of  a “health 
maintenance  contract”  — a contract  which  would 
guarantee  the  Medicare  beneficiary  all  Part  A and 
Part  B benefits,  plus  unspecified  preventive  services, 
at  an  annual  rate  per  beneficiary  negotiated  in  ad- 
vance and  less  than  the  current  average  Medicare 
expenditures  in  the  area. 

Mr.  Veneman’s  statement  listed,  as  examples  of 
“health  maintenance  organizations  already  in  exist- 
ence,” the  Kaiser  Foundation,  the  Health  Insurance 
Plan  of  greater  New  York,  the  San  Joaquin  (Cali- 
fornia) Foundation  for  Medical  Care,  the  Clackamas 
County  Medical  Society  (Oregon),  and  organiza- 
tions planned  in  Columbia  (Maryland),  Philadelphia, 
Rochester  (New  York),  Cleveland,  and  Milwaukee. 
Mr.  Finch’s  statement  did  not  name  names  but  de- 
scribed some  of  these  same  plans  in  general  terms  as 
types  of  HMO’s. 

Mr.  Finch  went  on  to  say:  “The  kind  and  variety 
of  arrangements  which  are  possible  go  far  beyond 
these  beginning  efforts.  Some  health  maintenance 
organizations  may  be  large  corporations.  In  contrast, 
a group  of  doctors  may  elect  to  combine  for  this 
purpose  for  part  of  their  time  and  continue  their 
conventional  practice  as  well.  An  existing  hospital 
may  combine  with  its  medical  staff  to  form  such  an 
organization,  or  it  may  develop  arrangements  with 
others  and  subcontract  its  services  at  a fixed  rate. 

. . . We  will  not  prescribe  the  form  of  a health  main- 
tenance organization  but  we  will  be  concerned  about 
the  result  it  produces  . . 

Legislative  History 

The  Nixon  Administration  proposal  was  a sepa- 
rate Part  C of  Medicare,  offering  this  “Health  Main- 

( Editor's  Note:  This  was  a Report  of  the  Council  on  Medical 
Service  of  the  AMA  to  the  House  of  Delegates  at  its  June,  1971 
Meeting). 


tenance  Benefit”  instead  of  Parts  A and  B.  The 
Ways  and  Means  Committee  incorporated  the  recom- 
mendation in  HR  17550,  91st  Congress,  the  “Social 
Security  Amendments  of  1970,”  but  with  substan-  \ 
tial  changes,  including  making  it  a new  Section  1876 
of  Title  XVIII  rather  than  a separate  Part  C.  The 
House  passed  HR  17550  with  the  HMO  option. 

The  Senate  Finance  Committee  also  accepted  the 
HMO  option  but  with  a number  of  changes  from 
the  House  version,  and  the  Senate  passed  this  ver- 
sion on  December  28,  1970.  Because  of  the  lack  of 
time  remaining  for  the  91st  Congress,  a conference 
committee  was  not  appointed  to  resolve  the  dif- 
ferences in  the  two  versions,  and  HR  17550  died 
with  the  end  of  the  session. 

However,  the  Medicare-HMO  proposal  has  been 
reintroduced  as  a section  of  HR  1,  92nd  Congress, 
the  “Social  Security  Amendments  of  1971.”  The 
wording  used  is  essentially  that  of  the  House-passed 
HR  17550,  without  the  Senate  changes.  Introduced 
on  January  22,  1971,  HR  1 was  still  in  committee  in 
mid-March. 

Administration  Position:  The  Administration 

introduced  the  concept  of  HMO’s,  in  somewhat 
looser  form  than  that  which  emerged  from  the  Ways 
and  Means  Committee,  as  an  alternative  to  existing 
Medicare  Parts  A and  B.  Review  of  a number  of 
interdepartmental  papers  from  DHEW  obtained  in 
December  1970  indicates  a Department  assumption 
that  the  HMO  section  of  HR  17550  would  become 
law  by  the  end  of  1970.  Many  of  the  requirements 
and  descriptions  in  these  papers  were  directly  related 
to  the  language  of  the  Senate  version. 

However,  a DHEW  staff  draft  plan  for  HMO’s, 
dated  December  1970,  makes  it  clear  that  DHEW 
considers  it  feasible  to  use  existing  grant,  loan,  and 
research  funds  to  aid  in  the  development  of  HMO’s 
without  new  legislative  authority.  Programs  sug- 
gested as  resources  include  Regional  Medical  Pro- 
grams, Social  and  Rehabilitation  Service  research, 
Medicare  incentive  reimbursement.  National  Insti- 
tutes of  Health  health  manpower,  Hill-Burton  loan 
guarantees  and  grants  for  ambulatory  care  centers, 
National  Center  for  Health  Services  Research  and 
Development,  and  miscellaneous  Health  Services 
and  Mental  Health  Administration  funds.  A revised 
DHEW  staff  draft  plan  (January  1971),  after  HR  175- 
50  died,  operates  on  the  same  assumption. 
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The  President’s  Health  Message  (February  18, 
1971)  endorsed  HMO’s  as  the  prime  new  method  of 
organizing  health  care  delivery  for  quality  and  econ- 
omy. The  message  recommends  requiring  public  and 
private  health  insurance  plans  to  allow  members  to 
enroll  in  HMO’s  where  available,  and  would  estab- 
lish $23  million  in  planning  grants,  a $300  million 
loan  guarantee  program  for  start-up,  and  a $22  mil- 
lion grant  and  loan  program  for  HMO’s  in  scarcity 
areas  — plus  Federally-supported  outpatient  clinics 
in  such  areas  — and  would  permit  direct  Federal 
contracts  with  HMO’s  to  preempt  state  laws  which 
obstruct  their  initiation  or  operation. 

The  message  does  not  state  clearly  whether  the 
funding  mentioned  is  to  be  new  or  realigned  existing 
funds  (as  suggested  by  the  revised  DHEW  draft  plan). 

On  March  4,  1971,  HR  5615,  92nd  Congress,  was 
introduced  to  provide  legal  authority  for  this  type  of 
aid.  The  bill  provides  assistance  to  public  or  private 
organizations  in  planning  and  developing  HMO’s 
or  in  expanding  existing  ones  through  planning 
grants  and  contracts,  grants  and  contracts  for  initial 
operating  costs  in  scarcity  areas,  loan  guarantees  to 
private  organizations  for  construction  or  acquisition 
of  ambulatory  care  facilities  and  initial  operating 
deficits,  and  direct  loans  to  public  organizations  to 
cover  initial  costs  in  scarcity  areas. 

The  bill  also  provides  for  review  by  state  and  local 
planning  authorities  and  for  administration,  through 
a single  Federal  agency,  of  funds  from  multiple 
Federal  sources.  It  permits  contracting  out  Indian 
health  care  with  the  consent  of  the  Indians  served. 
This  presumably  would  permit  replacing  United 
States  Public  Health  Service  clinics  with  HMO’s  in 
some  areas.  The  draft  legislation  does  not  contain 
specific  appropriation  authorizations. 

The  Administration,  while  using  essentially  the 
same  definition  of  HMO’s  as  in  the  proposed  Medi- 
care amendment,  hopes  to  encourage  the  use  of 
HMO’s  in  both  public  and  private  programs.  DHEW 
believes  significant  aid  in  developing  HMO’s  can 
be  given  from  Federal  funds  under  existing  legisla- 
tion and  that  care  can  be  purchased  from  HMO’s 
under  such  existing  Federally-aided  programs  as 
Medicaid  and  Title  V (Maternal  and  Child  Welfare) 
without  new  legislation. 

Also  the  intent  seems  to  be  to  shift  existing  neigh- 
borhood health  centers  to  an  HMO-type  operation, 
and  the  new  (Office  of  Economic  Opportunity)  health 
efforts  in  the  development  of  “health  networks”  ap- 
pear intended  to  join  several  HMO’s  to  serve  a popu- 
lation of  100-200  thousand. 


Definition 

NOTE:  Without  actual  laws  and  regulations,  any 
definition  of  “health  maintenance  organi- 
zations” must  be  tentative.  However,  House 
and  Senate  versions  of  HR  17550  and  the 
current  HR  1 and  HR  5615  contain  defini- 
tions of  an  HMO  which  vary  only  in  details. 
The  general  outline  of  an  HMO  definition 
may  be  inferred  from  these  bills. 

An  HMO  is  a public  or  private  corporation  meet- 
ing the  following  conditions: 

A.  It  provides  health  services  to  enrollees  either 
directly  or  through  arrangements  with  others, 
on  a per  capita  prepayment  basis*  (H-S-A). 

B.  It  provides  enrollees  with  all  services  covered 
under  Medicare  Parts  A and  B (H-S),  or  with 
all  services  reasonably  required  by  a defined 
population  to  be  maintained  in  good  health, 
with  a minimum  of:  emergency  care,  inpatient 
hospital  and  physician  care,  ambulatory  phy- 
sician care,  and  outpatient  preventive  medical 
services  (A). 

C.  It  provides  physicians’  services  directly  through 
physicians  who  are  HMO  partners  or  employ- 
ees (H-S-A)  or  through  arrangements  with  an 
organized  group  or  groups  of  physicians  paid 
on  an  aggregate  fixed  sum  or  per  capita  basis 
(H)  or  through  arrangements  with  one  or  more 
groups  of  physicians  (organized  on  a group 
practice  or  individual  practice  basis)  under 
which  each  group  is  reimbursed  for  its  services 
primarily  on  the  basis  of  an  aggregate  fixed 
sum  or  per  capita  basis,  regardless  of  whether 
individual  members  of  such  groups  are  paid  on 
a fee-for-service  or  other  basis  (S-A). 

D.  It  demonstrates  financial  responsibility  and 
the  capability  of  providing  comprehensive 
health  care  services,  including  institutional 
care,  efficiently,  effectively,  and  economically 
(H-S-A). 

E.  It  has  enrolled  members,  at  least  half  of  whom 
are  under  age  65  (H),  except  that  the  Secretary 
may  delay  for  up  to  five  years  or  waive  this 
requirement  where  circumstances  make  it  dif- 
ficult or  impossible  for  the  HMO  to  comply 
(S).  This  requirement  is  omitted  in  Administra- 
tion bill. 

F.  It  arranges  to  have  the  required  services  re- 
ceived promptly  and  appropriately  and  pro- 
vides services  measuring  up  to  DHEW  quality 
standards  (H-S-A). 

*(H) — House  version,  HR  17550,  HR  1. 

(S) — Senate  version,  HR  17550. 

(A) — Administration  version,  HR  5615. 
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G.  It  has  open  enrollment  at  least  every  two  years 
(H)  or  at  least  annually  (S-A)  accepting  eli- 
gible applicants  on  a first  come-first  served 
basis  to  the  limit  of  its  capacity,  except  where 
this  would  conflict  with  the  half-under-65  re- 
quirement (H-S)  or  with  Social  Security  Act 
requirements  as  to  size  or  characteristics  of 
enrolled  population  (A). 

H.  It  has  at  least  10,000  members  or  is  expected  to 
reach  this  size  within  three  years  (S  only). 

The  main  differences  in  these  definitions  are: 

A.  The  House  and  Senate  versions  cover  only 
Medicare  beneficiaries  and  relate  services  to 
those  provided  under  Medicare;  the  Adminis- 
tration minimum  services  would  apply  to 
HMO’s  serving  non-Medicare  patients. 

B.  The  House  version  would  require  physicians’ 
services  not  provided  by  the  HMO  itself  to  be 
provided  through  “organized  groups”  paid  on 
a fixed  sum  or  capitation  basis;  the  Senate  and 
Administration  versions  permit  payment  of 
solo  practitioners  and  on  a fee-for-service 
basis  as  long  as  the  payment  is  through  an 
entity  which  itself  receives  a fixed  sum  or 
capitation  payments. 

C.  The  House  version  mandates  a 50%-under-65 
enrollment;  the  Senate  gives  DHEW  authority 
to  delay  or  waive  this  requirement  but  adds  a 
10,000  minimum  enrollment;  the  Administra- 
tion omits  both  requirements. 

D.  The  House  has  open  enrollment  every  two 
years;  the  Senate  and  Administration  annually. 

Intent  of  HMO  Approach 

Most  arguments  for  HMO’s  revolve  around  costs 
and  utilization.  In  its  report  on  HR  17550,  the  Senate 
Finance  Committee  noted  that  the  usual  present 
approach  to  payment,  other  things  being  equal,  pro- 
vides “an  economic  incentive  on  the  part  of  those 
who  make  the  decisions  on  which  services  are  need- 
ed to  provide  more  services.”  The  Committee  also 
noted  that,  ordinarily,  an  individual  must  “find  his 
own  way  among  various  types  and  levels  of  service.” 

The  Committee  suggests  that  “a  fixed  annual 
payment  from  enrollees,  regardless  of  the  volume  of 
services  rendered,”  provides  “a  financial  incentive 
. . . to  control  costs  and  to  provide  only  the  least  ex- 
pensive services  appropriate  to  the  enrollee’s  needs. 

. . . Moreover,  such  existing  organizations  assume 
responsibility  for  deciding  on  the  services  which  the 
patient  should  receive.” 

The  President’s  Health  Message  makes  similar 
points.  The  traditional  system  pays  doctors  and 
hospitals,  in  effect,  “on  a piece  work  basis.”  There 


is  no  economic  incentive  for  keeping  people  healthy. 
A fixed-price  contract  reverses  the  incentive; 
“HMO’s  therefore  have  a strong  financial  interest 
in  preventing  illness,  or,  failing  that,  in  treating  it  in 
its  early  stages,  promoting  a thorough  recovery  and 
preventing  any  recurrence.  ...  At  the  same  time, 
HMO’s  are  motivated  to  function  more  efficiently.” 
The  message  compares  HMO  organization  of  medi- 
cal resources  with  the  supermarket  approach  to 
grocery-shopping,  and  claims  that  a team  works 
more  efficiently  than  isolated  individuals,  so  that  a 
doctor’s  energies  go  further. 

The  Senate  Committee  did  express  some  reserva- 
tions. “The  Committee  is  concerned  that  ...  the 
health  maintenance  organization  provision  could 
turn  out  to  be  an  additional  area  of  potential  abuse 
which  might  have  the  effect  of  increasing  health 
care  costs  — paying  a larger  profit  than  is  now  or 
should  be  paid  to  these  organizations  — and  decreas- 
ing the  quality  of  services  available  or  rendered.” 
The  Committee  expressed  the  hope  that  the  safe- 
guards it  had  added,  plus  the  contribution  of  the 
proposed  Inspector  General’s  Office,  would  enable 
the  provision  to  achieve  its  stated  goals. 

In  essence,  the  claim  is  that  HMO’s  will  provide 
health  care  more  economically  than  traditional 
methods,  because  the  fixed  reimbursement  will  en- 
courage earlier  treatment,  prevention  (where  pos- 
sible), and  more  economical  use  nf  health  resources. 

AMA  Position 

The  position  of  the  American  Medical  Association 
is  clearly  stated  in  its  testimony  on  HR  17550  before 
the  Senate  Finance  Committee,  September  23,  1970: 
“We  support  a pluralistic  approach  to  the  deliv- 
ery of  medical  services  . . . However,  before  any 
HMO  program  is  initiated  nationwide  through 
legislation  and  held  out  as  a realistic  benefit 
available  to  all  Medicare  beneficaries,  we  be- 
lieve that  cost  and  utilization  data  should  first 
be  developed  with  controlled  demonstrations 
testing  the  capability  of  such  a program  to  ac- 
complish its  purpose.  There  are  questions  re- 
garding in-fact  cost  savings,  as  well  as  the 
quality  of  health  care  which  may  be  provided 
when  there  are  economic  incentives  to  providers 
to  reduce  utilization.  We  would  wish  to  assure 
that  Medicare  patients  uniformly  receive  the 
best  quality  care.  . . . We  recommend  that  or- 
ganizations delivering  health  care  should  be 
under  control  and  guidance  of  medical  person- 
nel.” 

This  testimony  was  directed  specifically  at  the 
Medicare-HMO  option.  No  testimony  has  yet  been 
offered  concerning  the  Administration  HMO-financ- 
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ing  proposal  (HR  5615),  but  the  Association  has  in 
the  past  opposed  discriminatory  Federal  financ- 
ing aimed  at  fostering  one  particular  method  of 
organizing  health  care  over  all  others. 

Relationship  to  National  Health  Insurance 

There  is  no  apparent  major  conflict  between  the 
HMO  concept  and  most  current  national  health  in- 
surance proposals.  The  AMA  Medicredit  proposal  is 
so  designed  that  an  HMO  could  be  one  of  the  organ- 
izations and  agencies  offering  a qualified  health 
care  plan.  The  Administration’s  National  and  Family 
Health  Insurance  Plans  would  both  presumably  per- 
mit HMO  participation.  Similarly,  the  Kennedy 
“comprehensive  health  services  organization”  and 
the  American  Hospital  Association  Ameriplan 
“health  care  corporation”  have  basic  likenesses  to 
HMO’s. 

Delivery  System 

The  feature  essential  to  an  HMO  under  all  three 
legislative  proposals  is  legal  responsibility  for  pro- 
viding (not  merely  paying  for)  a broad  range  of 
health  care  services,  including  both  professional  and 
institutional  services,  and  accountability  for  both  the 
quantity  and  quality  of  services  provided,  with  pay- 
ment for  such  services  on  a prospective  capitation 
basis. 

Other  features  vary  from  bill  to  bill  — the  range  of 
services  which  must  be  included,  the  size  and  age 
mix  of  enrollment,  frequency  of  open  enrollment, 
and  provision  of  physicians’  services  (organized 
groups  only  or  groups  and  solo  practitioners).  Any 
of  these  variations  which  become  law  will,  of  course, 
significantly  affect  HMO  development,  but  the  es- 
sentials listed  above  seem  to  delineate  the  basic 
HMO  concept. 

Sponsors 

The  January  1971  Administration  draft  plan  lists 
as  possible  HMO  “sponsors”: 

“ Providers  (e.g.,  fee-for-service  clinics,  medical 
foundations,  community,  public  and  teaching  hospi- 
tals) 

“Consumers  and  the  Government  (e.g.,  neighbor- 
hood health  centers,  public  corporations) 

“Underwriting  and  Management  Groups  (e.g., 
voluntary  health  insurance  corporations,  Blue  Cross, 
private  industry) 

“Combinations  (e.g.,  prepaid  group  practice 
plans)” 

However,  the  type  of  program  which  can  most 
easily  convert  to  an  HMO  is  one  where  professional 
and  institutional  services  are  already  integrated. 
The  Kaiser  Foundation  approach  is  almost  always 
suggested  as  an  HMO  prototype;  the  few  remaining 
railroad  hospitals  and  such  union-sponsored  plans 


as  the  United  Mine  Workers  of  America  medical 
program  also  might  qualify  easily. 

Beyond  this,  the  approach  most  readily  adaptable 
to  HMO  operation  would  be  based  on  a hospital, 
using  the  hospital  staff,  or  on  a medical  school- 
teaching hospital  combination.  These  approaches 
might  need  to  expand  ambulatory  care  facilities 
and  would  have  to  provide  or  arrange  for  extended 
care  and  home  health  services,  but  the  hospital- 
physician  interrelationship  seems  the  most  essential. 

For  this  reason,  most  prepaid  group  practices  are 
as  yet  a step  removed  from  HMO  status,  since  few 
prepaid  groups  aside  from  those  previously  men- 
tioned have  any  intrinsic  relationship  with  or  control 
of  hospital  services.  It  does  not  appear  that  simply 
providing  each  enrollee  with  hospitalization  insur- 
ance (whether  Blue  Cross  or  commercial)  would  be 
sufficient.  Some  special  contract  arrangement  with 
a hospital  or  hospitals,  whether  direct  or  through  an 
intermediary,  would  be  necessary  to  permit  the 
HMO  to  review  hospital  services  to  its  enrollees  and 
to  assure  entry  to  the  hospital  of  both  HMO  patients 
and  physicians. 

Foundations  for  Medical  Care:  The  Foundations 
for  Medical  Care  require  some  special  consideration, 
as  medical  society  competitors  with  prepaid  groups 
for  the  HMO  dollar.  Foundation  spokesmen  have 
indicated  they  expect  foundations  to  be  able  to  par- 
ticipate in  this  program;  the  inclusion  of  Foundation 
speakers  on  DHEW  programs  discussing  HMO’s 
indicates  that  the  Administration  also  sees  a role 
for  them  and,  as  noted  above,  the  January  revised 
DHEW  staff  draft  plan  specifically  lists  foundations 
as  potential  HMO  sponsors. 

Indeed,  the  Senate  version  of  HR  17550  and  the 
new  Administration  bill  may  intend  such  a role,  in 
specifically  authorizing  services  by  solo  practi- 
tioners and  payment  of  physicians  on  a fee-for- 
service  basis,  as  long  as  their  total  services  are  cov- 
ered by  a fixed-sum  or  capitation  payment,  as  op- 
posed to  the  House  bill  which  would  require  phy- 
sicians’ services  to  be  provided  by  HMO  partners 
or  employees  or  by  organized  groups. 

However,  the  Foundations  generally  lack  an  inte- 
grated relationship  with  a hospital,  just  as  do  the 
majority  of  prepaid  groups.  A few  Foundations  do 
review  services  other  than  those  of  physicians  and 
have  established  prospective  review  of  hospital  uti- 
lization for  certain  diagnoses,  but  usually  they  do 
not  have  the  sort  of  over-all  control  and  accounta- 
bility for  comprehensive  services  that  the  HMO  con- 
cept implies. 

Several  California  Foundations  have  established 
“prepayment”  programs  for  Medicaid  recipients. 
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They  do  administer  the  total  care  provided  on  a 
capitation  payment  basis,  with  the  physicians  under- 
writing the  program  by  accepting  pro-rated  fees 
when  total  costs  exceed  the  capitation  payment, 
but  they  do  not  appear  to  have  reached  the  full  level 
of  responsibility  demanded  of  an  HMO. 

It  appears  that  a definite  contractual  relationship 
between  a Foundation  (or  a prepaid  group)  and  a 
hospital  or  hospitals,  initiated  either  by  the  profes- 
sional group  or  the  hospital,  will  have  to  be  a basic 
ingredient  of  an  HMO  contract  with  DHEW. 

Services  Provided 

The  high  cost  of  institutional  services  in  Medicare 
and  other  Federal  programs  is  the  stimulus  for  Con- 
gressional interest  in  HMO’s.  The  separation  of 
Medicare  Parts  A and  B,  with  a payment  for  profes- 
sional services  independent  of  payment  for  insti- 
tutional services,  is  claimed  as  a cost  factor,  and 
joining  the  two  in  a single  payment  is  expected  to 
create  fiscal  incentives  for  more  economical  care. 

HMO’s  will  be  expected  to  place  major  emphasis 
on  early  treatment  and  on  ambulatory  rather  than 
inpatient  care,  wherever  possible.  However,  both 
the  Senate  committee  report  and  DHEW  staff  papers 
indicate  concern  lest  the  emphasis  on  cost  result  in 
inadequate  care.  Regulations  and  directives  will, 
therefore,  demand  evidence  that  there  has  been  no 
patient  neglect. 

This  can  imply  more  emphasis  by  these  plans  on 
periodic  checkups  and  diagnostic  tests  — perhaps 
increased  use  of  multiphasic  testing  as  a means  of 
discovering  potential  illness.  There  also  could  be 
some  shift  in  patient-physician  relationships,  with 
the  HMO  reminding  enrollees  to  come  in  for  peri- 
odic testing,  rather  than  the  patient  initiating  the 
contact  when  he  feels  the  need  for  treatment. 

There  may  be  some  increase  in  the  utilization  of 
specialist  services.  The  pro-HMO  rhetoric  about  the 
patient  “having  to  find  his  own  way”  through  the 
maze  of  specialists  and  hospitals  must  be  discounted, 
since  any  primary  physician  ordinarily  handles  re- 
ferrals and  admissions  for  his  patients.  However, 
when  the  specialists’  services  are  included  in  the 
capitation  payment,  early  consultation  may  in- 
crease, both  to  reduce  hospitalization  and  to  demon- 
strate the  HMO’s  concern  for  the  patient. 

Geographic  Distribution 

Although  the  January  revised  DHEW  staff  draft 
plan  suggests,  as  a “feasible  goal,”  making  the 
choice  between  traditional  and  HMO  care  available 
to  90%  of  the  population,  the  HMO  approach  may  be 
difficult  to  apply  nationwide.  Some  50  to  60  million 
Americans  live  in  rural  areas,  many  sparsely  popu- 
lated. Rural  America  is  one  of  the  “underserved 


areas”  to  which  the  Administration  bill  gives  fund- 
ing priority  for  starting  and  supporting  HMO  oper- 
ation. 

The  light  population  density,  however,  makes  it 
difficult  to  envision  an  HMO  pattern  of  operation, 
except  one  with  a central  HMO  serving  a compara- 
tively large  area  (possibly  an  entire  state),  perhaps 
with  outpatient  satellites  providing  primary  care 
and  screening.  The  Senate  version  would  require 
an  enrollment  of  10,000,  and  the  January  revised 
DHEW  staff  draft  plan  shows  rural  HMO’s  serving 
a 15,000  population,  compared  to  30,000  for  urban 
HMO’s.  Either  size  limit  would  cover  a large  area 
in  some  rural  states,  and  the  President’s  Health 
Message  itself  speaks  of  the  use  of  outpatient  clinics 
and,  possibly.  Veterans’  Administration  and  DHEW 
staffs  to  assist  HMO’s  in  “underserved  areas.” 

Because  rural  areas  attract  proportionately  fewer 
physicians,  some  such  approach  — primary  care 
through  physicians  supported  by  an  HMO  or  in  Fed- 
eral service  — may  be  the  most  practical  approach. 
However,  in  such  areas,  transportation  and  fairly 
sophisticated  communication  between  the  rural  out- 
post and  the  central  office  may  have  to  be  an  integral 
part  of  the  HMO  so  that  the  patient  can  be  assured 
of  access  to  needed  care  that  the  local  satellite  can- 
not give  and  so  that  the  primary  physician  can  con- 
sult with  his  peers  within  the  HMO  structure. 

Some  features  of  programs  such  as  Samaritan 
Health  Services,  which  serves  widespread  rural  areas 
in  the  Southwest,  or  the  mobile  clinics,  used  by  some 
California  Foundations  to  provide  care  to  migrant 
workers,  might  become  patterns  for  such  dispersed 
HMO’s. 

In  the  inner  city,  there  is  already  a definite  ten- 
dency to  turn  the  OEO-initiated  neighborhood  health 
centers  into  HMO’s.  Here,  the  prime  needs  for  con- 
version would  be  to  set  up  a capitation  basis  for  pay- 
ment and  to  establish  contractual  arrangements  with 
hospitals  and  other  backup  facilities.  With  most  staff 
on  a salary  basis,  the  professional  component  is  al- 
ready reasonably  well-assured.  The  Administration 
bill  would  provide  special  start-up  and  operational 
funding  for  this  type  of  program,  to  meet  the  needs 
of  “underserved”  areas. 

In  general,  each  HMO  must  determine  geographic 
boundaries  for  its  service  area  and  must  submit 
plans  for  initiation  or  expansion  of  a program  to  the 
appropriate  comprehensive  health  planning  agency. 
While  the  Administration  bill  gives  funding  priority 
to  HMO’s  for  scarcity  areas,  there  does  not  appear 
to  be  any  barrier  to  establishment  of  an  HMO  in 
areas  already  adequately  served. 

There  is  even  some  indication  that  DHEW  might 
encourage  overlapping  of  HMO  areas,  to  provide 
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some  competition  between  them  and  to  develop  data 
for  statistical  comparison.  The  January  revised 
DHEW  staff  draft  plan  assumes  there  will  be  some 
“system  of  multiagency  approval”  for  HMO’s  seek- 
ing Federal  contracts  but,  at  this  time,  “no  arbitrary 
limits  on  the  number  of  HMO’s  in  an  area.”  The 
possibility  of  some  form  of  franchising  will  continue 
to  be  explored. 

How  over-supply  in  one  area  can  be  approved  as 
consistent  with  health  planning  while  other  areas 
remain  undersupplied  has  not  as  yet  been  defined. 

Manpower 

HMO’s  do  not  directly  increase  the  total  physician 
supply.  They  may,  however,  improve  the  distribu- 
tion of  physicians  and  increase  productivity,  at  least 
in  theory.  Special  support  and  subsidy,  either  by  the 
HMO  itself  or  through  Federal  funding  or  staffing, 
might  make  practice  in  rural  or  inner  city  areas  more 
attractive,  through  the  provision  of  professional 
back-up  and  financial  security. 

Potentially,  an  HMO  connection  could  give  phy- 
sicians serving  in  such  areas  easier  access  to  con- 
sultation and  diagnostic  services  and  temporary 
replacements  for  continuing  education  or  holidays. 
Concrete  evidence  that  HMO’s  will  make  such  a 
change  is  lacking. 

Increased  productivity  is  claimed  to  be  the  prime 
impact  of  HMO’s  on  the  manpower  shortage.  There 
has  been  considerable  emphasis  on  the  concept  that 
the  “health  team”  working  together  would  be  more 
efficient  in  patient  treatment  than  the  individual 
physician,  and  that  by  delegation  of  jobs  which  do 
not  require  extensive  professional  education,  the 
physician  can  concentrate  his  skills  on  those  prob- 
lems which  only  a physician  can  handle. 

This  increased  productivity  is  more  assumed  than 
proven.  In  the  organized  structure,  there  does  seem 
to  be  greater  use  of  technical  aids  and  diagnostic 
tests,  these  being  more  readily  available;  there  may 
also  be  a greater  tendency  towards  fixed  working 
hours.  Some  studies  indicate  that  there  is,  in  fact, 
little  increase  in  productivity  in  a prepaid  group 
over  individual  practice,  although  the  number  of 
auxiliary  health  workers  per  physician  is  usually 
significantly  greater  in  the  group. 

HMO’s  are  expected  to  make  major  use  of  auxil- 
iary health  personnel,  such  as  “physician’s  assist- 
ants,” to  assume  some  of  the  routine  semi-profes- 
sional tasks.  Indeed,  the  President’s  Health  Message 
emphasizes  this  approach  and  suggests  a respon- 
sibility for  HMO’s  to  provide  clinical  training  for 
such  workers.  The  message  also  suggests  direct  con- 
tracts between  HMO’s  and  DHEW  as  a means  of 


avoiding  state  legal  restrictions  on  delegation  of 
tasks  to  such  auxiliary  personnel. 

There  does  seem  some  indication  that  the  use  of 
physician’s  assistants  may  increase  physician  pro- 
ductivity. However,  the  area  of  the  types  of  assist- 
ants which  can  and  should  be  developed,  the  tasks 
which  they  can  assume,  and  their  acceptance  by 
patients,  physicians,  and  other  health  workers,  as 
well  as  their  impact  on  costs  and  productivity,  are 
still  being  explored. 

Federal-State  Relationships 

The  Presidential  message  speaks  of  “archaic  laws 
in  22  States”  which  prohibit  or  limit  “the  group 
practice  of  medicine”  and  of  laws  in  most  states 
which  prevent  doctors  from  delegating  certain  re- 
sponsibilities. 

To  avoid  these  restrictions,  the  President  makes 
two  suggestions:  DHEW  is  to  draw  up  a model 
statute  that  the  states  can  adopt  to  “correct  these 
anomalies,”  and  the  Federal  government  will  con- 
tract directly  with  HMO’s  to  provide  care  to  Medi- 
care and  other  Federal  beneficiaries  who  choose  the 
HMO  option,  these  contracts  acting  to  “preempt” 
any  inconsistent  state  laws. 

This  is  a modification  of  earlier  recommenda- 
tions considered  within  DHEW,  particularly  the 
recommendation  of  the  (McNerney)  Task  Force  on 
Medicaid  and  Related  Problems  that  Medicaid  re- 
imbursement and  other  Federal  funds  be  withheld 
from  states  which  operated  under  these  “archaic” 
statutes. 

There  is  some  question  as  to  the  importance  of 
these  so-called  legal  barriers.  While  some  of  the  22 
states  have  laws  circumscribing  organization,  ad- 
ministration, control,  or  insurance  aspects  of  prepaid 
group  practice  and  some  do  not  have  a law  providing 
a specific  legal  basis  for  such  plans,  group  prepaid 
practices  do  exist  in  some  of  these  states,  usually 
by  judicial  decisions.  Competent  legal  opinion  holds 
that  probably  no  real  barriers  exist  to  legal  develop- 
ment of  HMO’s. 

Apart  from  the  presence  or  absence  of  state  en- 
abling acts,  the  HMO  concept  poses  questions  re- 
lated to  state  laws  governing  the  use  of  auxiliary 
personnel.  Regarding  the  delegation  of  responsi- 
bility, the  AM  A itself,  in  December  1970,  suggested 
a moratorium  on  state  licensure  of  additional  health 
occupations,  a national  study  commission  to  develop 
long-range  solutions  to  establishment  of  credentials 
for  such  occupations,  expansion  of  programs  to 
maintain  and  update  competence,  and  amendment 
of  existing  licensure  laws  to  permit  more  delega- 
tions of  tasks. 
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A number  of  states  have  already  modified  their 
practice  acts  to  permit  delegation  of  routine  tasks 
to  lesser-trained  individuals  without  incurring  lia- 
bility for  the  unauthorized  practice  of  medicine.  In- 
novative delegation  is,  in  fact,  already  under  way 
in  many  areas  outside  HMO’s  and  without  Federal 
contracts. 

If  Federal  HMO  contracts  are  established  to 
“preempt”  state  laws,  it  should  be  realized  that  the 
HMO  is  probably  free  of  those  laws  only  within  the 
bounds  of  the  contract.  [As  a parallel,  a Federal 
physician  can  treat  Federal  patients  in  a Federal 
hospital  without  being  licensed  in  the  state  in  which 
it  is  located;  he  cannot  treat  private  patients  in  that 
state  without  a license.] 

As  long  as  the  Federal  contract  and  the  state  law 
remain  in  conflict,  therefore,  the  HMO  might  find 
itself  entirely  dependent  on  the  Federal  contract  for 
support  — and  some  state  legislatures  may  look  with 
disfavor  on  an  organization  which  uses  a Federal 
contract  to  override  state  law.  Such  HMO’s  will  have 
difficulty  developing  a non-DHEW  clientele,  and 
auxiliary  health  personnel  may  find  their  job  mobil- 
ity is  limited. 

Physician  Response 

To  some  extent,  the  HMO  “movement”  exists  in 
a vacuum.  There  is  little  evidence  not  only  as  to  its 
effectiveness  as  a means  of  providing  better  care 
for  less  money,  but  also  as  to  the  reaction  of  physi- 
cians and  patients.  A theoretical  model,  being  used 
in  varying  degrees  by  some  three  percent  of  the  pop- 
ulation, has  been  projected  as  a nationwide  solution 
to  health-care  difficulties  with  almost  no  evidence 
that  either  physicians  or  patients  generally  will  ac- 
cept and  participate. 

The  prepaid  group  practice  segment  of  the  medical 
profession  has  grown  steadily  for  many  years,  but 
the  growth  has  been  slow  and  it  is  still  not  the  meth- 
od of  choice  for  a majority  of  the  profession.  This 
method  of  practice  has  certain  attractions,  however, 
both  professional  (such  as  ease  of  consultation  and 
more  adequate  back-up  staffing)  and  personal  (such 
as  more  regular  hours,  covered  vacations,  and  — by 
some  indicators  — higher  income). 

Nonetheless,  many  physicians  prefer  solo  prac- 
tice, whether  out  of  individualism  or  because  they 
feel  they  can  respond  better  to  patient  needs  in  a 
one-to-one  relationship.  These  physicians  are  not 
likely  to  accept  the  HMO  approach,  which  can  in- 
volve agreeing  to  an  audit  of  medical  practice  and 
prorating  physician  fees  to  pay  for  other  services.  In 
addition,  physicians  today  are  trained  more  for  the 
treatment  of  illness  than  for  the  maintenance  of 
health;  their  education  is  crisis-oriented,  and  some 


might  not  derive  adequate  professional  satisfaction 
in  practicing  primarily  preventive  medicine. 

Some  proponents  of  HMO’s  speak  of  a “primary 
physician”  to  manage  the  care  of  every  enrollee.  In 
the  current  national  mix  of  family  physicians  and 
specialists,  there  could  be  difficulty  in  implementing 
such  a requirement  unless  some  of  the  specialists  in 
an  HMO  acted  in  a “primary  physician”  role,  which 
could  be  unsatisfactory  to  both  physician  and  pa- 
tient. 

Patient  Response 

Patient  reaction  to  a number  of  features  of  HMO- 
care  has  been  inadequately  tested.  While  the  number 
of  enrollees  in  prepaid  groups  has  increased  steadily 
over  the  years,  they  still  comprise  less  than  5 percent 
of  the  population.  The  so-called  legal  limitations 
may  be  partly  responsible,  but  it  also  appears  that 
patient  demand  has  been  less  than  established  pre- 
paid plans  are  capable  of  meeting. 

Attachments  to  the  more  familiar  forms  of  medical 
care  run  deep,  and  there  are  some  suggestions  that 
prepaid  group  practice  becomes  acceptable  to  con- 
sumers to  the  extent  that  they  are  dissatisfied  with 
traditional  practice  formats.  Some  preexisting  inter- 
relationship among  enrollees  has  been  a factor  in 
the  establishment  of  many  major  prepaid  groups: 
union  membership  among  the  mine  workers  and 
railroad  employees,  or  employment  by  Kaiser  Indus- 
tries for  the  Kaiser  Foundation.  Conversely,  many 
prepaid  groups  have  been  fairly  selective  as  to  their 
clientele.  The  effect  of  open  enrollment  is  difficult 
to  predict. 

If  HMO’s  are  to  have  any  preventive  effect,  it  is 
essential  that  patients  are  seen  while  illness  is  still 
in  its  early  stage  or  asymptomatic.  This  can  create 
problems;  some  plans  are  already  concerned  because 
the  lack  of  any  financial  barrier  results  in  patients 
visiting  when  their  only  need  is  psychological,  not 
physical.  On  the  other  hand,  the  “underserved” 
areas  — inner  city  and  rural  — are  traditionally  areas 
where  people  do  not  seek  care  except  in  an  emer- 
gency. Major  re-education  is  needed  for  both  types 
of  patient. 

The  HMO  may  be  more  capable  of  adjusting  some 
of  the  “amenities”  of  care  to  consumer  demand  — 
better  appointment  scheduling,  specialist  consulta- 
tion without  the  need  for  long  delay,  evening  office 
hours,  24-hour  emergency  coverage.  But  there  is 
some  question  as  to  how  generally  patients  will  ac- 
cept HMO’s,  particularly  if  all  requests  for  physi- 
cian services  must  first  be  screened  by  a computer 
(as  has  been  suggested  for  some  groups)  or  if  the 
“primary  physician”  is  not  a physician  at  all  but 
some  other  member  of  the  “health  team.”  (In  some 
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neighborhood  health  centers,  the  team  leader  may 
be  a public  health  nurse  or  a medical  social  worker.) 

One  provision  in  particular  could  cause  Medicare 
patients  some  hesitation  in  enrolling  in  an  HMO. 
Both  the  House  and  Senate  versions  would  make 
the  HMO  financially  responsible  only  for  emergency 
care  outside  the  organization  itself.  Presumably, 
reciprocal  agreements  between  HMO’s  could  pro- 
vide some  coverage  for  enrollees  away  from  home, 
but  this  is  not  spelled  out;  in  law,  the  enrollee  would 
have  little  Medicare  coverage  when  away  from  the 
area  served  by  his  HMO. 

(The  Senate  committee,  recognizing  this  problem, 
would  allow  Medicare  beneficiaries  currently  en- 
rolled in  an  HMO  to  retain  this  type  of  enrollment  — 
which  permits  Medicare  payment  for  services  out- 
side the  HMO  — for  up  to  three  years,  rather  than 
accept  the  restrictions  of  the  new  HMO  option.) 

HMO  Cost  per  Enrollee 

Congress’  basic  incentive  for  HMO  legislation  is 
the  belief  that  care  will  be  provided  more  economi- 
cally. This  seems  based  primarily  on  a reported  lower 
rate  of  hospital  utilization  for  patients  of  existing 
prepaid  groups  than  for  other  financing-delivery 
systems. 

The  data  are  not  conclusive.  The  latest  Social 
Security  Administration  report  on  private  health 
insurance  indicates  that  prepaid  group  practice  plans 
which  include  hospital  benefits  indeed  pay  substan- 
tially less  per  enrollee  for  hospital  care  than  Blue 
Cross,  but  substantially  more  for  physicians’  services 
than  Blue  Shield  — so  that  the  combined  hospital- 
physician  expenditures  per  person  are  higher  in  the 
prepaid  groups. 

Against  this,  it  is  argued  that  the  prepaid  groups 
cover  more  of  the  physician’s  services  and  that  there 
is  less  to  be  paid  out-of-pocket  for  group  members 
than  for  enrollees  in  Blue  Cross-Blue  Shield  Plans. 
However,  data  are  incomplete  on  comparable  pre- 
miums plus  the  amount  of  out-of-pocket  expenses 
(e.g.,  care  from  non-group  physicians)  so  the  ques- 
tion remains  open.  It  is  further  complicated  by  the 
fact  that  many  group  enrollees  are  from  compara- 
tively low-risk  groups;  open  enrollment  could  make 
a significant  difference  in  costs. 

HMO  Cost  for  Initiation  or  Conversion 

At  this  time,  any  estimate  of  the  cost  of  establish- 
ing a new  HMO  or  converting  an  existing  program  to 
meet  HMO  standards  must  be  considered  highly 
tentative.  However,  the  January  revised  DHEW 
staff  draft  plan  contains  some  estimates  of  the  cost 
to  the  Federal  government  of  such  initiation  or  con- 
version, which  are  summarized  with  the  above  cau- 
tion. 


For  a new  urban  HMO  serving  a 30,000  popula- 
tion, the  estimate  for  construction  (including  hospital 
construction)  is  $4-8  million.  For  an  HMO  for  the 
urban  poor,  estimated  start-up  cost  is  $1.25  million 
and  second  year  working  capital,  $1  million;  for  a 
“mixed”  population  (including  some  who  do  not 
need  subsidy)  start-up  cost  is  estimated  at  $750,000 
and  second  year  capital  at  $500,000. 

For  a new  HMO  in  each  rural  area  serving  15,000, 
the  estimate  is  $2  million  for  construction,  $0.5  mil- 
lion start-up,  and  $1  million  second  year  capital. 

For  a conversion  of  an  existing  program,  Federal 
cost  is  estimated  to  be  highest  for  public,  charity, 
and  medical-school-affiliated  hospitals:  $2  million 
for  start-up  and  construction  and  up  to  $0.5  million 
in  working  capital.  A prepaid  group  practice  is  as- 
sumed to  need  little  for  start-up,  but  at  least  half  of 
them  are  estimated  to  need  $0.5  million  for  working 
capital  and  $1  million  for  construction. 

Only  conversion  and  start-up  funds  are  suggested 
for  public  hospital  corporations  ($500,000),  fee-for- 
service  clinics  ($150,000),  foundations  ($100,000), 
and  the  Blues  and  insurance  companies  ($50,000). 
Industry  plans  are  assumed  to  need  no  Federal  funds. 

The  prospectus  indicates  some  80  existing  organi- 
zations capable  of  HMO  operation  by  July  1971,  of 
which  52  would  require  some  Federal  funding,  total- 
ling $16.4  million  for  conversion,  start-up,  and  work- 
ing capital,  and  $24  million  for  construction.  The 
cost  of  ambulatory  facilities  is  estimated  at  $60  per 
square  foot,  with  one  square  foot  per  enrollee. 

Peer  Review 

From  the  medical  profession’s  point  of  view,  it  is 
of  particular  importance  that  the  HMO  itself  must 
take  legal  responsibility  for  the  quality  of  care.  To 
quote  HR  17550  (the  content  is  essentially  the  same 
in  both  House  and  Senate  versions  and  in  the  current 
Administration  bill,  with  only  minor  editorial  chang- 
es), the  HMO  is  an  organization  which  — 

“(6)  has  arrangements  for  assuring  that  the 
health  services  required  by  its  members  are 
received  promptly  and  appropriately  and 
that  the  services  that  are  received  measure 
up  to  quality  standards  which  it  establishes 
in  accordance  with  regulations.” 

This  section,  in  and  of  itself,  places  responsibility 
on  the  HMO  for  both  the  appropriateness  and  the 
quality  of  all  services  which  it  furnished,  whether  or 
not  the  Administration’s  “review  team”  and  the 
Bennett  (Professional  Standards  Review  Organiza- 
tions) amendments  to  Medicare  are  enacted  for 
Medicare  surveillance. 

If  the  HMO  is  a medical  group  or  foundation, 
this  may  pose  a problem  only  insofar  as  the  mechan- 
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ics  of  reviewing  non-professional  services  are  con- 
cerned. If,  however,  a non-medical  agency  is  the 
HMO  and  it  contracts  for  physicians’  services,  that 
agency  places  the  statutory  responsibility  for  quality 
and  appropriateness  outside  the  medical  group. 

Regulations  could  well  accept  peer  review  as 
meeting  the  legal  requirement,  or  other  review 
amendments  to  Title  XVIII  might  make  the  question 
moot.  In  their  absence,  however,  the  language  of 
these  bills  presents  at  least  the  potential  of  an  HMO 
review  of  professional  peer  review,  and  certainly 
some  disincentive  to  widespread  professional  par- 
ticipation. 


Conclusion 

To  the  HMO  concept  itself,  the  Association  has 
no  clear-cut  policy  objection.  The  AMA  supports  a 
pluralistic  delivery  system  and  the  right  of  both 
patient  and  physician  to  choose  the  system  within 
which  they  encounter  each  other,  as  long  as  that 
system  exploits  neither  patient  nor  physician. 

As  a corollary  to  this  position,  the  Association 
opposes  governmental  intervention  on  behalf  of 
any  one  method  of  practice  over  all  others,  or  any 
unfair  competitive  advantage  given  such  a system. 
For  this  reason  the  position  on  the  Administration 
bill  is  not  yet  determined.  In  regard  to  the  proposed 
Medicare-HMO  changes,  the  Association  has  simply 
recommended  that  HMO’s  be  thoroughly  tested 
before  being  incorporated  in  the  program. 

Although  the  Association  has  not  voiced  opposi- 
tion to  HMO’s,  the  individual  application  of  the  con- 
cept will  have  to  be  judged  on  its  merits  in  each 
instance.  Some  potential  organizational  patterns 
suggest  that  a non-medical  organization  may  exer- 
cise control  over  the  provision  of  medical  services. 

The  Council  on  Medical  Service  is  not  submitting 
recommendations  with  regard  to  health  maintenance 
organizations.  The  purpose  of  this  report  is  for  the 
information  of  the  House  of  Delegates  and,  hope- 
fully, to  assist  in  further  refinement  of  Association 
policy,  if  deemed  desired. 


Teething  is  easier 
when  you  prescribe 
DENTOCAIN  MILD 


taster  On  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage. brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 


Easter  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  20% 
Benzocaine. ) 

FORMULA 


Alcohol  70% 

Bencocaine  10% 

Chloroform,  4 mins, 
per  fluidounce 


DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip 
tiae  literature  sent  on  request. 


Active  Ingredients: 
Alcohol  by  vo.  70% 
Chloroform 
4 min.  per  ft.  oz. 
Benzocaine  in  a 
special  base. 

Net  1 2 fluid  ounce 
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ct  the  Robitussin® 
ar-Tract”  Formulation 
t Treats  Your  Patient’s 
vidual  Coughing 
ds: 

IITUSSIN®  • 

IITUSSIN  A-C®  • 

IITUSSIN-DM®  • 

IITUSSIN-PE®  D 

JGH  CALMERS®  ■ 


this  handy  chart  at  a guide  In  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  M 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


AH-POBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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Current  Trends 

Follow-Up  on  Chloramphenicol-Resistant  Salmonella  Typhi  — Mexico 

Morbidity  and  Mortality  Weekly  Report,  Publication,  Health  Division,  H.E.W. 

May  5,  1973 


In  May  1972,  Mexican  authorities  announced  the 
existence  of  a widespread  outbreak  of  typhoid  fever 
in  the  state  of  Hidalgo  and  the  Federal  District  of 
Mexico  (1).  A high  proportion  of  isolates  of  Salmon- 
ella typhi  recovered  from  patients  in  this  outbreak 
were  resistant  to  chloramphenicol  in  vitro  and  in  vivo 
(2).  In  1972,  Mexico  reported  a total  of  6,342  cases 
of  typhoid,  an  increase  of  104%  from  1971  (3).  Since 
the  original  reports  there  has  been  evidence  of  ex- 
tension of  the  outbreak  to  other  parts  of  Mexico, 
including  Acapulco,  but  the  reported  incidence  has 
apparently  declined  in  recent  weeks. 

I he  strain  of  5.  typhi  responsible  for  the  epidemic 
has  had  a characteristic  degraded  Vi(A)  phage  type. 
Although  some  isolates  of  S.  typhi  with  this  phage 
type  tested  at  CDC  have  been  sensitive  to  chlor- 
amphenicol, the  overwhelming  majority  are  resistant 
to  this  drug.  Multiple-drug  resistance  in  this  strain 
is  mediated  by  an  episome  (4). 

Intensive  surveillance  of  cases  of  typhoid  fever 
caused  by  the  chloramphenicol-resistant  strain  has 
revealed  49  cases  in  the  United  States  since  the 
beginning  of  the  Mexican  epidemic.  The  infection 
was  contracted  in  Mexico  in  all  but  3 of  44  patients 
on  whom  a travel  history  was  available.  This  repre- 
sents an  incidence  no  greater  than  2 per  100,000 
in  the  conservatively  estimated  number  of  over  2 
million  persons  who  traveled  to  Mexico  by  land,  air, 
and  sea  Irom  the  United  States  in  the  past  12  months. 
There  have  been  no  fatalities  in  cases  reported  in 
U.S.  citizens. 

A total  of  302  cases  of  typhoid  fever  in  the  United 
States  have  been  reported  to  CDC  in  the  1st  18 
weeks  of  1973;  205  of  these  were  in  Florida,  where 
a large  outbreak  due  to  a chloramphenicol-sensitive 
strain  occurred  in  February  and  March  (MM WR, 
Vol.  22,  Nos.  9,  10,  13,  and  14).  The  97  cases  re- 
ported from  the  other  49  states  and  the  District  of 
Columbia  represent  an  increase  of  1 1 over  the  aver- 
age for  the  preceding  5 years. 

(Reported  by  the  Bacterial  Diseases  Branch,  Epi- 
demiology Program,  and  the  Enterobacteriologv 
Section,  Bacteriology  Branch,  Laboratory  Division, 
CDC.) 

The  epidemic  of  chloramphenicol-resistant  typhoid 
fever  in  Mexico  serves  to  reemphasize  advice  for 
U.S.  residents  planning  travel  to  areas  of  the  world 
where  typhoid  is  prevalent.  The  traveler’s  first  line 
of  defense  is  discrimination  in  his  choice  of  food 


and  beverages.  The  safest  foods  are  those  that  are 
cooked  and  served  hot.  Salads,  raw  vegetables,  and 
unpeeled  fruits  should  be  avoided.  Commercially 
bottled  or  canned  mineral  water  and  bottled  or  can- 
ned beverages  are  generally  safe.  Ideally,  tap  water 
should  not  be  consumed  unless  first  boiled  or  treated 
with  chemical  purifiers  such  as  Globaline,  Halazone, 
or  hypochlorite-containing  bleach.  Water  which  is 
uncomfortably  hot  to  touch  may  also  be  safe  for 
drinking  after  it  has  cooled.  Ice  should  be  avoided. 
Eating  places  with  substandard  hygienic  conditions 
should  not  be  patronized.  These  precautions  are 
equally  applicable  to  the  prevention  of  other  in- 
fections, such  as  non-typhoid  salmonellosis,  shigel- 
losis, amebiasis,  and  infectious  hepatitis,  to  which 
international  travelers  may  be  exposed. 

Typhoid  vaccine  can  provide  additional  protection 
against  contracting  typhoid  fever.  However,  the  vac- 
cine is  only  partially  effective  and  is  in  no  way  a 
substitute  lor  careful  attention  in  the  selection  of 
safe  food  and  drink.  Prophylactic  antimicrobial  drugs 
are  of  questionable  value  and  may  even  be  harmful. 

When  the  diagnosis  of  typhoid  fever  is  suspected 
in  a patient,  a careful  history  should  be  taken  con- 
cerning possible  travel  to  Mexico  or  other  highly 
endemic  areas.  5.  typhi  isolates  should  be  routinely 
tested  for  sensitivity  to  chloramphenicol  and  ampicil- 
lin.  Illness  due  to  chloramphenicol-resistant  strains 
should  be  treated  with  parenteral  ampicillin,  which 
may  also  be  used  as  the  initial  drug  in  patients  with 
a history  of  travel  to  Mexico  while  antibiotic  sus- 
ceptibility tests  are  pending. 

CDC  has  confirmed  resistance  to  both  chloram- 
phenicol and  ampicillin  in  a small  proportion  of  I 
isolates  obtained  from  Mexican  patients.  No  case  of  I 
typhoid  due  to  the  strain  resistant  to  both  drugs  has 
been  reported  to  CDC  from  the  United  States. 
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The  Hartford  County  Health  Care  Plan 

Andrew  J.  Canzonetti,  M.D.  and  Norman  Reich,  M.S.P.H.  Ed. 


Background 

The  Hartford  County  Health  Care  Plan  (HCP) 
vas  formally  established  in  1971  as  a non-profit 
rorporation  operating  under  the  auspices  of  the 
Hartford  County  Medical  Association. 

Objectives 

Its  general  purposes  as  stated  in  the  Article  ot 
Incorporation  are: 

“To  promote,  develop  and  implement  the  distri- 
bution of  high  quality  health  services  to  all  the  peo- 
ple in  Hartford  County. 

“To  provide  an  instrument  through  which  the 
voice  of  the  physician  can  be  heard  in  those  relation- 
ships which  call  for  arrangements  with  agencies  in 
the  communities,  or  communities,  or  the  state,  or 
the  Federal  Government. 

“To  use  Peer  Review  to  improve  the  quality  of 
care  — not  just  for  purposes  of  cost  control. 

“To  concern  itself  with  both  the  under-  and  over- 
utilization of  available  health  resources  in  the  care 
and  treatment  of  patients. 

“To  cooperate  with  voluntary  health  plans  and 
the  health  insurance  industry  in  the  development 
and  periodic  upgrading  of  coverage  ultimately  to 
provide  truly  comprehensive  health  insurance  for  all 
the  people  of  Hartford  County. 

“To  guarantee  free  choice  of  physician. 

“To  protect  established  patient-physician  relation- 
ships and  promote  the  preservation  of  the  construc- 
tive features  of  free  enterprise  in  the  practice  of 
modern  medicine,  insofar  as  this  is  possible. 

“To  work  with  community  interests  and  hospitals 
in  establishing  criteria  towards  the  common  goal 
of  high  standards  of  medical  care  at  a cost  which 
is  supportable.” 


DR.  ANDREW  J.  CANZONETTI,  President,  Hartford  County 
Health  Care  Plan,  former  senior  attending  surgeon.  New  Britain 
General  Hospital,  honorary  surgeon.  New  Britain  General  Hos- 
pital, New  Britain,  Conn.  Currently,  Corporate  Medical  Director, 
Scovill  Manufacturing  Co.,  Waterbury,  Conn. 

NORMAN  REICH,  M.S.P.H.  Ed.,  Assistant  Executive  Direc- 
tor, Hartford  County  Health  Care  Plan  and  Hartford  County 
Medical  Association,  Hartford,  Conn. 


Membership 

Any  physician  who  is  a member  in  good  standing 
of  the  Hartford  County  Medical  Association  is 
eligible  for  membership  in  the  Hartford  County 
Health  Care  Plan. 

Membership  in  the  Health  Care  Plan  is  voluntary 
and  does  not  affect  the  physician’s  affiliation  with 
the  Hartford  County  Medical  Association  or  his 
right  to  practice. 

Although  there  are  no  dues  for  membership  in 
the  Health  Care  Plan  and  none  are  contemplated, 
an  initial  assessment  of  SI 0.00  has  been  required  ot 
each  new  member  to  help  defray  administrative 
costs  and  as  a tangible  demonstration  of  the  physi- 
cian’s commitment. 

An  energetic  membership  drive  has  resulted  in 
the  enrollment  to  date  of  approximately  70  percent 
of  all  practicing  physicians  in  the  county. 

Organizational  Structure 

The  affairs  of  the  Health  Care  Plan  are  managed 
by  a Board  of  Directors  composed  of  14  physician- 
members  appointed  by  the  Hartford  County  Medical 
Association  and  eight  non-physician  representatives 
elected  by  the  board.  Currently,  laymen  serving  on 
the  board  represent  the  following  spheres  of  interest: 
Consumers,  including  a minority  group 
representative 
Industry 
Small  Business 
Blue  Cross  and  Blue  Shield 
Commercial  Insurance  Industry 
Organized  Labor 

Committee  Structure 

In  order  to  achieve  the  objectives  of  the  Health 
Care  Plan,  four  major  working  committees  have 
been  established  whose  composition  is  not  limited 
to  members  of  the  board.  I hese  are: 

Committee  on  Contract  Improvement:  to  identify 
existing  gaps  in  health  care  insurance  and  to  develop 
a model  comprehensive  contract  which  includes 
ambulatory  as  well  as  hospital  related  benefits. 

Committee  on  Alternatives  to  Hospital  Care:  to 
explore  the  feasibility  of  establishing  a local  coor- 
dinated home  health  care  program. 
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Committee  on  Hospital  Admissions:  to  devise 
and  implement  a program  of  prospective  hospital 
admission  review  which  will  be  effective,  financially 
feasible,  and  locally  acceptable. 

Committee  on  Parameters:  to  work  towards  the 
development  of  guidelines  for  ambulatory  care  and 
the  establishment  of  local  qualitative  and  quanti- 
tative norms  for  medical  care. 

Program  Activities 

Since  its  inception,  the  Health  Care  Plan  has  en- 
gaged in  numerous  activities  related  to  its  objectives 
of  improving  the  quality  of  health  services.  High- 
lights among  these  are: 

Hospital  Admission  Review  Program  ( HARP ) 

Commencing  March  1,  1973,  a 90-day  trial  run  of 
concurrent  hospital  utilization  review  program  has 
been  conducted  at  New  Britain  General  Hospital. 
Modeled  after,  but  considerably  less  expensive  to 
operate  than  either  the  California  CHAP  program  or 
the  QAP  plan  proposed  by  the  American  Hospital 
Association,  HARP  is  the  brainchild  of  the  Commit- 
tee on  Hospital  Admissions.  Basically,  the  program 
provides  for  the  assignment  at  the  time  of  entry  of 
all  hospital  admissions,  both  emergency  and  elective 
of  a projected  discharge  date  based  on  diagnosis, 
sex,  and  age  and  utilizing  the  75th  percentile  of  the 
Northeast  Regional  Professional  Activities  Study 
(PAS).  Two  days  prior  to  the  expiration  of  this 
tentative  discharge  date,  the  attending  physician  is 
contacted  to  determine  whether  the  patient  will 
leave  as  scheduled,  and  if  not,  why  not.  Should  an 
extension  be  requested,  the  attending  physician 
must  either  adequately  document  the  reasons  for  a 
longer  stay,  or  else  receive  prior  approval  from  a 
peer  reviewer.  Non-approved  overstays  may  be  at 
the  payment  risk  of  the  patient  who  will  be  notified 
of  this  fact.  The  physician  may  appeal  any  disagree- 
ment to  an  in-hospital  review  committee  and  ulti- 
mately to  a Health  Care  Plan  Review  Committee 
which  will  adjudicate  retrospectively  overstay  dis- 
putes. The  uniqueness  of  this  HARP  concept  lies  in 
the  fact  that  the  majority  of  the  administrative  tasks 
can  be  carried  out  by  trained  record  department 
clerks  rather  than  by  more  expensive  professional 
personnel. 

If  the  HARP  plan  proves  to  be  effective  and  fea- 
sible, efforts  will  be  made  to  effect  its  uniform  adop- 
tion by  all  seven  general  hospitals  in  the  Hartford 
County. 

Fee  Review 

As  early  as  1932,  the  Hartford  County  Medical 
Association  had  designated  a sub-committee  to 
respond  to  any  inquiries  about  the  propriety  of 


physicians’  fees,  either  for  inpatient  or  outpatient 
services.  In  1960,  a standing  “Fee  Review  Commit- 
tee” was  established  to  assume  these  and  more  ex- 
tensive responsibilities.  The  present  Committee 
consists  of  nine  physicians  and  three  insurance 
representatives;  three  officers  of  the  Medical  Asso- 
ciation are  ex-officio  members. 

A physician  whose  fee  is  questioned  is  requested 
to  provide  additional  information  about  both  the 
management  of  the  case  as  well  as  his  charges.  This 
additional  information  is  then  forwarded  to  three 
physician-consultants  for  their  evaluation  of  the 
case  management  and  charges.  The  consultants  are 
peers,  selected  for  their  similarity  in  age,  specialty, 
status,  location  and  type  of  practice.  Each  reviews 
the  case  without  knowledge  of  either  the  patient  or 
physician’s  identity.  The  consultants’  opinions  are 
then  compared  by  the  Association  with  the  Califor- 
nia Relative  Value  Scale  and  a decision  rendered  by 
the  Fee  Review  Committee.  The  attending  physician 
whose  case  is  being  reviewed  may  be  instructed 
either  to  make  a refund  to  the  patient,  or  to  submit 
a bill  for  a lesser  amount  than  originally  planned. 
A physician  who  has  had  several  cases  reviewed  for 
management  may  be  referred  to  the  Committee  on 
Medical  Ethics  and  Deportment. 

The  Health  Care  Plan  has  already  undertaken 
considerable  work  to  build  upon  the  Medical  Asso- 
ciation’s fee  review  program.  The  HCP  proposes  to 
use  a fee  schedule  developed  from  actual  charges 
made  by  all  physicians  in  the  County;  it  has  also 
surveyed  physicians’  charges  under  the  state’s  Blue 
Shield  Plan.  It  has  developed  conversion  factors 
based  on  the  California  Relative  Value  Scale  and 
the  payment  schedules  of  one  of  the  area’s  major 
employers.  These  several  sources  will  be  used  to 
establish  guidelines  for  fiscal  monitoring  and  control. 

An  important  concept  of  the  proposed  fee  review 
by  the  Health  Care  Plan  is  one  of  education.  Primary 
emphasis  in  all  cases  reviewed  will  be  on  the  appro- 
priateness of  the  medical  services  provided,  as  they 
relate  to  fees.  These  activities  will  serve  as  the  basis 
for  developing  on-going  educational  programs  in 
medical  management  as  well  as  cost  control. 

Other  Activities 

Other  program  components  such  as  precertifi- 
cation of  the  need  for  admission  and  pre-admission 
testing  are  on  the  drawing  board.  The  Health  Care 
Plan  has  also  received  a commitment,  in  principle, 
from  the  local  insurance  industry  to  include  pre- 
admission testing  as  a covered  expense  in  its  reim- 
bursement program.  Further  details  remain  to  be 
finalized  in  cooperation  with  hospitals  and  other 
provider  agencies  in  the  region.  A natural  extension 
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of  the  HCP's  hospital-based  program  will  consist  of 
establishing  quality  and  cost  review  of  other  institu- 
tional providers  (e.g.,  nursing  homes)  and  of  am- 
bulatory care. 

Future  Development 

The  Health  Care  Plan  has  formally  indicated  its 
interest  in  being  appointed  the  PSRO  for  Hartford 
County  should  HEW  elect  the  local  rather  than  the 
state-wide  approach  in  such  area  designation. 

Its  future  is  not  dependent  upon  PSRO,  however, 
since  it  was  conceived  long  before  the  advent  and 
enactment  of  the  Bennett  Amendment. 

Whether  or  not  it  ultimately  becomes  a PSRO 
responsible  for  the  supervision  of  the  provision  of 
Medicare  and  Medicare  services,  the  Health  Care 
Plan  intends  to  serve  as  the  instrument  of  the  med- 


ical profession  in  the  area,  dedicated  to  the  dis- 
tribution of  high  quality  health  services  at  a cost 
acceptable  and  supportable  by  the  community. 

To  this  end,  the  Health  Care  Plan  will  continue 
to  address  itself  to  participating  with  hospitals, 
labor,  management,  consumers,  and  the  insurance 
industry  in  identifying  and  correcting  defects  in 
the  delivery  and  financing  of  health  care.  It  will 
strive  to  represent  all  physicians  in  the  private  prac- 
tice of  medicine  in  either  relations  with  hospitals, 
government  and  third  party  agencies,  and  it  will  do 
its  utmost  to  preserve  free  enterprise  in  the  health 
system. 

Suffice  it  to  say,  it  is  not  anticipated  that  the  Health 
Care  Plan  will  soon  run  out  of  issues  to  confront 
nor  new  mountains  to  scale. 


Volume  37,  No.  10 


543 


Is  There  a Stereo  Music 
System  in  Your  Future? 

THEN  SURELY,  YOU  NEED  DAVID  DEAN  SMITH 


For  twenty  years  we  have  listened,  tested  and  evalu- 
ated the  confusing  array  of  hi-fi,  stereo  components 
available  and  can  not  only  offer  you  the  widest  choice 
of  high  quality  audio  equipment,  but  also  we  offer  an 
honest  expertise  not  available  elsewhere. 

David  Dean  Smith  invites  you  to  our  music  stores  in 
New  Haven  and  Hamden  to  listen  to  such  truly  fine 
names  as  McIntosh  Labs,  J-B-L,  Tandberg,  Phase 
Linear,  Braun,  Ortofon,  B & O of  Denmark,  Bose, 
Revox,  Thorens,  Integral  Systems,  Advent  and  many 
others. 
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dean  smith 

262  Elm  Street  • New  Haven 
Open  Thursday  until  9 p.m.  • 777-2311 

2348  Whitney  Avenue  • Hamden 
Open  Thursday  and  Friday  until  9 p.m.  • Hamden 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 

Francis  G Sweeney  William  R.  Richards,  M.D.  Leonard  R.  Tomat 

Assistant  Executive  Director  Executive  Director  Assistant  Executive  Director 

Public  Affairs  Josephine  P.  Lindquist  Scientific  Activities 

Associate  Executive  Director 


Summary  of  Actions 
Council  Meeting 

Thursday,  August  9,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.  A. 
Grendon,  were:  Drs.  Cramer,  Root,  Jr.,  VanSyckle, 
Backhus,  Brandon,  Nolan,  Granoff,  Fabro,  Hess, 
Bradley,  Nemoitin,  Ragland,  Jr.,  James,  Pelz,  Krin- 
sky,  Roch,  Canzonetti,  Harkins,  Magram,  Freedman, 
Milles  and  Barrett. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat, 
Mr.  Sweeney  and  Dr.  Richards. 

Absent  were:  Drs.  Spitz,  Gardner,  Johnson,  Dam- 
beck,  Hecklau,  Rubinow,  Hastings  and  Klare. 

II.  Routine  Business 
Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  July  11,  1973. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

James  H.  Linder,  Box  416,  Sharon  (L)  — 1/1/74. 
Florence  D.  Prosser,  P.O.  Box  642,  Putnam  (W)  - 
1/1/73. 

Richard  J.  Sekerak,  1400  East  Main  Street,  Bridge- 
port (F) — 1/1/74. 

CSMS  Dues  Exemptions 

It  was  VOTED  to  approve  exemption  from  pay- 
ment of  CSMS  membership  dues  the  following 
Active  Member  for  the  period  and  reason  stipulated: 
Hervey  A.  Weitzman,  78  Hawley  Avenue,  Wood- 
mont  (NH)  — Full  year  1973  — Postgraduate  Edu- 
cation. 

Date  of  Next  Meeting 

The  Chairman  scheduled  the  next  meeting  of  the 
Council  for  Wednesday,  September  19,  1973. 

III.  Old,  New  and  Special  Business 

Appointment  to  Committee 


It  was  VOTED  to  appoint  Melville  P.  Roberts, 
Hartford,  to  membership  on  the  Editorial  Committee 
of  ‘‘Connecticut  Medicine ” for  the  balance  of  the 
term  1973-74. 

Request  for  Reconsideration  of  Council  Action 

It  was  VOTED  to  accept  for  filing  a letter  re- 
ceived from  the  HCMA  Board  of  Directors  which 
requested  that  the  Council  reconsider  (and  possibly 
rescind  or  amend)  the  action  taken  on  June  17,  1971 
which  stated  that  “the  Society  does  not  consider  the 
voluntary  use  of  credit  cards  by  patients  to  pay  doc- 
tors’ bills  to  be  unethical  or  unprofessional  (on  the 
doctors’  part),  provided  the  physician  does  not  ad- 
vocate or  promote  the  use  of  these  cards.  Following 
full  and  prolonged  discussion  of  a number  ot  views 
offered  as  reasons  for  the  Council  to  change  its  po- 
sition on  the  subject  statement,  a motion  to  recon- 
sider the  6/ 17/71  action  was  LOST. 

HCMA  Communication  re  Meetings  with  Welfare 
Commissioner 

It  was  VOTED  to  accept  for  filing  written  and 
telephone  communications  from  the  Executive  Di- 
rector of  the  Hartford  Association  which  informed 
the  Council  that  a group  of  HCMA  representatives 
had  been  successful  in  gaining  audience  with  the 
State  Welfare  Commissioner  to  discuss  Medicaid 
program  matters;  that  one  or  more  additional  meet- 
ings had  been  requested  by  the  Commissioner;  and 
that  suggestions  were  sought  from  the  Council  by 
HCMA  as  to  how  representatives  of  CSMS  might 
join  in  the  subsequent  discussions  with  the  Com- 
missioner. It  was  reported  that,  at  the  suggestion 
of  the  CSMS  Executive  Director,  Leo  P.  Giardi, 
Hartford,  chairman  of  the  CSMS  Liaison  Committee 
with  the  Welfare  Department,  had  attended  at  least 
one  of  these  meetings  as  a representative  of  the  So- 
ciety at  the  invitation  of  HCMA  and/or  the  Com- 
missioner. It  was  also  reported  that  PSRO  had  been 
one  of  the  subjects  discussed  at  some  length  with 
the  Commissioner.  Voicing  the  opinion  that  state- 
wide involvement  in  such  discussions  was  desirable, 
the  Council  VOTED  to  refer  this  matter  to  the  Liai- 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  .’. 0.005  mg. 

Methyltestosterone  1.25  mg 

Ll>'sine  100  mg. 

Nicotinic  Acid  12.5  mg. 

Ferrous  Iron  2.82  mg. 

vitamin  A 2,500  U.  S.  P.  Units 

Vit°min  £>  250  U.  S.  P.  Units 

Thiamine  Mononilrate  2.5  mg 

Riboflavin  2.5  mg. 

Ascorbic  Acid  25.0  mg. 

Folic  Ac'd  0.1  mg. 

Vi,amin  B'12  1.5  meg. 

Methionine  ]2  mg 

Choline  Bitartrate  15  mg 

lnosito1  10  mg. 

Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate)  0.25  mg. 

Zinc  (from  Zinc  Oxide)  0.25  mg. 

Iodine  (from  Potassium  Iodide)  0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  ..  72.5  mg. 

Phosphorus  (from  Dicalcium  Phosphate)  55  mg. 
Potassium  (from  Potassium  Sulfate)  ..  2.5  mg. 


Manganese  (from  Manganese  Sulfate)  0.5  mg. 
Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B 
helps  patients  feel  better  physically  and  emotionally. 


AUMUIN  Ainu  Ubtb— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
®"d  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 


TESTAND-B  INJECTABLE:  Vials  of  10  cc. 

Testand-B tab,els 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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son  Committee  with  the  Welfare  Department  as 
information  and  for  possible  follow-up. 

Report  — Ad  Hoc  Committee  on  CRMP 

It  was  VOTED  to  accept  for  filing  a report  sub- 
mitted by  the  Ad  Hoc  Committee  chairman,  Kurt 
Pelz,  Clinton.  The  report  summarized  (with  several 
explanatory  attachments)  the  activities  of  the  Ad 
Hoc  Committee  since  its  appointment  (1/3/73)  in 
carrying  out  its  charge  to  investigate  and  report  on 
various  aspects  of  the  Connecticut  Regional  Medical 
Program  (programs,  budget,  priorities,  relationships 
with  CSMS,  etc.)  and  concluded  with  a recommend- 
ation that  the  Ad  Hoc  Committee  be  dismissed  and, 
if  desired,  its  duties  be  assumed  directly  by  the  Coun- 
cil or  assigned  to  another  group  or  committee.  After 
lengthy  discussion,  it  was  further  VOTED  to  ap- 
prove the  chairman’s  recommendation  to  dismiss  the 
Ad  Hoc  Committee  and  to  refer  to  the  Committee 
on  Statewide  Medical  Planning  a request  that  that 
Committee  study  (possibly  via  a subcommittee)  and 
report  to  the  Council  on  the  present  status  of  CRMP. 

Report — Committee  on  Accident  Prevention  and  EMS 

It  was  VOTED  to  accept  for  filing  a report  of  the 
Committee  which  recommended  Society  sponsor- 
ship of  an  “In-Service  Training  Program  for  Driver 
License  Examiners”  (also  to  be  sponsored  by  the 
State  Department  of  Motor  Vehicles)  and  authori- 
zation for  members  of  the  Committee  to  participate 
in  the  presentation  of  the  program.  It  was  further 
VOTED  to  approve  the  Committee’s  recommenda- 
tion for  program  sponsorship  and  the  participation 
of  Committee  members  in  the  program. 

Reports  on  PSRO 

(a)  Letter  of  James  H.  Root,  Jr.,  Waterbury:  It 
was  VOTED  to  accept  for  filing  a letter  from 
Dr.  Root,  received  by  the  Chairman  of  the 
Council,  in  which  the  author  outlined  a number 
of  his  personal  views  about  the  Professional 
Standards  Review  Organization  law  (Title  XI 
of  P.L.  92-603)  and  the  role  that  the  Society 
can  or  should  try  to  play  in  the  implementation 
of  PSRO  in  Connecticut. 

(b)  Report,  AM  A Regional  Conference  on  PSRO, 
Boston,  8/3-4/73:  It  was  VOTED  to  receive 
as  information  a brief  report  on  the  proceed- 
ings of  this  Conference  presented  verbally  by 
James  H.  Root,  Jr.,  Waterbury.  In  addition  to 
his  remarks,  Dr.  Root  filed  in  typewritten  form 
certain  definitions  of  PSRO  terms  and  certain 
objectives  that  should  be  sought  in  implement- 
ing the  PSRO  law  (derived  by  him  from  the 
Conference)  and  requested  that  these  be  re- 


produced and  distributed  to  the  members  ol 
the  Council  and  others  who  may  be  interested. 

In  addition  to  Dr.  Root,  Sidney  L.  Cramer, 
Hartford,  and  James  D.  Kenney,  New  Haven, 
also  attended  the  Conference  as  representa- 
tives of  the  Society. 

(c-1)  Report  of  Committee  on  PROs,  Foundations 
and  HMOs:  It  was  VOTED  to  accept  for  filing 
a report  of  the  Committee,  presented  by  Sidney 
L.  Cramer,  chairman,  which  offered  for  ap- 
proval a policy  statement  summarizing  the 
reasons  for  the  Society’s  advocacy  of  a state- 
wide PSRO  agency  for  Connecticut.  With 
minor  amendment,  it  was  further  VOTED  to 
approve  the  document  presented  as  a subject 
policy  statement  with  a directive  that  the  sever- 
al points  of  advocacy  contained  therein  be 
listed  separately  and  attached  to  the  document 
as  an  appendix,  using  the  statement  of  the 
Medical  Society  of  New  Jersey  as  a guide.  The 
document  and  attached  appendix  commit  the 
Society  firmly  to  the  concept  of  a single,  state- 
wide PSRO  (with  area  subsidiary  PSROs) 
for  Connecticut. 

(c-2)  Report  of  Special  Subcommittee  Meeting  with 
AHS,  Inc.:  It  was  VOTED  to  accept  for  filing 
a report  submitted  by  Sidney  L.  Cramer,  chair- 
man of  the  Committee  on  PROs,  Foundations 
and  HMOs,  in  which  the  further  discussions 
held  between  representatives  of  American 
Health  Systems,  Inc.  and  a special  subcom- 
mittee appointed  by  the  chairman  were  de- 
scribed. Those  attending  the  meeting  (7/23/73) 
as  members  of  the  subcommittee  were:  Drs. 
Cramer  and  Root  (Committee  on  PROs,  etc.); 
Dr.  Canzonetti,  HCMA  foundation;  Dr.  Mc- 
Cleary,  NHCMA  foundation;  and  Dr.  Freed- 
man, NHCMA  Associate  Councilor.  In  brief, 
the  report  indicated  that  several  possible  plans 
for  CSMS  involvement  in  PSRO  activities  in 
Connecticut  had  been  contemplated  but  that 
no  conclusions  had  been  reached  as  to  what 
plan  might  be  most  suitable  and  practical  for 
the  Society;  that,  ultimately,  the  AHS  people 
had  suggested  that  limited  formal  consultation 
(3-5  days)  be  arranged  with  AHS  for  partici- 
pation by  members  of  the  Committee  on  PROs, 
Foundations  and  HMOs  and  other  interested 
parties  for  the  purpose  of  pinpointing  the  So- 
ciety’s objectives  with  respect  to  PSRO  and 
identifying  a plan  of  action  which  gave  the 
greatest  promise  of  achieving  the  objectives 
defined.  Acting  on  a recommendation  of  the 
subcommittee  that  obtaining  the  outlined  con- 
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Namin'!:  A fUtnunumm  In  lExtantoii  Nursing  (Earr 


"Live  Exotic  Birds  Displayed  as  Restful  Therapy  for  Patients" 


Dear  Doctor: 

The  management  of  Sanibel  is  proud  to  offer  you  and  your  patients 
one  of  the  finest  extended  care  centers  in  the  state. 

Sanibel  is  located  in  suburban  Middletown  minutes  from  downtown 
general  hospital  and  professional  offices.  It  provides  you  with  the 
surety  of  considerate  assistance  that  has  become  the  Sanibel  hallmark. 

Please  call  or  write  for  more  information.  Visit  us  any  time  to  assure 
yourself  we  are  everything  we  say. 


Respectfully, 

JU/Xw  W.  3iaL, 

Owner  and  Director 


THE  SANIBEL  FAMILY  OF  GUEST  HOMES  AND  CONVALESCENT  CENTERS 

Glendale,  Inc.,  Route  9,  Chester 

Sanibel  Hospital,  South  Main  Street,  Middletown  347-1696 
Chestelm,  Inc.,  Route  151,  Moodus  873-8481 
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sultative  services  from  AHS,  Inc.  be  approved 
and  that  the  expenditure  of  up  to  $1,500  be 
allocated  to  cover  the  costs  of  such  services, 
the  Council  VOTED  to  disapprove  the  Com- 
mittee’s recommendation. 

Report  — Fiscal  Subcommittee 

Loan  to  the  New  Haven  County  Foundation  for 
Medical  Care:  It  was  VOTED  to  approve  a recom- 
mendation of  the  Subcommittee  that  the  Council 
recommend  to  the  next  meeting  of  the  House  of 
Delegates  that,  out  of  the  Society’s  reserve  funds, 
a non-interest  bearing  loan  of  $5,000.  be  made  to 
the  NHCFMC,  such  loan  to  be  paid  back  to  the 
Society  when  feasible. 

House  of  Delegates  — Site  and  Date  of  1973  Semi- 
Annual  Meeting 

It  was  VOTED  to  approve  New  Haven  as  the  site 
for  the  1973  Semi-Annual  Meeting  of  the  House  of 
Delegates,  and  to  approve  Thursday,  December  13, 
1973  as  the  date  for  such  meeting.  In  accordance 
with  the  foregoing,  Staff  will  make  necessary  ar- 
rangements with  the  Sheraton-Park  Plaza  Hotel, 
New  Haven. 

AHA  Seminar  on  “Quality  Assurance  Program” 

In  response  to  a request  of  the  Connecticut  Hos- 
pital Association,  it  was  VOTED  to  ask  the  chairman 
of  the  Committee  on  PROs,  Foundations  and  HMOs 
or  his  designate  to  serve  as  the  CSMS  representative 
to  the  subject  Seminar  (Boston,  9/20-21/73).  The 
Seminar  is  being  sponsored  by  the  American  Hos- 
pital Association  (originator  of  “QAP”),  and  CHA 
will  reimburse  the  Society’s  representative  for  usual 
expenses  incurred  by  his  attendance. 

Proposal  to  Waive  Dues  Payment  for  New 
Half-Year  Members 

It  was  VOTED  to  accept  for  filing  a letter  re- 
ceived from  Jerome  K.  Freedman,  New  Haven, 
which  reported  the  strong  feeling  of  the  New  Haven 
County  Association’s  Board  of  Governors  that  new 
members  enrolled  at  County  Association  semi-an- 
nual meetings  (Sept. -Oct.)  should  not  be  required 
to  pay  a half-year  dues  to  the  county  and  state  or- 
ganizations for  only  two  or  three  months  of  actual 
membership.  It  was  further  VOTED  to  refer  this 
matter  to  the  Subcommittee  to  Study  and  Revise 
the  By-laws,  directing  the  Subcommittee  to  develop 
proper  By-law  changes  to  permit  new  members  with 
less  than  6 months  of  membership  at  the  time  of 
joining  to  be  billed  at  the  time  of  joining  for  a full 
year’s  dues  and  not  be  billed  again  until  January  1 
of  the  second  year  following.  Finally,  it  was  VOTED 
to  request  the  governing  bodies  of  the  County  Asso- 


ciation to  consider  the  foregoing  proposal  and  com- 
municate their  positions  thereon  to  the  chairman  of 
the  Subcommittee  to  Study  and  Revise  the  By-laws. 


Summary  of  Actions 
Council  Meeting 

Wednesday,  September  5,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.  A. 
Grendon,  and  the  Vice  Chairman,  Dr.  C.  W.  John- 
son, were:  Drs.  Cramer,  Root,  Jr.,  VanSyckle,  Spitz, 
Brandon,  Nolan,  Granoff,  Gardner,  Fabro,  Nemoi- 
tin,  James,  Pelz,  Krinsky,  Roch,  Hecklau,  Kamens, 
Harkins,  Magram,  Freedman,  Milles,  Barrett,  Hast- 
ings and  Klare. 

Also  present:  Mrs.  Lindquist,  Mr.  Tomat,  Mr. 
Sweeney,  Mr.  Gordon  (HCMA),  Mr.  Olson  (FCMA), 
Dr.  West  (NHCMA)  and  Dr.  Richards. 

Absent  were:  Drs.  Backhus,  Hess,  Bradley,  Rag- 
land, Jr.,  Dambeck,  Canzonetti  and  Rubinow. 
Present  as  guests  for  this  special  meeting  were: 
County  Medical  Associations 
FCMA:  Drs.  Gens  and  Dwyer;  Mr.  Martel 
HCMA:  Dr.  Sadowski;  Mr.  Reich 
LCMA:  Drs.  Abbott  and  Collins 
NHCMA:  Drs.  McCleary  and  Parrella 
MCMA:  Drs.  Grant  and  Kaufmann 
NLCMA: 

TCMA:  Dr.  O’Connell 
WCMA: 

Committee  on  PROs,  Foundations  and  HMOs: 
Drs.  Gillcash,  Kenney,  Davol  and  Weber,  Jr. 
Committee  on  Aging:  Dr.  Lawson. 

Connecticut  General  (Medicare  B):  Dr.  Feeney. 
Conn.  Ambulatory  Care  Study:  Dr.  Hamaty. 

II.  PSRO  Orientation  Program 

In  informal  session,  during  which  the  Council 
members  and  guests  participated,  a PSRO  orienta- 
tion program  was  presented  by  three  members  of 
the  Committee  on  PROs,  Foundations  and  HMOs 
and  was  followed  by  a protracted  period  of  discus- 
sion, questions  and  answers.  James  H.  Root,  Jr., 
Waterbury,  submitted  a comprehensive  report  on 
the  activities  of  the  Committee  on  PROs,  etc.  from 
its  inception  about  two  years  ago  until  the  present. 
He  described  the  Committee’s  experience  in  carry- 
ing out  peer  review  for  the  Medicare  B program,  in 
cooperation  with  Connecticut  General,  and  the  most 
recent  work  of  the  committee  in  developing  a flexi- 
ble, prototype  PSRO  plan  which  could  serve  as  a 
statewide  PSRO  agency  for  Connecticut.  In  con- 
clusion, Dr.  Root  voiced  the  opinion  that  the  Com- 
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mittee  would  require  assistance  to  proceed  effect- 
ively in  the  PSRO  area. 

Dr.  Kenney,  using  prepared  slides,  presented  in 
outline  form  a number  of  the  key  provisions  of  the 
PSRO  law  and  a number  of  “facts  and  figures” 
about  Connecticut  and  its  existing  patterns  of  phy- 
sician-hospital-patient relationships  which  consti- 
tuted strong  arguments  in  favor  of  having  a state- 
wide PSRO  agency  as  the  primary  contractor  for 
PSR  in  the  state. 

Dr.  Kamens  emphasized  the  need  for  prompt 
decision  making  at  the  state  society  and  county  as- 
sociation levels  regarding  PSRO  and  for  member 
education  about  PSRO,  for  the  reason  that  HEW 
is  committed  to  making  certain  key  decisions  by 
1/1/74  and  to  proceeding  to  make  additional  key 
decisions  promptly  thereafter  (designation  of  PSRO 
agencies  and  contracting  with  same).  While  he  ex- 
pressed full  personal  support  for  a primary  state- 
wide agency,  it  was  his  opinion  that  “fall  back” 
positions  should  be  planned  and  approved  in  ad- 
vance in  the  event  that  a statewide  agency  is  not 
allowed  by  HEW  (as  is  presently  considered  to  be 
almost  a certainty). 

In  the  discussions  and  question-and-answer  ex- 
changes that  followed  these  presentations,  it  ap- 
peared that  most  of  the  organizations  represented 
at  the  meeting  were  reasonably  willing  to  go  along 
with  the  Society’s  bid  for  a primary  PSRO  agency 
but,  if  that  bid  failed,  would  probably  feel  obliged 
to  “go  it  alone”  either  individually  or  in  mutually 
agreeable  concert;  i.e.,  two  or  more  county  areas 
joining  together  for  the  purpose  of  seeking  PSRO 
agency  designation  from  HEW. 

III.  Business  Meeting 

After  approximately  2 y2  hours  devoted  to  the  ori- 
entation program.  Chairman  Grendon  called  the 
business  meeting  of  the  Council  to  order.  Guests 
were  invited  to  remain  and  participate  in  agenda 
item  discussions  and  several  did  so. 

Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  August  9, 
1973. 

CSMS  Policy  Statement  re  PSRO  Area  Designation 

The  Council  VOTED  to  accept  for  filing  the  draft 
of  a subject  statement  which  had  been  prepared  by 
Staff  and  was  based  on  relevant  actions  of  the  Coun- 
cil taken  at  the  meeting  of  8/9/73.  Reviewing  the 
draft  statement  paragraph  by  paragraph,  and  mak- 
ing a number  of  major  and  minor  amendments,  it 
was  further  VOTED  to  approve  the  statement,  as 
amended,  as  the  official  policy  of  the  Society  on  the 


subject  of  PSRO  area  designation  for  Connecticut 
and  to  direct  that  the  statement  be  the  one  pre- 
sented on  behalf  of  the  Society  by  the  two  CSMS 
representatives  designated  to  attend  the  Region  1 
HEW  meeting  (hearing)  on  PSRO  areas,  Cedar- 
crest  Hospital,  Newington,  9/12/73.  A copy  of  the 
statement,  as  amended  and  approved  by  the  Council 
appears  at  the  conclusion  of  these  minutes. 

Appointment  of  CSMS  Representatives  to 
HEW  Meeting 

It  was  VOTED  to  appoint  James  D.  Kenney, 
New  Haven,  and  Jerome  K.  Freedman,  New  Haven, 
as  the  Society’s  two  representatives  to  the  Region  1 
HEW  hearing  on  PSRO  area  designation,  9/12/73, 
and  to  request  Dr.  Kenney  to  be  the  official  spokes- 
man for  the  Society  in  presenting  the  policy  state- 
ment approved  (see  above). 

Related  Actions 

(a)  It  was  VOTED  to  send  copies  of  the  CSMS  pol- 
icy statement  on  PSRO  area  designation  for 
Connecticut  to  the  presidents  and  secretaries  of 
the  component  County  Medical  Associations 
and  the  chairmen  of  the  HCMA  and  NHCMA 
foundations,  and  to  urge  that  representatives 
of  the  associations  and  foundations  who  testify 
at  the  Region  1 HEW  hearing  at  Cedarcrest  sup- 
port said  CSMS  policy  statement. 

(b)  It  was  VOTED  to  request  the  officers  and  gov- 
erning bodies  of  the  component  County  Medical 
Associations  to  seek  to  determine  the  attitudes 
of  their  memberships  toward  the  PSRO  law, 
and  to  inform  the  Council  of  the  results  of  such 
determinations. 

Date  of  Next  Meeting 

As  previously  set  by  the  Chairman,  the  date  of 
the  next  Council  meeting  is  Wednesday,  September 
19,  1973. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  August  9, 
and  September  5,  1973.  Detailed  minutes  of 
the  meeting  are  on  file  at  160  St.  Ronan  Street, 
New  Haven,  for  perusal  by  any  interested 
member  of  the  Society. 


**Statement  of 

The  Connecticut  State  Medical  Society 
SUBJECT:  PSRO  Areas  for  Connecticut 

On  the  subject  of  PSRO  area  designation  for  the 
State  of  Connecticut,  it  is  the  considered  opinion  of 
the  Connecticut  State  Medical  Society  that  no  pro- 
vision of  the  PSRO  law  precludes  the  designation 
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of  the  entire  state  as  a primary  PSRO  area.  On  this 
account,  it  is  the  position  of  the  Society  that,  despite 
HEW’s  current  contrary  ruling,  our  state  as  a whole 
should  receive  HEW  designation  as  a primary 
PSRO  area  and  authorization  should  be  granted  by 
HEW  for  the  development  of  a statewide  PSRO 
agency  to  most  effectively,  efficiently  and  economi- 
cally fulfill  the  several  purposes  of  Title  XI  of  P.L. 
92-603. 

The  Society,  like  practically  all  other  professional 
associations,  is  in  full  support  of  the  legislative  in- 
tent of  PSRO  that  primary  review  be  carried  out  at 
the  most  local  level  determined  to  be  practical.  We 
also  believe  that  administrative  and  related  services 
could  be  furnished  to  local  evaluation,  review  and 
arbitration  teams  by  a statewide  PSRO  agency  with- 
out in  any  way  thwarting  or  tending  to  negate  the 
legislative  intent  of  the  law.  For  this  reason,  and  in 
light  of  the  fact  that  similar  views  are  being  ex- 
pressed by  physician  groups  all  across  the  country, 
we  urge  that  HEW  reconsider  and  rescind  its  ruling 
(Guideline  5)  in  this  matter. 

From  information  obtained  through  question- 
naires and  other  sampling  procedures,  the  Society 
has  concluded  that  there  is  substantial  support  for  a 
statewide  PSRO  agency  among  Connecticut  phy- 
sicians generally,  component  County  Medical  Asso- 
ciations, two  medical  care  foundations  and  repre- 
sentatives of  hospitals  and  third  party  payors  in  the 
state.  In  summary  form,  there  follows  a listing  of 
some  of  the  principal  reasons  for  the  Society’s  ad- 
vocacy of  a statewide  PSRO  for  Connecticut: 

1.  A statewide  PSRO  agency  is  not  prohibited  by 
P.L.  92-603. 

2.  Connecticut  is  a small  state  geographically. 
An  excellent  highway  system  makes  travel  time  be- 
tween community  areas  a consideration  of  little 
consequence. 

3.  The  distribution  of  both  population  and  medi- 
cal practitioners  is  quite  ii  regular  throughout  the 
state,  yet  referral  patterns,  facility  locations,  etc. 
tend  to  merge  geographically  separate  community 
areas  with  each  other  and  with  metropolitan  areas 
some  distance  away. 

4.  All  specialty  organizations  in  medicine,  sur- 
gery, family  practice  and  psychiatry  function  on  a 
statewide  basis.  This  situation  would  facilitate  the 
establishment  of  norms  and  standards  for  the  state 
and  largely  eliminate  the  need  for  norms  and  stan- 
dards to  be  established  on  an  area-by-area  basis. 

5.  All  major  third  party  payors,  including  Medi- 
caid and  intermediaries  for  Medicare,  operate  on  a 
statewide  basis  and  maintain  data  for  the  state  as 
a whole. 


6.  “Prevailing  charge”  areas,  as  established  by 
Medicare  B experience  since  1966,  do  not  follow 
geographical  subdivisions  of  the  state  in  a number 
of  instances. 

7.  A statewide  PSRO  would  minimize  administra- 
tive and  financial  commitments  of  HEW  by:  (a)  re- 
ducing the  number  of  PSRO  contracts  HEW  would 
have  to  issue,  administer  and  evaluate  as  to  per- 
formance; and  (b),  reduce  the  costs  of  operating 
multiple  data  collection  systems,  and  avoid  expen- 
sive duplication  of  effort,  technical  personnel,  liai- 
son personnel  and  record  keeping. 

8.  Because  of  Connecticut’s  small  size,  a state- 
wide PSRO  agency  could  assure  prompt  response 
to  HEW  inquiries  and  prompt  implementation  of 
HEW  policies  throughout  the  state  on  a uniform 
basis.  Here  again,  savings  of  time,  money  and  effort 
would  be  realized  from  the  statewide  approach. 

9.  At  the  present  time,  existing  peer  review  mech- 
anisms throughout  the  state  are  not  uniform  as  to 
expertise  and  sophistication.  A statewide  PSRO 
agency  could  provide  both  expert  personnel  and 
procedural  assistance  to  local  evaluation,  review 
and  arbitration  teams  in  need  of  such  personnel 
and  assistance. 

10.  A statewide  PSRO  agency  would  be  in  a posi- 
tion to  plan  optimally  such  continuing  medical  edu- 
cation programs  as  professional  standards  review 
may  indicate  are  needed.  Separate,  multiple  area 
planning  in  the  field  of  continuing  medical  educa- 
tion would  result  in  duplication  of  effort,  personnel 
and  expense. 

11.  A major  objective  of  P.L.  92-603  is  to  obtain 
broad  acceptance  of  the  PSRO  concept  by  medical 
practitioners  and  their  maximum  participation  in 
all  facets  of  PSRO  activity.  To  achieve  this  objec- 
tive, it  is  essential  that  physicians  have  confidence 
that  every  member  of  the  profession  will  receive  fair 
and  equal  treatment  whenever  and  wherever  his 
judgments  and  services  are  subject  to  review.  The 
“splintering”  effect  of  multiple,  separate,  independ- 
ently-functioning PSRO  agencies  within  a state  as 
small  as  Connecticut  will  not  serve  to  enhance  the 
development  of  such  confidence.  A statewide 
PSRO  agency  will  enhance  the  development  of  such 
confidence. 

** Presented  at:  Region  1 HEW  meeting,  Cedarcrest  Hospi- 
tal, Newington,  Connecticut,  9/ 12/73. 

• • • • 
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OBITUARY 

Carl  F.  Vernlund,  M.D. 

1886-1973 

The  family  of  Carl  Vernlund  came  to  the  United 
States  from  Sweden  and  settled  in  Minnesota  in  1902 
when  Carl  was  16  years  of  age.  His  Scandinavian 
ancestry  was  evidenced  by  his  stolid,  unemotional 
and  loyal  characteristics  which  persisted  throughout 
his  life  and  endeared  him  alike  to  patients  and  col- 
leagues. At  the  age  of  eight  he  was  a shepherd  boy 
in  Sweden.  He  helped  his  father  in  the  blacksmith 
shop,  pumping  the  bellows,  in  fact,  he  worked  hard 
all  his  life. 

Carl  Frigiof  Vernlund  was  graduated  from  South 
Dakota  State  College  in  1909  with  a Bachelor  of 
Science  degree.  Following  this  he  came  East  and 
entered  Harvard  Medical  School  from  which  he  was 
graduated  in  1914.  There  followed  a year  as  assistant 
physician  at  McLean  Hospital  in  Waverly,  Mass., 
an  internship  at  Hartford  Hospital  and  two  years 
of  general  practice  in  Hartford  where  he  was  seen 
making  his  calls  in  one  of  Henry  Ford’s  early  vintage 
coupes. 

With  the  entrance  of  this  country  into  World  War  I, 
Dr.  Vernlund  enlisted  as  a 1st  lieutenant  in  the  Army 
Medical  Corps  and  served  as  a neuropsychiatrist  at 
Camp  Jackson  and  as  a medical  officer  at  Camp 
Sevier  before  going  overseas  for  service  as  a neuro- 
psychiatrist at  Base  Hospital  No.  214  in  Saveney, 
France,  and  at  Field  Hospital  No.  33  in  Brest.  After 
his  discharge  from  the  Army  in  July  1919,  he  spent 
a year  of  postgraduate  study  in  London  and  Paris. 
It  was  while  in  the  latter  city  that  he  married  Alice 
Farmer  whom  he  had  met  while  working  at  the  Hart- 
ford Dispensary.  Alice  died  in  1957. 

Returning  to  Hartford  Dr.  Vernlund  specialized 
in  neuropsychiatry  and  founded  the  departments 
in  that  specialty  at  both  Hartford  Hospital  and  Hart- 
ford Municipal  Hospital.  His  service  to  Hartford 
Hospital  covered  53  years  during  which  time  he  rose 
from  Assistant  Neuropsychiatrist  to  Visiting  Psy- 
chiatrist in  1940.  On  that  date  the  Department  of 
Neuropsychiatry  was  divided  into  one  of  Neurology 
and  one  of  Psychiatry.  He  became  chairman  of  the 
latter  department  and  in  1947  was  elected  to  a one- 
year  term  as  Vice  President  of  the  Hartford  Hospital 
Medical  & Surgical  Staff.  During  this  same  period 
he  served  a term  as  Vice  Chairman  of  the  Municipal 
Hospital  Staff  and  Chief  of  Neurology  and  Psychiatry 
there  from  1942.  He  was  also  a consultant  at  Man- 
chester Memorial  Hospital  and  on  the  courtesy  staff 
at  the  Institute  of  Living. 

Carl’s  professional  memberships  included  the  city, 
county  and  State  medical  societies  and  the  American 


Medical  Association;  also  the  Connecticut  State 
Mental  Hygiene  Society  of  which  he  was  president 
in  1928,  the  Society  for  Neurology  and  Psychiatry, 
the  New  England  Society  of  Psychiatry,  the  Connec- 
ticut Society  of  Psychiatry,  and  the  American  Psy- 
chiatric Association.  He  was  a past  president  of  the 
University  Club,  a member  of  the  Hartford  Golf 
Club,  Old  Guard  of  West  Hartford,  Order  of  Vasa, 
and  the  Universalist  Church  of  West  Hartford. 

In  February  1965  Dr.  Vernlund  was  honored  for 
his  years  of  service  at  a meeting  of  the  professional 
staff  of  Hartford  Hospital.  In  his  remarks  on  that 
occasion  he  said:  “There’s  a greater  community 
awareness  today  of  the  psychiatric  problems  among 
children  and  adults  and  less  stigma  attached  to  hav- 
ing a child  go  to  a psychiatrist.”  He  added:  “Adjust- 
ment to  life  today  is  more  difficult  than  it  ever  was,” 
and  went  on  to  say:  “The  future  of  psychiatry  is 
greater  than  it’s  ever  been  due  to  a large  amount  of 
research  that  enables  the  psychiatrist  to  have  a 
better  approach  to  diagnosis,  enabling  him  to  make 
an  easier  prognosis.” 

Death  came  early  on  Sunday,  June  10,  1973  after 
a previous  quiet  day  at  home  marked  by  working 
in  his  flower  garden  and  watching  a ball  game  on 
television.  He  is  survived  by  his  wife,  Marie  Dorney 
Vernlund,  a son,  Dr.  Robert  J.  Vernlund  of  West 
Hartford,  a daughter,  Mrs.  William  T.  Goodwin  of 
Harwinton,  Conn.,  and  nine  grandchildren.  A mem- 
orial service  was  held  in  the  Universalist  Church  on 
June  12,  1973,  conducted  by  Rev.  Wallace  G.  Fiske. 
Burial  was  in  Fairlawn  Cemetery. 

In  his  tribute  to  Dr.  Vernlund,  Rev.  Fiske  said: 
“Carl  had  a great  love  for  his  family,  and  a great 
pride  in  his  children  and  grandchildren.  He  was 
loyal  and  generous  to  his  friends,  his  profession, 
his  church.  His  was  a firm  belief  in  the  goodness  of 
God,  and  the  supreme  worth  of  every  human  being. 
He  lived  by  the  principles  of  faith,  hope,  love,  and 
courage.  A man  of  strong  convictions  and  determina- 
tion, yet  he  had  a gentleness  of  understanding,  pa- 
tience and  tolerance  for  others.  His  clear  insight  into 
human  nature  gave  him  compassion  and  humility. 
His  keen  mind  gave  him  an  outstanding  ability  to 
analyze  a situation.  He  was  a leader  in  the  medical 
profession,  deeply  revered  and  respected  by  his 
colleagues  and  patients.” 

On  the  lighter  side  we  remember  him  as  an  ardent 
devotee  of  contract  bridge  and  a persistent  golfer, 
for  many  years  participating  in  Hartford  Hospital’s 
annual  golf  tournament.  In  his  office  hung  this  motto: 
“Do  not  sacrifice  quality  for  quantity.” 

Stanley  B.  Weld,  M.D. 
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Use  of  Fascia  Lata  in  Gynecologic  Surgery 

Carolyn  B.  Coulam,  M.D.,  Victoria  R.  Nichols,  M.D.,  and  Joseph  H.  Pratt,  M.D. 


Abstract  — A technique  for  obtaining  and  prepar- 
ing the  fascial  strip  in  gynecologic  surgery  has  been 
described.  The  technique  requires  two  special  instru- 
ments. Fascia  lata  should  be  kept  buried  in  the  tis- 
sues. It  produces  best  results  when  it  is  implanted  in 
such  a way  that  some  tension  is  exerted  on  it.  The 
ends  of  each  fascial  strip  can  be  anchored  with  silk 
sutures  to  the  anterior  rectus  fascia,  vaginal  vault, 
or  other  fascial  strips.  Not  only  should  strips  be  used 
lengthwise  but  some  should  also  be  placed  trans- 
versely from  strong  tissues  on  one  side  to  those  on 
the  other.  Three  case  histories  are  reported,  illustrat- 
ing the  practical  application  of  the  fascial  graft  in 
three  gynecologic  procedures,  that  is,  repair  of  cys- 
tocele,  ventral  hernia,  and  vaginal  vault  prolapse. 

Fascial  transplants  have  been  used  in  almost  every 
surgical  specialty  and  have  been  discussed  since  the 
turn  of  the  century  (1-13).  In  1907,  Ferguson’s  (1) 
illustrations  of  McArthur’s  use  of  autogenous  fascia 
are  excellent  examples  of  one  of  the  numerous  meth- 
ods being  attempted  to  control  body  wall  defects. 
For  many  years,  grafts  of  fascia  lata,  either  autog- 
enous or  heterogenous,  have  been  used  for  the  re- 
pair of  hernia.  The  history  of  the  use  of  these  grafts 
has  been  outlined  in  an  article  by  Koontz  (2)  in  1926. 
In  1938,  Ward  (3)  reported  the  use  of  fascia  of  the  ox 
for  reconstruction  of  round  ligaments  in  correcting 
prolapse  of  the  vagina,  but  fascia  lata  obtained  from 
the  patient  has  the  great  advantage  of  being  readily 
available  in  quantity  at  the  operating  table.  Since 
the  patient’s  fascia  does  not  act  as  a foreign  body,  it 
will  remain  in  place  indefinitely  and  will  not  be 
rejected  in  the  face  of  infection.  Fascia  also  needs  a 
minimal  blood  supply  (4),  has  great  tensile  strength 
(5),  and  adapts  to  any  shape  (4).  Storage  and  sterili- 
zation are  not  problems. 


DR.  CAROLYN  B.  COULAM,  Instructor  in  Obstetrics  and 
Gynecology,  Mayo  Medical  School. 

DR.  VICTORIA  R.  NICHOLS,  Resident  in  Obstetrics  and 
Gynecology,  Mayo  Graduate  School  of  Medicine,  (University 
of  Minnesota). 

DR.  JOSEPH  H.  PRATT,  Professor  of  Surgery,  Mayo  Medical 
School,  Rochester,  Minnesota. 

Read  at  the  District  VI  Meeting  of  the  American  College  of 
Obstetricians  and  Gynecologists,  Lake  Geneva,  Wisconsin, 
October  19,  1972. 


In  1962,  Souders  and  Pratt  (8)  reported  on  the  use 
of  autogenous  fascia  lata  for  graft  material  in  the 
repair  of  large  ventral  hernias.  The  use  of  fascia  in 
large  series  of  cases  had  been  reported  previously 
in  1943  by  Guthrie  et  al.  (9).  During  a 14-year  period, 
2,336  hernias  of  all  types  were  repaired  at  the  Mayo 
Clinic.  In  844  patients,  strips  of  fascia  lata  were  uti- 
lized in  the  repairs  of  the  larger  or  recurrent  hernias, 
or  hernias  in  obese  or  elderly  patients.  Most  of  the 
hernias  were  in  males,  and  only  17%  of  the  patients 
who  required  fascia  were  females.  There  were  nine 
recurrences  (6%)  in  139  female  patients  whose  her- 
nias were  complicated  enough  to  necessitate  the  use 
of  fascia.  Since  then,  Langmade  (10)  described  the 
Cooper  ligament  repair  of  vaginal  vault  prolapse. 
Nassar  (12)  reported  the  use  of  external  oblique 
aponeurosis  for  correcting  uterine  prolapse,  and 
Hamilton  (13)  published  a 21 -year  experience  of  the 
repair  of  hernias  with  mattressed  onlay  grafts  of 
fascia  lata. 

In  this  paper,  we  wish  to  describe  the  technique 
and  use  of  fascia  lata  in  gynecologic  surgery  and  to 
present  cases  that  illustrate  the  various  procedures 
in  which  fascia  lata  was  used  for  repairs. 

The  Technique 

How  to  Obtain  Fascial  Strip  — The  fascia  can  be 
obtained  uniformly  through  a 5-  to  7-cm  incision  on 
the  lateral  aspect  of  either  thigh,  with  the  upper  end 
of  the  incision  at  the  level  of  the  pubic  tubercle.  The 
leg  should  be  rotated  inwardly  by  an  assistant  hold- 
ing the  foot  to  put  the  lateral  portion  of  the  thigh 
under  tension  (Fig.  1).  The  adipose  tissue  is  cleaned 
from  the  fascia  over  an  area  3 cm  wide  and  as  far 
down  the  fascia  as  feasible.  Two  parallel  incisions 
are  made  in  the  fascia,  1 to  2 cm  apart,  and  carried 
proximally  into  the  insertion  of  muscle  fibers  of  the 
tensor  fascia  lata.  At  this  point,  the  incisions  are 
joined.  The  strip  of  fascia  is  threaded  on  a Masson 
fascial  stripper  (14).  Originally,  instruments  similar 
to  the  Mayo  vein  stripper  were  employed  to  free  the 
fascia  and  to  cut  the  lower  end.  However,  in  1932 
and  1933,  Stevenson  (personal  communication), 
working  with  Masson,  developed  improvements  that 
resulted  in  the  “Masson  fascial  stripper,”  and  this 
has  been  used  ever  since. 

The  instrument  consists  of  two  tubes,  the  first 
with  a smooth  end  in  which  an  eye  is  cut.  This  open- 
ing is  large  enough  to  allow  a curved  forceps  to  go 
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Fig.  1 


through  it,  grasp  the  end  of  a fascial  strip,  and  pull 
it  back  through  the  eye.  At  the  proximal  end  of  the 
tube  is  a handle.  Over  this  tube  is  fitted  a shorter, 
sliding  second  tube  that  can  be  firmly  attached  by  a 
one-half  turn  into  threads  at  its  proximal  end.  The 
distal  end  is  ground  to  a sharp  edge  so  that  it  can  be 
utilized  in  cutting  the  fascial  strip  free.  When  the 
fascia  lata  has  been  exposed,  the  upper  end  of  a 
strip  approximately  1 to  2 cm  wide  is  developed  by 
sharp  dissection,  and  the  proximal  end  of  fascia  is 
brought  through  the  eye  of  the  fascial  stripper. 
Double  Kocher  forceps  are  placed  transversely  at 
the  upper  end  to  get  a firm  grasp  on  the  end  of  the 
strip  of  fascia.  The  stripper  is  then  forced  down  the 
thigh,  splitting  out  the  fascial  strip  to  its  insertion 
just  above  the  knee.  While  the  strip  of  fascia  is  held 
tightly,  the  outer  tube  is  released  and  pressed  down 
over  the  eye,  and  with  a rotary  motion,  the  lower  end 
of  the  fascial  strip  is  cut.  A piece  of  fascia  1 to  2 cm 
wide  and  15  to  25  cm  long  usually  can  be  obtained. 
How  to  Prepare  Fascial  Strip  — The  strip  is  split  into 
sutures  3 to  4 mm  wide  by  use  of  straight  forceps  and 
the  upper  end  of  each  strip  is  wiped  clean  of  muscle 
fibers  with  dry  gauze  sponges  (Fig.  2).  The  fascial 
sutures  are  then  kept  moist  until  ready  for  use;  a 


forceps  is  left  on  the  distal  end  to  identify  this  end. 
How  to  Thread  Needle  — When  the  fascia  is  ready 
for  use,  the  proximal  end  of  the  fascial  suture  is 1 
threaded  through  the  eye  of  a Gallie  needle,  and  the  ( 
end  of  the  suture  is  folded  back  on  itself,  transfixed 
and  secured  with  a silk  suture,  being  tied  around  the 
fascial  strip.  The  distal  end  also  must  be  transfixed  | 
and  tied  tightly  with  silk. 

How  to  Use  Fascial  Suture  in  Tissue  — Strips  old 
fascia  lata  can  be  used  singly  or  joined  end-to-end, 
in  the  tissues  so  as  to  produce  essentially  a combined 
strip  up  to  65  to  200  cm  long.  Each  strip  is  anchored; 
to  the  surrounding  tissues,  preferably  fascia,  anc 
then  utilized  as  a continuous  suture.  The  strips  art 
placed  lengthwise  in  a hernia,  their  lateral  edge:1 
being  held  together  or  imbricated  (Fig.  3).  Som< . 
strips  also  are  placed  transversely  from  healthy  tis 
sue  on  one  side  to  healthy  tissue  on  the  other  so  as  t( 
transfer  the  tension  laterally.  The  fascial  strips  alsc  , 
can  be  used  in  a basket-weave  type  of  suture  whei 
strong  overlapping  or  imbrication  of  surrounding 
tissues  cannot  be  obtained.  The  fascial  strips  shoulc 
be  buried  as  much  as  possible  and  should  be  unde 
gentle  tension.  Whenever  one  strip  crosses  another 
it  strengthens  the  repair  if  the  sutures  are  anchorec 
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to  one  another  by  one  suture  being  sewed  through 
the  other.  This  splits  the  suture  longitudinally  with- 
out weakening  it. 

Illustrative  Cases 

The  following  reports  illustrate  three  different 
gynecologic  procedures  in  which  fascia  lata  was 
utilized. 

Case  1 — A 63-year-old  woman  underwent  anteroposterior 
resection  for  carcinoma  of  the  colon  in  1966.  After  the  operation, 
a perineal  abscess  required  incision  and  drainage  through  the 
vagina  in  July  1967  and  in  February  1968.  The  patient  was  first 
seen  at  the  Mayo  Clinic  on  Sept.  4,  1968,  with  the  complaints  of 
slow  dribbling  of  urine  and  a “squashy”  feeling  in  her  perineum 
when  she  sat. 

Physical  examination  revealed  a large  perineal  hernia  arising 
from  behind  the  cervix.  The  vagina  was  adherent  and  perpendicu- 
lar to  the  coccyx. 

On  Sept.  17,  1968,  the  perineal  hernia  was  repaired  and  the 
vagina  was  replaced  into  a more  normal  position.  The  position 
of  the  bladder  and  the  urethra  were  normal;  both  were  com- 
pletely unprotected  and  were  not  disturbed. 

The  patient’s  postoperative  course  was  uneventful,  and  she 
was  dismissed  from  the  hospital  on  the  13th  postoperative  day. 
She  returned  on  Nov.  5.  1968,  for  a 6-week  checkup,  and  at  that 
time,  examination  revealed  no  abnormalities  other  than  a grade 
2 asymptomatic  cystocele.  The  patient  was  seen  again  2 weeks 
later  on  Nov.  18,  1968,  at  which  time  the  cystocele  protruded 
through  the  labia.  A repair  of  the  cystocele  was  advised. 

Because  of  the  lack  of  surrounding  tissues  to  support  the  blad- 
der, fascia  lata  was  obtained  (2  cm  wide)  from  the  right  thigh 
and  divided  into  four  strips.  One  strip  was  placed  from  the  right 
side  of  the  pubic  ramus  to  the  lower  sacrococcygeal  area,  and 
was  attached  with  several  bites  to  the  presacral  tissues.  This  fascial 
strip  was  brought  back  out  to  the  right  ramus  and  then  trans- 
versely across  the  base  of  the  bladder  and  back  to  its  origin.  A 
second  fascial  strip  was  used  similarly  on  the  left  side.  An  addi- 
tional strip  was  run  from  one  pubic  ramus  to  the  other  and  back 
across  the  midportion  of  the  base  of  the  bladder.  A final  strip 
was  utilized  from  the  upper  portion  of  the  pubic  ramus  through 
each  strip  of  fascia  as  it  passed  to  the  sacrum.  This  strip  was 
then  brought  anteriorly  to  the  pubocervical  fascia  and  back  to  its 
origin  at  the  upper  portion  of  the  pubic  ramus,  and  woven  into 
the  tissues.  This  gave  a good  angle  of  support  to  the  bladder  neck. 

The  patient’s  postoperative  course  was  complicated  by  a uri- 
nary tract  infection  which  responded  well  to  antibiotics.  She  was 
dismissed  from  the  hospital  on  the  10th  postoperative  day.  She 
was  seen  again  1 year  later,  at  which  time  examination  revealed 
recurrence  of  a small  perineal  hernia,  but  the  bladder  was  holding 
well,  the  fascia  was  intact,  and  bladder  control  was  good. 

Case  2 — A 46-year-old  woman  underwent  total  abdominal 
hysterectomy  in  May  1965.  After  the  operation,  she  developed  a 
ventral  hernia,  which  was  repaired  in  February  1966.  Three 
months  later,  the  ventral  hernia  recurred. 

She  was  first  seen  at  the  Mayo  Clinic  on  Nov.  15,  1966,  at  which 
time  the  following  conditions  were  noted:  ventral  hernia,  recto- 
cele.  stress  incontinence,  and  cholelithiasis.  Accordingly,  on  Nov. 
21,  1966.  a perineorrhaphy,  Marshall-Marchetti  procedure,  and 
cholecystectomy  were  performed.  The  repair  of  the  ventral  her- 
nia was  accomplished  by  overlapping  of  the  full  thickness  of  the 
peritoneum,  rectus  muscles,  and  fascia.  The  overlapping  tissues 
were  held  by  a single  continuous  catgut  suture  that  pulled  one 
wall  beneath  the  other  and  sutured  the  fascia  of  one  side  to  the 
peritoneum  of  the  other.  The  imbrication  was  then  strengthened 
by  the  use  of  six  narrow  strips  of  fascia  lata  taken  from  a 1.5-  by 


24-cm  strip  from  the  right  thigh.  Each  small  strip  was  anchored 
to  the  rectus  fascia  as  well  as  to  other  strips  of  fascia  lata  and  was  ! 
utilized  to  hold  the  abdominal  wall  closure  in  place.  The  strips 
were  first  placed  lengthwise  until  the  imbrication  was  solid  and 
then  placed  transversely  from  healthy  tissue  on  one  side  of  the  1 
incision  to  healthy  tissue  on  the  other. 

After  the  operation  the  patient  did  well.  However,  the  bladder  ; 
was  slow  to  empty,  and  the  patient  was  hospitalized  until  the 
17th  day.  She  was  last  seen  in  September  1970,  at  which  time 
examination  revealed  no  recurrence  of  the  hernia  and  a strong 
abdominal  wall. 

Case  3 — A 55-year-old  woman  was  first  seen  at  the  Mayo  Clinic  ;■ 
in  June  1971  with  the  chief  complaint  of  recurrent  enterocele.  She  1 
had  undergone  four  previous  operations.  In  1960,  a vaginal  hyster- 1 
ectomy  was  done  because  of  descensus.  In  November  1970,  a 
perineorrhaphy  and  Marshall-Marchetti  procedure  were  per- 
formed. Six  weeks  after  those  procedures,  an  enterocele  was  ap- 
parent. In  January  1971,  the  enterocele  was  repaired,  but  it  , 
recurred  8 weeks  later.  In  April  1971,  a repeat  repair  of  her 
enterocele  was  done.  Again  the  enterocele  recurred  within  8 j 
weeks,  and  the  patient  then  came  to  the  Mayo  Clinic. 

Physical  examination  revealed  firm  support  to  the  urethra  and 
bladder  neck,  a grade  3 rectocele,  and  a grade  4 enterocele.  On 
rectovaginal  examination,  the  cervicopubic  fascia  seemed  to  hold, 
but  when  the  patient  strained,  all  deeper  tissue  became  mobile,  j 

On  Sept.  16,  1971,  the  patient  returned  and  underwent  perine- 
orrhaphy  and  abdominal  suspension  of  the  vaginal  vault,  the  , 
latter  being  done  with  fascia  lata.  A l/2-  by  16-cm  strip  of  fascia  . 
lata  was  taken  from  the  right  thigh  and  split  into  suture  material.  , 
Two  of  these  sutures  were  anchored  in  the  hollow  of  the  sacrum. 
The  strips  were  then  carried  forward  retroperitoneally,  one  on 
each  side  of  the  vaginal  vault.  The  vault  was  sutured  to  these  , 
strips,  and  the  ends  of  the  strips  were  carried  up  retroperitoneally 
behind  the  bladder  and  anchored  to  the  anterior  rectus  fascia. 
The  third  strip  was  also  brought  retroperitoneally  from  the  hollow, 
of  the  sacrum  to  the  vaginal  vault,  then  back  and  forth  across  the t 
vault,  going  through  both  previous  fascial  strips,  and  finally  , 
anchored  to  the  one  on  the  right. 

After  the  operation,  the  patient  did  well,  and  she  was  dismissed 
on  the  15th  postoperative  day.  One  year  after  the  operation,  the 
patient  was  doing  well,  with  no  evidence  of  recurrence  of  vaginal  i 
vault  prolapse  and  normal  physiologic  vaginal  function. 

Discussion 

During  the  last  decade  the  use  of  fascia  lata  has 
decreased  to  the  point  that  many  residents  finish 
their  training  without  ever  seeing  fascia  lata  taken 
from  a patient  or  utilized  as  suture  material  to 
strengthen  the  repair  of  weakened  tissues.  Fascia 
lata  is  always  available  in  the  operating  room  and 
requires  but  two  special  instruments,  the  Masson 
fascia  stripper  and  a Gallie  needle.  The  tensile 
strength  of  a fascial  strip  is  beyond  that  of  any  other 
tissues.  It  is  a homograph  and  is  not  absorbed  or 
rejected  but  remains  and  strengthens  the  tissues.  It 
is  resistant  to  infection  and  does  not  act  as  a foreign 
body  or  focus  of  infection.  Because  of  the  nature  of  a 
fascial  strip  and  the  ease  with  which  it  can  be  split 
longitudinally  into  suture  size  material,  it  will  facili- 
tate tne  repair  or  the  fixation  of  weakened  tissues. 
Fascia  can  be  used  to  hold  hernial  edges  together, 
to  strengthen  imbricated  tissues,  or,  even  in  a basket- 
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veave,  to  cover  a defect  in  the  abdominal  wall  as  in 
i large  Petit’s  triangle  hernia. 

It  also  can  be  used  in  the  more  unusual  repairs  of 
ji  recurrent  vaginal  vault  prolapse,  repair  of  a cysto- 
:ele  or  a large  perineal  hernia,  a sling  operation  to 
upport  the  bladder  neck,  and  as  circular  sutures 
bout  an  incompetent  anus  or  cervix. 

The  use  of  various  types  of  fascia  goes  back  to  the 
urn  of  the  century,  but  the  development  of  the  fascia 
tripper  by  Stevenson  and  Masson  and  the  use  of  the 
3allie  needle  to  hold  the  fascia  strip  have  made  the 
ise  of  fascia  lata  feasible. 

LEGENDS 

Fig.  1.  Use  of  Masson  fascial  stripper  for  obtaining  fascia  lata. 
4,  Masson  fascial  stripper  consists  of  two  tubes,  the  first  with  a 
smooth  end  in  which  an  eye  is  cut.  B,  End  of  fascial  strip  is 
jrasped  with  two  forceps  and  pulled  back  through  the  eye.  C,  Leg 
is  rotated  medially,  and  stripper  is  forced  down  thigh,  splitting 
out  fascial  strip  to  its  insertion  above  knee. 

Fig.  2.  Preparation  of  fascial  strip.  A,  Fascia  is  split  into  sutures 
3 to  4 mm  wide  by  use  of  straight  forceps.  B,  Upper  end  of  each 
strip  is  wiped  clean  of  muscle  fibers  by  use  of  dry  gauze  sponges. 
C,  Fascial  sutures  are  kept  moist  until  ready  for  use.  Forceps  is 
left  on  distal  end  to  identify  this  end.  D,  Proximal  end  of  fascial 
suture  is  threaded  through  eye  of  Gallie  needle,  and  end  of  suture 
is  folded  back  on  itself,  transfixed  and  secured  with  silk  suture. 
E,  Silk  suture  is  then  tied  around  fascial  strip.  F,  Distal  end  of 
fascial  strip  is  transfixed  and  tied  with  silk. 

Fig.  3.  Use  of  fascial  suture  in  tissue.  A.  Peritoneum  closed 
with  running  catgut  suture.  Fascia  lata  strips  anchored  to  sur- 
rounding fascia  and  then  utilized  as  continuous  suture.  B,  Fascia 
lata  strips  are  placed  lengthwise,  imbricating  the  lateral  edges  of 
fascia.  C,  Fascia  lata  strips  are  placed  transversely  from  healthy 
tissue  on  one  side  to  healthy  tissue  on  the  other  to  transfer  ten- 
sion laterally. 
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The  Hyperkinetic  Behavior  Syndrome 

Thomas  Gorin,  M.D.,  and  Robert  A.  Kramer,  M.D. 


\bstract  — A survey  of  the  Hyperkinetic  Behavior 
disorder  in  elementary  school  children  in  Connecti- 
:ut  indicates  an  incidence  of  4.95%  of  which  only  23% 
lave  been  evaluated.  It  can  be  estimated  that  over 
1,000  Connecticut  children  may  require  evaluation 
3f  this  potentially  treatable  mental  disorder  per  year. 
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The  incidence  of  the  hyperkinetic  behavior  syn- 
drome in  childhood  has  been  a subject  of  much  spec- 
ulation and  inference  to  date.  Plans  for  identification 
of  children  with  this  syndrome  as  well  as  the  estab- 
lishment of  therapeutic  programs  in  both  schools 
and  clinical  centers  are  incomplete  without  accurate 
data  on  incidence.  The  following  study  attempts  to 
establish  these  data  by  means  of  a statewide  survey. 

The  hyperkinetic  syndrome  is  one  of  several  learn- 
ing and  behavioral  disabilities  in  children  which  are 
classified  under  the  general  term  of  minimal  brain 
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dysfunction.  The  primary  characteristics  for  identi- 
fication of  the  syndrome  are  as  follows: 

1.  A motor  control  defect  — The  child  is  in  con- 
stant motion. 

2.  A stimulus  control  defect  — The  child  has  a 
short  attention  span  and  is  easily  distracted. 

3.  Inappropriate  social  behavior  — The  child  is 
often  a discipline  problem,  acting  out  of  impulse 
without  considering  the  consequences. 
Characteristically,  the  syndrome  often  goes  un- 
noticed until  the  child  enters  a group  experience 
such  as  school.  Results  of  intelligence  tests  correlate 
poorly  with  the  clinical  diagnosis.  However,  tests  of 
visual  motor  skill  such  as  the  Bender-Gestalt  cor- 
relate well.1,2 

Materials  and  Methods 

All  of  the  169  public  school  systems  in  the  State 
of  Connecticut  were  asked  to  take  part  in  the  study. 
Of  these,  87  agreed  to  participate.  The  balance  either 
failed  to  respond  to  the  request  for  participation  or 
replied  that  their  respective  Boards  of  Education 
would  not  allow  participation  in  the  study.  Question- 
naires were  mailed  to  all  the  elementary  schools  in 
the  participating  communities.  Each  second  grade 
teacher  was  asked  to  fill  out  the  form  and  return  it. 
Second  graders  were  surveyed  because  they  should 
be  well  known  to  their  respective  school  systems 
having  passed  through  kindergarten  and  first  grade, 
and  it  is  their  early  elementary  school  years  when 
the  syndrome  is  most  evident. 

This  was  felt  to  be  a valid  means  of  identification 
because  the  clinical  syndrome  of  hyperkinesis  is 
manifested  most  clearly  in  a class  experience.  In 
general,  most  identified  cases  are  the  result  of  a 
school  referral.  All  forms  returned  were  entered  into 
tabulations  except  where  necessary  information  was 
not  completed. 

The  questionnaire  (See  Appendix  A)  consisted  of: 

1.  A description  of  the  hyperkinetic  behavior 
syndrome. 

2.  A section  where  teachers  identified  how  many 
children  fit  the  description,  their  sex,  and  age 
(age  being  considered  a constant  in  view  of  only 
one  grade  level  being  studied).  It  was  also  asked 
if  the  child,  whom  the  teacher  identified  as  hyper- 
kinetic, had  been  previously  diagnosed  as  such 
and  if  so  what  form  of  therapy  was  being  em- 
ployed. 

3.  Information  on  the  entire  class,  i.e.,  total  num- 
ber in  each  sex  and  race. 

Results 

Table  I shows  the  demographic  data  on  the  sample 
group.  A total  of  13,846  students  were  studied.  This 
represents  approximately  27%  of  the  52,009  second 


grade  students  enrolled  in  the  Connecticut  public 
schools  in  the  fall  of  1970. 

Sex  and  race  distributions  are  given  in  this  table 
as  well.  Divisions  were  also  made  to  define  the  num- 
ber of  children  from  towns  and  cities  of  different 

TABLE  I 

DEMOGRAPHIC  DATA  ON  THE  ENTIRE  STUDY  GROUP* 

Mate  Female  While  Black  Spanish  Rural  Suburban  Urban 
No.  7175  6671  12813  800  233  2817  8234  2795 

% 51.8  48.2  92.5  5.8  1.7  20.4  59.4  20.2 

*Total  number  of  children  = 13,846 

populations.  The  population  divisions  were  arbitrary, 
with  rural  areas  defined  as  9,999  or  less  people, 
suburban  as  10,000  - 49,999,  and  urban  as  50,000  or 
greater.  If  the  population  of  Connecticut  were  di- 
vided into  similar  groups,  about  13%  would  be  rural, 
43%  suburban,  and  44%  urban. 

That  the  smallest  number  of  children  were  in  the 
urban  group  reflects  the  fact  that  several  of  the 
larger  cities  such  as  New  Haven  and  Bridgeport  did 
not  participate  in  the  study. 

Of  the  13,846  children  studied,  685  or  4.95%  were 
identified  by  their  teachers  as  displaying  the  hyper- 
kinetic behavior  syndrome.  Table  II  shows  the  break- 
down of  these  hyperkinetic  children  by  sex,  race, 
and  locality. 

There  is  an  obvious  male  predominance  with  85.2% 
of  the  reported  hyperkinetics  being  male  as  com- 
pared to  only  14.8%  female.  If  the  syndrome  occurred 
independently  of  race,  then  it  would  follow  that  the 
racial  distribution  within  the  entire  sample  (Table  I) 
should  approximate  that  found  in  the  hyperkinetic 
group  (Table  II).  However,  there  appears  to  be  a sig-i 
nificantly  higher  incidence  of  hyperkinesis  among 
Spanish  (3.0%)  and  Blacks  (9.0%)  than  would  be  ex- 
pected from  the  demographic  data  with  1.7%  and 
5.8%,  respectively.  This  racial  imbalance  may  also  be 
reflected  in  the  data  on  locality  where  there  appears 
to  be  a similarly  higher  urban  incidence  of  the  syn- 
drome than  anticipated  with  an  observed  percentage 
of  26.4  as  compared  to  the  20.2%  expected. 

In  answer  to  the  question  on  previous  diagnosis 
and  therapy,  159  children  were  identified  as  “known 
to  have  the  syndrome,”  whereas  398  were  not  pre- 
viously diagnosed  but  were  thought  by  their  teachers 
to  conform  to  the  above  outline  of  the  syndrome. 

There  were  128  children  identified  as  hyperkinetic 
whose  teachers  did  not  answer  this  question.  There- 
fore, of  685  hyperkinetic  children  identified  in  this 
survey,  only  159  or  23.2%  were  previously  diagnosed 
Of  these  159  children,  113  (16.3%  of  685)  were  re- 
ported as  receiving  some  form  of  therapy.  The  num- 
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ber  of  students  receiving  the  different  forms  of 
therapy  are  presented  in  Table  V. 

Table  III  shows  a breakdown  of  those  hyperkinetics 
previously  diagnosed  and  those  not.  The  percentages 


in  each  group  for  previous  diagnosis  are  very  similar 
to  those  observed  for  the  syndrome  overall  (Table  II). 
It  thus  appears  that  sex,  race,  and  locality  do  not 
affect  availability  for  diagnosis. 


TABLE  II 

DEMOGRAPHIC  DATA  ON  CHILDREN  IDENTIFIED  AS  HYPERKINETIC* 


Male 

Female 

No. 

551 

96 

% Observed 

85.2 

14.8 

°/o 

expected 
(from  Table  I) 

51.8 

48.2 

*x2  = 292.5 

p - .0001 

N = 1 

White  Black  Spanish 

574  65  20 

87.1  9.9  3.0 

92.5  5.8  1.7 

x2  = 10.67  x2  = 17.3 

p - .005  p - .0002 

N = 2 N = 2 


Rural 

Suburban 

Urban 

121 

383 

181 

17.7 

55.9 

26.4 

20.4 

59.4 

20.2 

Total  number  Hyperkinetic  = 685 
Percent  Hyperkinetic  = 4.95% 


TABLE  III 


ANALYSIS 

OF  QUESTION 

ON  PREVIOUS 

DIAGNOSIS* 

Male 

Female 

White 

Black 

Spanish 

Rural 

Suburban 

Urban 

No. 

previously 
diagnosed 
% with 

125 

21 

128 

13 

3 

25 

92 

42 

previous 

diagnosis 

85.7 

14.3 

88.9 

9.2 

2.1 

15.7 

57.8 

26.4 

% 

expected  from 
Table  II 

85.2 

14.8 

87.1 

9.9 

3.0 

17.7 

55.9 

26.4 

No. 

not  diagnosed 

267 

59 

268 

32 

1 

74 

224 

100 

No.  w/ 
question 
not  answered 

159 

16 

178 

20 

6 

22 

68 

39 

*Total  number  previously  diagnosed  = 159 

TABLE  IV 

ANALYSIS  OF  QUESTION  ON  THERAPY* 


Male 

Female 

White 

No.  receiving  therapy 

99 

12 

103 

% 

90 

10 

94.4 

% expected  if 
distribution  is  same 

as  overall  syndrome 

85.2 

14.8 

87.1 

% treated  of  total 

identified  in  each  group 

18 

12.5 

18 

x2  — 

2.34 

x2  = 5.24 

P - 

.13 

p - .02 

N = 

1 

N = 1 

Black 

and 


Spanish 

Rural 

Suburban 

Urban 

6 

20 

63 

30 

5.6 

17.7 

55.7 

26.5 

12.9 

17.7 

55.9 

26.4 

6.9 

16.5 

16.4 

16.6 

*That  the  total  numbers  of  males  and  females  and  of  whites,  blacks  and  Spanish  are  lower  than  the  total  for  the  whole  group 
reflects  incompletion  of  some  questionnaires. 
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TABLE  V 

NUMBERS  RECEIVING  DIFFERENT  FORMS  OF  THERAPY 


Forms  of  Therapy  Numbers 

Drugs  66 

Special  Education  31 

Other  7 

Drugs  and  Special  Education  5 

Drugs  and  other  1 

Special  education  and  other  1 

Drug,  special  education,  and  other  2 


Treatment  is  not  provided  uniformly.  In  Table  IV 
the  data  are  grouped  as  in  Table  III  with  the  excep- 
tion that  for  statistical  purposes  only,  Black  and 
Spanish  are  lumped  together.  The  percentages  found 
and  those  expected  if  therapy  were  uniform  through- 
out this  sample  are  presented.  Also,  the  percent 
treated  of  the  total  identified  as  hyperkinetic  (not 
necessarily  previously  diagnosed)  in  each  group  is 
shown. 

There  is  no  significant  difference  in  the  percent- 
age of  cases  treated  from  rural  to  suburban  to  urban 
community.  However,  there  is  a difference  between 
males  and  females  and  a significant  difference  be- 
tween white  and  nonwhite  groups.  Although  the 
difference  between  therapy  in  males  and  females 
falls  just  short  of  statistical  significance,  only  about 
two-thirds  as  many  girls  are  treated  as  boys.  There 
is  an  even  greater  difference  between  whites  and 
nonwhites  with  almost  three  times  as  many  whites 
treated. 

Discussion 

This  study’s  incidence  of  hyperkinesis  of  4.95% 
closely  approximates  the  oft-quoted  figure  of  4%.3 
The  male  to  female  ratio  of  5.7:1  also  corresponds 
closely  to  the  previously  published  6:1  ratio  for  the 
syndrome.3  Interestingly  enough,  it  appears  from 
our  study  that  Blacks  and  Spanish  speaking  people 
(mostly  of  Puerto  Rican  extraction)  of  the  inner  city 
have  a higher  incidence  of  the  syndrome  than  whites. 
This  is  not  unexpected  since  it  is  known  that  poor 
prenatal  care,  prematurity,  and  greater  general 
neonatal  morbidity,  all  of  which  are  suspected  in  the 
pathogenesis  of  hyperkinesis,  are  more  common  in 
these  groups  than  whites.4 

The  higher  incidence  of  hyperkinesis  among  urban 
children  can  be  accounted  for  by  the  greater  concen- 
tration of  these  minority  group  members  in  the  cities. 

The  data  on  previous  diagnosis  does  not  appear 
dependent  on  race,  sex,  or  place  of  residence.  While 
therapy  is  also  independent  of  residence,  males  and 
whites  appear  to  be  treated  more  often  than  females 
and  nonwhites.  Certainly,  since  the  numbers  in  these 
groups  are  not  large,  the  variation  could  be  in  error. 
However,  there  is  a statistically  significant  differ- 


ence in  treatment  between  whites  and  nonwhites. 
Since  socioeconomic  factors  could  be  implicated  in 
the  poorer  administration  of  therapy  in  the  minority 
groups,  it  may  be  wise  not  to  overlook  these  data.  It 
is  of  interest  that  more  males  than  females  were 
referred  for  care  in  the  view  of  the  general  social 
expectancy  of  greater  physical  activity  in  boys  than 
girls.  This  may  make  this  sex  difference  more  sig- 
nificant. 

The  most  important  finding  of  this  survey  is  the 
number  of  suspected  hyperkinetic  children  who  had 
previously  gone  undetected  or  without  evaluation. 
Of  the  4.95%  reported  as  hyperkinetic,  only  23%  or 
1.1%  of  the  total  sample,  had  been  previously  diag- 
nosed and  only  16%  had  entered  treatment. 

Thus,  84%  of  the  children  identified  with  behav- 
ioral and  learning  problems  who  might  be  helped 
were  not. 

An  allowance  must  be  made  for  over-diagnosis 
by  teachers.  However,  even  a false  positive  case 
indicated  the  need  for  an  evaluation.  Considering 
that  hyperkinetic  behavior  could  represent  organic 
cerebral  dysfunction,  primary  psychiatric  disorder, 
relative  retardation  or  environmentally  determined 
patterns  of  behavior,  all  of  these  children  should 
be  evaluated. 

Implications 

If  one  were  to  extrapolate  from  this  study,  4.95% 
of  52,000  second  grade  students  or  approximately 
2574  would  be  in  need  of  evaluation  each  year  on  an 
ongoing  basis.  The  present  health  care  and  school 
systems  appear  to  be  handling  only  about  23%  of  i 
these,  leaving  about  1,981  in  need  of  appraisal. 

If  we  further  extrapolate  to  include  grades  1-6' 
(312,036  children  in  Connecticut  public  schools)  so 
that  the  backlog  and  present  needs  are  both  met, 
approximately  11,800  children  may  be  in  the  public- 
elementary  school  who  are  lacking  the  proper  work- 
up for  hyperkinetic  behavior. 

All  of  these  figures  obviously  demand  that  the 
services  necessary  to  evaluate  these  children  must 
be  expanded  or  that  the  already  existing  systems  be 
more  widely  and  better  utilized. 

This  study  surveyed  second  grade  students  about 
midway  through  the  academic  year.  Newly  identi- 
fied hyperkinetic  children  had  thus  been  in  the  edu- 
cational system  for  approximately  two  and  one  half 
years  without  diagnosis  and  medical  attention.  Many 
of  these  undetected  children  may  eventually  lose 
their  hyperactivity,  the  hallmark  of  the  syndrome,  1 
to  go  on  to  become  highly  distractable  students  with 
poor  behavioral  and  social  adjustments,5  thus 
obscuring  the  organic  origins  of  their  problem  and 
their  chance  for  diagnosis  and  therapy. 
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APPENDIX  A 

This  is  a copy  of  the  questionnaire  filled  out  by  teachers.  (This 
is  an  abbreviated  form  since  several  questions  asked  were  not 
used  in  this  study). 

I.  Description  of  the  Syndrome 

Please  read  the  following  description  of  the  hyperkinetic  be- 
havior syndrome  and  then  decide  if  there  are  any  children  in 
your  classroom  who  display  this  problem. 

The  hyperkinetic  behavior  syndrome  is  recognized  by  three 
primary  areas  of  maldevelopment: 

1.  Motor  Control  Defect  — the  child  is  in  constant  motion. 

2.  Stimulus  Selection  Defect  - the  child  has  a short  attention 
span  and  is  easily  distracted. 

3.  Inappropriate  Social  Behavior  — the  child  is  often  a disci- 
pline problem,  acting  out  of  impulse  without  taking  time 
to  consider  the  consequences  of  his  or  her  actions. 

Some  further  characteristics  of  the  syndrome: 

a.  the  problem  is  usually  first  noticed  as  the  child  enters  his 
first  group  experience  (this  is  usually  the  school  classroom). 

b.  the  most  serious  consequence  of  this  problem  is  the  asso- 
ciated learning  disability. 

c.  psychological  testing  often  reveals  visual-motor  coordina- 
tion problems;  however,  the  syndrome  does  not  appear  to 
have  any  correlation  with  I.Q.  (A  child  can  become  func- 
tionally retarded  because  of  the  learning  disability.) 

General  Appearance:  teachers  have  categorized  children  with 
this  syndrome  as  very  disturbing  to  the  class  and  yet  likable. 
Although  they  are  significant  disciplinary  problems,  they  often 
seem  to  be  unable  to  control  themselves  rather  than  be  deliberate- 
ly disruptive. 


How  many  children,  if  any,  in  your  classroom  fit  this  de- 
scription? 

(answer  here) 

If  there  are  any  children  with  the  syndrome,  please  fill  out 
Parts  II  and  111.  If  there  are  no  children  with  the  problem, 
please  fill  out  Part  111  only. 

II.  Profile  of  identified  hyperkinetic  children. 

Age Sex:  M F (circle  one)  Race:  White  Black  Spanish 

Has  the  child  been  diagnosed  as  hyperkinetic? 

If  yes,  specify  treatment  if  any  (drug,  special  education,  etc.) 

III.  Class  profile. 

Number  of  boys  in  class  Number  of  girls  in  class 

Number  of  whites  Blacks  Spanish 
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Adoption  In  An  Infertility  Clinic 

Roy  A.  Kaplan,  M.D.  and  Robert  H.  Glass,  M.D. 


Abstract  — Prior  to  the  recent  decrease  in  the 
number  of  available  babies  many  infertile  couples 
turned  to  adoption  to  achieve  a family.  Approxi- 
mately one-half  the  couples  attending  our  infertility 
clinic  during  a five  year  period  who  did  not  become 
pregnant  replied  to  a questionnaire  concerning  adop- 
tion. Two-thirds  of  these  respondents  had  adopted 
a child.  Of  those  not  adopting  approximately  one- 
quarter  cited  their  continuing  hope  for  conception 
as  the  major  factor. 

DR.  ROY  A.  KAPLAN,  Intern,  University  of  Kentucky  Medi- 
cal Center,  Lexington,  Kentucky. 

DR.  ROBERT  H.  GLASS,  Associate  Professor,  Department 
of  Obstetrics  and  Gynecology,  Yale  University  School  of  Medi- 
cine, New  Haven,  Conn. 


There  are  two  major  aims  of  an  infertility  investi- 
gation. The  first  is  to  diagnose  and  to  treat  factors 
interfering  with  fertility.  However,  only  50%  of  cou- 
ples attending  an  infertility  clinic  achieve  a preg- 
nancy; therefore,  it  is  important  to  consider  what 
can  be  accomplished  for  the  rest.  The  goal  for  these 
latter  is  to  provide  them  with  a thorough  evaluation 
and  sympathetic  counsel  so  that  they  can  plan  for  a 
future  which  may  include  adoption  of  children.  This 
latter  objective  has  been  jeopardized  in  recent 
months  by  a dramatic  decrease  in  the  number  of 
babies  available  for  adoption.  In  the  state  of  Con- 
necticut where  all  adoptive  children  must  be  placed 
through  a social  agency,  there  were  792  placements 
in  1970-1971  compared  to  968  placements  in  1967- 
1968.  The  preliminary  figures  for  1971-1972  show  an 
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even  sharper  decrease.  The  present  difficulty  in  ob- 
taining adoptive  babies  prompted  us  to  review  the 
previous  rate  of  adoption  among  our  infertility  clinic 
population  to  provide  information  concerning  the 
frequency  with  which  couples  depended  on  this  al- 
ternative to  achieve  a family. 

Materials  and  Methods 

Between  January  1966  and  December  1970,  555 
couples  were  seen  at  the  Yale  Infertility  Clinic. 
Forty-nine  percent  (271)  were  discharged  as  non- 
pregnant; these  were  sent  a questionnaire  by  mail 
asking  whether  they  had  subsequently  conceived  or 
adopted  a child,  and  if  so,  what  their  experiences 
had  been  with  the  adoptive  process.  Fifty-nine  of 
the  271  letters  were  returned  undelivered.  Of  the  212 
couples  who  could  have  possibly  received  the  ques- 
tionnaire, 109  (51%)  responded.  The  questionnaire 
was  sent  only  once;  no  additional  effort  was  made 
to  elicit  a response. 


Results 

Eighteen  responding  couples  with  secondary  in- 
fertility and  with  children  adopted  prior  to  presen- 
tation at  the  clinic  were  excluded  because  their 
views  toward  the  needs  for  adoption  might  differ 
significantly  from  the  91  couples  without  any  chil- 
dren in  the  household. 

Sixty  (66%)  of  the  91  couples  had  adopted  children 
while  24  (26%)  remained  childless.  Seven  couples 
had  conceived  since  their  last  contact  with  the  Clinic 
(Table  1). 


TABLE  1 

PARENTAL  STATUS 

Number 

Percent 

Childless 

24 

26 

Fertile 

7* 

8 

Adoptive 

60** 

66 

*Three  became  pregnant  after  initiating  adoption  proceedings. 

**One  woman  became  pregnant  after  adoption. 

Of  those  couples  adopting,  over  half  stated  that 
the  idea  for  adoption  was  a joint  decision  of  husband 
and  wife.  In  20%  the  idea  originated  solely  with  the 
wife;  in  one  case  the  husband  was  the  originator. 
The  clinic  was  credited  in  only  9 cases  with  supplying 
the  impetus  for  adoption.  However,  only  5 couples 
felt  that  the  clinic  should  have  provided  greater 
guidance  toward  adoption.  Despite  this  view,  in 
recent  years  we  have  become  more  positive  in  offer- 
ing adoption  as  an  alternative  for  infertile  couples. 

The  reasons  expressed  for  not  pursuing  adoption 
are  detailed  in  Table  2,  the  chief  one  being  the  hope 
that  conception  would  still  occur. 


TABLE  2 

REASONS  FOR  NOT  ADOPTING 

I 

Number  Percent 


Still  hoping  to  produce  own  child  10 

Getting  too  old  6 

Prevented  by  family  circumstances  6 

Conflicts  and  doubts  about  capacity 
to  love  adopted  child  5 

Fear  of  rejection  by  adoption  agency  5 

Husband  not  in  favor  5 

Idea  made  no  appeal  4 

Too  many  questions,  poor  attitude 
of  agency  1 

Hobbies  and  other  interests  will 
satisfy  1 

Shortage  of  desirable  babies  1 


23 

14 

14 


11 

11 

9 


2 


2 

2 


In  our  population,  acceptability  of  adoption  among 
Catholic  (70%)  and  Protestant  (62%)  couples  was 
comparable.  We  have  too  few  patients  with  othei 
religious  affiliations  to  make  any  statement. 

The  myth  of  adoption  as  a means  of  achieving 
fertility  remains  strongly  ingrained  in  populai 
thought.  Only  one  conception  occurred  following 
adoption,  giving  further  evidence  to  the  lack  of  the 
cause  and  effect  relationship  between  adoption  and 
subsequent  fertility.1  Three  couples  did  become 
pregnant  after  initiating  contact  with  an  adoption 
agency.  Even  if  these  three  are  considered  related 
to  the  adoptive  process  the  percentage  (6%)  of  preg-  ( 
nancies  is  lower  than  that  in  the  non-adopting  group 
(14%). 


Discussion 

In  an  English  study,  Humphrey  and  McKenzie 
found  an  adoption  rate  of  48%. 2 The  group  from 
Montreal  reported  that  24.6%  of  their  infertile  pop-| 
ulation  turned  to  adoption.3  In  this  latter  study  onl> 
11.4%  of  all  couples  were  lost  to  follow-up.  Botkj 
our  study  and  that  of  Humphrey  and  McKenzie  had 
a greater  percentage  of  patients  who  could  not  be' 
traced.  One  can  speculate  that  non-adopting  couples 
would  be  more  reluctant  to  answer  a potentially 
painful  questionnaire  and  our  true  rate  of  adoption 
may  be  well  below  66%.  In  addition,  a few  patients 
come  to  the  Infertility  Clinic  on  specific  referral 
from  an  adoption  agency  and  this  may  prejudice 
our  results. 

The  current  state  of  adoption  is  distressing  to  both 
prospective  parents  and  physicians.  Of  four  adop- 
tion agencies  in  the  New  Haven  area,  one  is  no  long- 
er taking  applications;  the  others  are  telling  prospec- 
tive parents  that  there  is  an  indefinite  waiting 
period  for  adoption.  This  drop  in  the  number  of 
babies  may  be  related  to  increased  availability  of 
abortion,  greater  access  to  contraception,  and  per- 
haps to  an  increase  in  the  number  of  unwed  mothers 
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keeping  their  child.  The  lack  of  babies  for  adoption 
provides  the  potential  for  a blackmarket  with  mid- 
dlemen reaping  large  financial  rewards.  The  Con- 
necticut law  which  places  all  adoption  in  the  hands 
of  social  agencies  would,  if  enacted  on  a national 
scale,  provide  protection  against  such  profiteering.4 

Please  send  reprint  requests  to  Robert  H.  Glass,  M.D.,  Depart- 
ment of  Obstetrics  and  Gynecology,  Yale  University  School  of 
Medicine,  333  Cedar  Street,  New  Haven,  Conn.,  06510. 

• • 

Fracture  of  the  Stapes 
Report  of  a Case 

Eiji  Yanagisawa,  M.D.,  Tadashi  Shimada,  M.D.  and  Michael  Hughes,  M.D. 
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Abstract  — A case  of  isolated  fracture  of  the  stapes 
by  an  external  trauma  was  presented.  Restoration  of 
hearing  was  accomplished  by  simple  realignment  of 
the  fractured  stapes.  Alternative  surgical  approaches 
and  diagnosis  of  stapedial  fracture  were  discussed. 

Isolated  fracture  of  the  stapes,  the  smallest  bone 
in  the  human  body,  is  rare  because  it  is  housed  in 
the  deep  portion  of  the  tympanic  cavity  and  well 
protected  from  external  trauma.  Such  a case  was 
recently  seen  and  successfully  treated. 

Report  of  a Case 

This  25-year  old  male  was  well  until  June  6,  1964, 
when  he  accidentally  ran  into  a tree,  a branch  of 
which  went  into  his  left  ear.  He  experienced  sharp, 
local  pain  followed  by  nausea,  vomiting,  vertigo 
and  hearing  loss.  He  also  noted  bleeding  from  the 
injured  ear.  He  was  taken  to  the  emergency  room 
of  the  Hospital  of  St.  Raphael.  Examination  re- 
vealed a large  perforation  of  the  left  tympanic  mem- 
brane with  fresh  blood  in  the  ear  canal.  He  was 
treated  with  intramuscular  penicillin  and  antiver- 
tiginous  drugs. 


DR.  EIJI  YANAGISAWA,  Associate  Clinical  Professor  of 
Otolaryngology,  Yale  University  School  of  Medicine,  Attending 
in  Otolaryngology.  Hospital  of  St.  Raphael  and  Yale  New  Haven 
Hospital,  New  Haven,  Conn. 

DR.  TADASHI  SHIMADA  and  DR.  MICHAEL  HUGHES, 
Former  residents  in  Otolaryngology,  Yale  New  Haven  Hospital, 
New  Haven,  Conn. 

Reprint  requests  to  New  Haven  Ear,  Nose  and  Throat  and 
Maxillo- Facial  Surgery  Group,  98  York  Street,  New  Haven, 
Conn.  06511,  Doctor  E.  Yanagisawa. 


Two  days  later  E.Y.  saw  him.  He  complained  of 
hearing  loss  and  high-pitched  tinnitus  in  the  left 
ear,  with  vertiginous  attacks  aggravated  by  sudden 
change  in  position.  He  also  noted  a “funny  metallic 
taste.”  He  was  no  longer  bleeding  from  the  left  ear. 
He  had  no  hearing  impairment  or  tinnitus  prior  to 
the  accident. 

Examination  was  normal  except  for  the  left  ear. 
The  pertinent  findings  were: 

Otologic:  Examination  with  the  otoscope  and 
operating  microscope  (10X,  16X  magnification) 

confirmed  a perforation  in  the  posterior  superior 
quadrant  of  the  tympanic  membrane  which  made 
visible  the  long  crus  of  the  incus.  The  edge  of  the 
perforation  was  irregular.  The  stapedial  footplate 
could  not  be  identified.  There  were  blood  clots  in 
the  hypotympanum  as  well  as  in  the  external  audi- 
tory canal.  The  middle  ear  mucosa  otherwise  ap- 
peared dry.  The  Weber  test  (512  cps)  was  referred 
to  the  left.  The  Rinne  test  was  positive  on  the  right 
and  negative  on  the  left. 

Audiologic:  Pure  tone  audiometry  showed  nor- 
mal hearing  in  the  right  ear.  The  left  ear  had  a 
marked  mixed-type  hearing  loss,  primarily  of  con- 
ductive nature  with  some  sensorineural  element. 
There  was  no  response  to  air  or  bone  conduction 
stimuli  above  2000  cps.  (Fig.  1).  Speech  reception 
threshold  (SRT)  was  55  dB.  Discrimination  scores 
by  phonetically  balanced  words  (PB)  were  76%  on 
the  left  and  92%  on  the  right  (normal:  90%-100%). 

Our  impression  was  that  he  had  traumatic  perfor- 
ation of  the  tympanic  membrane  with  fracture-dis- 
location of  the  stapes  and  labyrinthine  concussion. 
Over  the  ensuing  weeks  dizziness  and  tinnitus  grad- 
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Fig.  1 


ually  subsided;  hearing  loss  remained  the  same. 
The  size  of  the  tympanic  perforation,  initially  40% 
of  the  total  membrane  became  progressively  smaller, 
to  20%.  To  encourage  closure  of  the  perforation,  the 
edges  of  the  perforation  were  denuded  and  cauter- 
ized with  silver  nitrate.  However,  after  two  months 
of  consecutive  treatment,  the  size  of  the  perforation 
showed  no  further  change.  We  decided  to  explore  the 
left  middle  ear,  reconstruct  the  ossicular  chain  and 
repair  the  tympanic  membrane. 

On  January  15,  1965,  we  explored  the  left  middle 
ear  under  local  anesthesia.  Use  of  the  operating 
microscope  revealed,  as  it  had  earlier,  the  perfora- 
tion of  the  posterior-superior  quadrant  of  the  tym- 
panic membrane  with  visualization  of  the  long  crus 
of  the  incus.  The  suprastructure  of  the  stapes  could 
not  be  found  in  its  usual  position.  An  incision  similar 
to  that  for  stapedectomy  was  made;  the  meatal  skin 
flap  was  elevated;  and  the  tympanic  membrane  lifted 
together  with  the  annulus  tympanicus.  We  noted 
that  the  chorda  tympani  was  absent,  presumably 
torn  at  the  initial  injury.  The  tympanic  membrane 
was  then  folded  forward  exposing  the  middle  ear. 

The  stapes  appeared  fractured  and  displaced.  The 
crura  of  the  stapes  had  been  fractured  at  the  junction 
of  the  crura  and  the  footplate,  and  the  suprastructure 
of  the  stapes  displaced  with  the  anterior  and  pos- 
terior crura  resting  on  the  facial  canal  (Fig.  2).  The 


incudostapedial  joint  was  intact.  The  stapedial  ten- 
don was  under  tension.  The  footplate  was  in  the  oval 
window,  but  it  was  somewhat  depressed  into  the  ! 
vestibule.  There  was  no  visible  fracture  of  the  foot- 
plate. No  fistula  was  found. 

Because  of  the  tense  stapedial  tendon,  reduction  l 
of  the  stapes  was  impossible.  The  tendon  was  sec- 
tioned, making  the  suprastructure  of  the  stapes 
mobile.  The  suprastructure  was  gently  reduced  into  < 
normal  position  with  an  angulated  hook  and  placed 
on  the  stumps  of  the  crura  of  the  footplate  (Fig.  2). 
Pieces  of  gelfoam  were  placed  around  the  reduced 
stapes  for  immobilization,  and  the  middle  ear  was 
filled  with  gelfoam.  The  tympanic  membrane  was 
repositioned  and  its  medial  surface  denuded  ap- 
proximately 3 mm  from  the  edges  of  the  perforation. 

A vein  graft  taken  from  the  back  of  the  right  hand 
was  placed  on  the  medial  surface  of  the  tympanic 
membrane  covering  the  perforation.  The  graft  was 
supported  from  inside  and  outside  with  the  packs  of 
gelfoam.  The  ear  canal  was  packed  with  chlorte- 
tracyline  gauze.  The  patient  experienced  no  vertigo 
or  nausea  during  the  entire  procedure. 

The  postoperative  course  was  uneventful.  During 
the  month  after  the  operation,  hearing  improved 
from  the  55  dB  level  in  the  speech  range  to  the  15 
dB  level,  but  there  was  still  no  response  above  2000 
cps.  Five  years  later,  the  audiometric  test  showed  no 
essential  change  in  his  regained  hearing  (Fig.  1). 

Discussion 

Since  the  discovery  of  ossicular  injuries  as  a cause 
of  repairable  conductive  deafness  in  1956  by  Thorn- 
burn1  and  by  Hough,2,3  there  have  been  many  re- 
ports of  ossicular  injuries.3'9  According  to  Hough,9 
the  most  common  ossicular  injury  is  separation  of 
the  incudostapedial  joint,  followed  in  order  of  fre- 
quency by  dislocation  of  the  incus,  fracture  of  the 
stapedial  arch,  and  fracture  of  the  malleus. 

Fracture  of  the  stapes  may  result  from  direct 
transmeatal  trauma  by  a sharp  object  or  from  skull 
trauma.5  Skull  fractures,  especially  those  in  which 
the  fracture  line  goes  through  the  bony  ear  canal, 
tend  to  disrupt  the  ossicular  chain.  Fracture  of  the 
stapes  may  also  result  from  accidental  trauma  dur- 
ing middle  ear  or  mastoid  surgery. 

Stapedial  fracture  can  be  suspected  from  a history 
of  injury  to  the  ear  or  the  skull  followed  by  immed- 
iate aural  bleeding,  unilateral  hearing  loss,  nausea 
and  vomiting,  and  vertigo.  The  patient  may  complain 
of  tinnitus  and  otalgia.  He  may  notice  aberration  in 
taste  (if  the  chorda  tympani  nerve  is  injured)  or 
facial  weakness  (if  the  facial  nerve  is  damaged). 

Examination  reveals  blood  in  the  ear  canal  and 
perforation  of  the  tympanic  membrane.  If  there  is 
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leakage  of  perilymph  from  the  inner  ear,  a clear 
liquid  may  be  seen  in  the  middle  ear  or  in  the  ear 
canal.  At  times,  inspection  of  the  ossicular  chain 
through  the  perforation  shows  the  fracture-disloca- 
tion. The  use  of  an  operating  microscope  for  this 
purpose  is  a tremendous  help. 

A simple  tuning  fork  test  (512  cps  is  the  single 
best  fork)  is  extremely  useful  as  a screening  hearing 
test.  With  a tuning  fork  one  quickly  can  distinguish 
between  conductive  (reparable)  or  sensorineural 
(irreparable)  hearing  loss.  The  results  should  be 
confirmed  with  a complete  audiometric  evaluation, 
which  includes  pure-tone,  speech  and  discrimina- 
tion tests.  When  the  stapes  is  fractured  without 
damage  to  the  inner  ear,  the  testing  shows  a signi- 
ficant conductive  hearing  loss,  usually  50-60  dB 
loss  in  the  speech  frequencies.  If  the  stapes  is  driven 
into  the  vestibule  and  the  inner  ear  is  damaged, 
sensorineural  hearing  loss  results.  The  inner  ear 
concussion  may  produce  a significant  high  tone 
loss.  The  hearing  loss  may  be  of  a mixed  type,  par- 
tially conductive  and  partially  sensorineural. 

Routine  mastoid  x-rays  may  show  fracture  through 
the  ear  canal,  but  are  not  routinely  helpful  for  ossi- 
cular injuries.  Polytomography,  a new  laminographic 
machine  which  takes  1 mm  x-ray  sections  may  indi- 
cate the  site  of  the  injuries. 

If  the  ossicular  injury  is  not  visible  through  the 
perforation,  or  if  there  is  no  perforation,  definitive 
diagnosis  can  be  made  only  by  exploration  of  the 
middle  ear.  Only  the  patient  with  a demonstrable 
conductive  (or  mixed)  hearing  loss  with  a good  dis- 
crimination score  can  expect  an  improvement  of 
hearing  by  surgery. 

The  treatment  must  be  tailored  to  the  individual 
injury.  Tympanoplastic  repair  has  been  considered 
to  be  an  elective  procedure,  thought  to  be  done  best 
ifter  maximum  repair  of  fracture  lines  and  soft 
tissues  by  natural  processes.9  In  recent  years,  how- 
ever, some  authors  advocate  an  immediate  repair  of 
the  injury.10  The  ear  should  be  surgically  entered 
immediately  after  the  injury  in  patients  with  per- 
sistent bleeding,  presence  of  a foreign  body  in  the 
middle  or  external  ear,  or  post-traumatic  facial 
weakness. 

The  stapes  usually  fractures  at  its  weakest  ana- 
tomical point,  that  is,  where  the  crural  arch  meets 
the  footplate.  When  possible,  as  in  the  reported 
case,  simple  realignment  of  the  fractured  stapes  is 
the  most  desirable  physiological  operation  that  can 
be  accomplished.  When  this  is  not  possible,  the  fol- 
lowing are  the  alternatives  (Fig.  3):  a)  interposition 
of  bone  between  the  fractured  segments,  b)  wire 
prosthesis  from  incus  to  footplate,  c)  cortical  bone 
graft  or  homograft  from  incus  to  footplace,  d)  pre- 


Fig.  3 


made  prosthesis  from  incus  to  footplate,  e)  poly- 
ethylene strut  from  incus  to  footplate,  (this  has  been 
found  to  be  undesirable  because  of  high  incidence 
of  extrusion  of  strut  and  oval  window  fistula),  and 
f)  stapedectomy  with  prosthesis  from  incus  to  foot- 
plate. A total  stapedectomy  with  insertion  of  a fat- 
wire  prosthesis  is  indicated  when  the  footplate  is 
displaced  or  fractured  with  a resultant  fistula  at  the 
oval  window.  Such  a fistula  may  result  in  total  deaf- 
ness, labyrinthitis  or  potentially  fatal  intracranial 
infection.  Early  recognition  and  repair  of  the  fistula 
prevents  such  complications. 
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THE  PRESIDENT’S  PAGE 


The  Editor  has  asked  that  we  give  answers  to  the  ques- 
tion, “Should  a doctor  be  a member  of  a hospital  Board 
of  Directors?” 

In  the  past  — and  even  today  much  resistance  to  such 
membership  existed  because  it  represented  a “conflict  of 
interest.”  Through  the  Joint  Commission  on  Accreditation 
of  Hospitals  an  attempt  was  made  to  write  such  a require- 
ment into  model  by-laws  for  hospitals  but  the  wording 
“shall  be  a member”  had  to  be  changed  to  “may  be”  be- 
fore it  was  accepted. 

It  is  difficult  to  see  where  the  conflict  of  interest  exists. 

Is  the  conflict  different  from  that  exhibited  by  the  lawyer-director  whose  law  firm 
represents  the  hospital  for  a fee?  Or  the  individual  who  serves  not  only  as  a director 
of  a hospital  Board,  but  also  as  a director  of  Blue  Cross? 

I believe,  personally,  that  the  physician  selected  to  serve  on  a hospital  board 
should  not  be  a member  of  the  medical  staff'  of  a facility  which  controls  his  privi- 
leges. In  most  hospitals,  there  already  exist  means  whereby  the  medical  staff  can 
communicate  with  the  decision-making  body.  Much  as  the  consumer-stockbroker 
brings  his  expertise  to  the  Board  as  a director,  so  the  citizen-baker,  the  citizen- 
candlestick  maker  and  the  citizen-physician  bring  theirs  to  such  a Board. 

As  a not  infrequent  consumer,  and  not  simply  as  a provider,  the  physician  can 
supply  a balanced  viewpoint  not  obtainable  from  any  others.  If  credibility  for  phy- 
sicians’ performance  is  to  be  required  by  including  consumers  in  the  peer  review 
apparatus  lor  doctors,  similar  credibility  will  result  from  including  physicians 
among  responsible  management  groups,  such  as  hospital  Boards  of  Directors,  the 
members  of  which  act  in  the  unique  role  of  consumers  turned  providers. 

Sidney  L.  Cramer,  M.D. 

President 
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Notes  From  A Lecture 


Michael  J.  Halberstam,  M.D. 


Although  I never  met  John  Leonard,  those  of  you 
to  whom  I have  spoken  have  told  me  glowingly  of 
devotion  both  to  his  hospital  and  to  the  field  of 
medical  education.  I remember  that  when  I was  in 
medical  school,  Hartford  was  one  of  the  few  non- 
university hospitals  that  our  top-ranked  students 
aimed  for.  They  perhaps  did  not  know  of  John  Leon- 
ard either,  but  they  knew  of  his  achievements. 

Today  we  need  men  like  Dr.  Leonard  more  than 
ever.  All  around  us,  in  every  part  of  the  country,  we 
find  an  intensification  of  town-gown  hostility,  and 
I can  assure  you  in  Connecticut  that  your  situation 
is  no  worse  than  it  is  in  Arizona  or  New  York  or 
Pittsburg  or  Regina,  Saskatchewan.  At  least  you 
don’t  have  any  law  suits  filed  by  one  side  or  another. 

The  germ  for  this  conflict  has  been  apparent  ever 
since  1909  when  Sir  William  Osier  sent  a letter  from 
Oxford  to  then-president  Remsen  of  Johns  Hopkins, 
warning  him  against  installing  a totally  “full-time” 
system  of  teachers  at  the  medical  school  and  hospi- 
tal. Osier  warned  lest  “the  broad,  open  spirit  which 
has  characterized  the  medical  school  narrow,  as 
teacher  and  student  chase  each  other  down  the  fas- 
cinating road  of  research.” 

Well,  we  saw  just  exactly  this  happen  in  our  uni- 
versity hospitals,  and  now  we  are  beginning  to  see 
reaction  against  it.  But  we  are  also  beginning  to  see 
the  same  conflict  appear  in  our  great  community 
hospitals,  and  it  is  of  this  that  1 particularly  want 
to  speak. 

Now  a certain  amount  of  conflict  between  a full- 
time academician  and  a full-time  practicing  physi- 
cian is  inevitable.  To  a certain  degree  their  work 
embodies  different  value  systems,  life  styles,  in- 
comes, and  educational  paths.  But  we  should  re- 
member that  the  “pure”  example  of  each  of  these 
breeds  is  equaled  by  a number  of  mixtures  - the 
academician  often  sees  patients,  the  community 
physician  often  teaches.  But  when  the  two  exist  in 


DR.  MICHAEL  J.  HALBERSTAM,  assistant  clinical  pro- 
fessor of  medicine,  George  Washington  Medical  School.  Wash- 
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Based  on  the  John  Leonard  talk  given  at  the  Hartford  Medical 
Society,  Hartford,  Conn,  on  September  25,  1972.  (The  subject 
was  " Medical  Education:  Full  Time,  Part  Time,  Or  No  Time 
At  AIL") 


pure  culture,  then  there  is  very  little  exchange  of 
DNA  or  anything  else  but  misunderstanding. 

Of  late  something  else  has  come  along  to  make 
understanding  between  the  two  groups  difficult. 
With  the  loss  of  government  money  for  research, 
medical  schools  have  found  themselves  short  of 
funds  and,  never  sluggards  where  cash  is  concerned, 
have  latched  onto  the  currently  fashionable  talk 
about  “delivery  of  health  care”  as  a source  of  in- 
come. More  and  more  institutions  have  founded 
hospital-  or  medical  school-based  group  practices, 
potential  HMO’s,  and  gone  out  on  the  streets  com- 
peting not  for  teaching  cases,  but  for  anything  that 
will  fill  their  beds  and  clinics.  J.  Engelbert  Dunphy, 
a fine  surgeon  many  of  you  probably  know,  is  now 
professor  of  surgery  at  the  University  of  California, 
and  he  has  recently  said,  “We  have  to  generate  our 
own  bread  and  butter  teaching  material  and  internal 
group  practice  is  the  only  answer.”  I should  add  that 
Dr.  Dunphy  himself,  in  an  excellent  article  in  the 
September,  1968  American  Journal  of  Surgery,  has 
shown  clearly  the  need  for  practicing  clinician  in 
medical  education. 

Thus  we  see  the  realization  of  something  that  was 
only  a red  herring  in  the  1930’s  and  40’s  the  fear 
that  the  university  would  compete  directly  with 
medical  practice  in  its  community.  Of  course,  the 
new  university-based  practices  are  decked  out  with 
a lot  of  rhetoric,  but  their  main  function  is  to  make 
money.  They  are  said  to  give  the  student  an  oppor- 
tunity to  learn  “community  medicine,”  but  they  are 
often  staffed  by  physicians  who  have  spent  all  their 
medical  lives  within  the  walls  of  one  institution  or 
another.  1 must  repeat  that  I have  no  bias  against 
academic  or  institutional  physicians  I wouldn’t  be 
here  today  if  I did.  1 just  don’t  like  the  idea  of  some 
hospital-based  practice  passing  itself  off  as  real 
“community  medicine,”  while  freezing  out  the  phy- 
sicians who  have  spent  a life-time  actually  doing  the 
work  in  the  community. 

Social  philosophers  like  the  late  Paul  Goodman 
and  Erving  Coffman  have  pointed  out  the  way  that 
institutions  tend  to  take  over  the  men  and  women 
who  work  in  them.  As  soon  as  one  interposes  the 
hospital  or  the  medical  school  in  the  doctor-patient 
equation,  the  whole  equation  is  changed.  The  phy- 
sician knows  that  Ole  Mother  Hospital  it  doesn’t 
matter  whether  it’s  Mother  Fletcher  or  Mother  Ca- 
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brini  or  Mother  Sinai  — is  there  to  take  the  weight. 
There  are  residents  and  emergency  rooms  and  “para- 
medical personnel.”  Those  of  us  who  practice  in  the 
community,  yet  use  the  teaching  hospital,  utilize 
these  advantages,  but  are  forced  to  remain  in  a one- 
to-one  relationship  with  our  patients.  The  hospital- 
based  physician  is  not.  The  relationship  is  diluted 
by  the  factor  of  the  institution,  resembling  the  true 
doctor-patient  relationship  about  as  much  as  frozen 
orange  juice  resembles  fresh  squeezed.  Not  that 
frozen  is  bad  — one  just  should  remember  that  it 
isn’t  the  real  thing. 

The  proliferation  of  hospital-based  practices  will 
have  several  bad  effects,  I believe.  For  one,  there  is 
the  inevitable  temptation  to  put  people  in  the  hospi- 
tal, if  the  physician’s  income  is  tied,  even  remotely, 
to  the  hospital’s.  Don’t  tell  me  that  the  administra- 
tor of  a university  hospital  isn’t  any  less  concerned 
about  empty  beds  than  the  administrator  of  Cross- 
roads Memorial,  and  don’t  tell  me  he  can’t  get  the 
word  out  to  “fill  ’er  up”  if  he  needs  to.  1 would  not 
be  surprised  if  the  state  insurance  commissioners 
and  the  Blues  begin  to  scrutinize  these  practices 
very  carefully,  indeed. 

The  hospital-based  practice  is  not  a genuine 
model  for  medical  students  or  house  staff,  any  more 
than  the  old  out-patient  clinics  were.  The  salaried 
physicians  who  form  the  cadre  of  these  groups  are 
often  what  Paul  Dudley  White  called  “academic 
nomads,”  with  a genuine  devotion  to  their  specialty, 
but  not  the  location  where  they  practice  it.  They 
move  on  like  pro  basketball  players  as  soon  as  they 
get  a better  offer.  They  don’t  know  the  history  of 
the  community  and  they  aren’t  interested  in  learning 
it,  because  basically  they  know  that  their  futures 
are  somewhere  else. 

One  of  the  most  insidious  effects  of  the  prolifera- 
tion of  full-time  hospital-based  physicians,  who 
are  now  found  in  large  numbers  in  what  used  to  be 
“community”  hospitals,  is  on  the  academic  compe- 
tence of  the  local  physicians.  Far  from  being  a stim- 
ulus to  professional  development,  this  trend  often 
stunts  the  local  doctors,  as  the  hospital  physicians 
abrogate  more  and  more  procedures  to  themselves. 
It  is  commonplace  now  for  the  fulltime  staff  to  read 
all  EKG’s  in  “teaching”  hospitals,  thereby  accruing 
a sizable  chunk  of  money  to  the  hospital.  With  the 
growth  of  full-time  coronary  care  units,  however, 
we  have  seen  in  several  parts  of  the  United  States 
an  attempt  to  make  all  patients  in  such  units  the 
responsibility  of  the  Unit  director  and  his  house 
staff,  no  matter  how  qualified  the  admitting  physi- 
cian. Under  these  circumstances,  there  is  little 
genuine  stimulus  for  the  community  cardiologist  to 
keep  up  his  skills.  The  hospital  or  medical  school 


may  run  a seminar  on  arrythmias  or  shock,  but  what 
good  does  attending  the  seminar  do  the  practicing 
physician  if  he  is  never  allowed  to  put  into  action 
what  he  has  learned?  In  the  university  hospital 
where  I practice  I don’t  have  to  know  anything 
about  EKG’s  — a machine  reads  them  and  is  re- 
viewed by  a cardiologist  who  sits  in  a room  all  day 
and  double-checks  the  machine.  But  in  the  com- 
munity hospital,  I am  a member  of  the  section  on 
cardiology  and  I read  EKG’s  for  one  month  a year 
and  my  readings  are  sent  out  to  150  other  physi- 
cians — I have  to  be  correct,  and  I must  keep  up  in 
developments  in  my  field. 

I do  not  want  to  imply  that  all  science  resides  in- 
side the  institution,  all  compassion  for  patients 
outside  it.  We  sometimes  forget  that  such  great 
academicians  as  Paul  White  and  Charles  Friedberg 
wrote  most  of  their  great  papers  on  the  basis  of  their 
extensive  private  practices.  At  the  same  time,  we 
all  know  full-time  physicians  who  are  models  of 
humanity  and  tenderness. 

What  1 do  want  to  stress  is  the  artificiality  of  the 
trend  I have  outlined.  Many  of  us  here,  I believe, 
are  products  of  what  may  someday  be  thought  of 
as  the  Golden  Age  of  American  medicine,  the  late 
40’s  and  50’s  when  research  money  was  being  fun- 
nelled into  medical  schools,  where  academic  and 
specialty  training  was  extremely  long  (it’s  now  be- 
ing shortened  to  pre-Flexner  dimensions),  and 
where  almost  every  graduate  of  medical  school  or  a 
specialty  filed  had  some  direct  experience  with  re- 
search. In  any  event,  merely  by  graduating  from 
medical  school,  we  can  claim  some  direct  acquaint- 
ance with  academic  medicine. 

The  converse,  of  course,  is  not  true.  The  people 
who  teach  Community  Medicine  or  Family  Medical 
or  Social  Medicine  may  never  have  had  a day’s  con- 
tact with  their  “own”  patients  in  their  lives.  They 
haven’t  spent  time  on  the  phone  with  a patient  who 
insists  that  he  is  coming  down  again  with  the  flu, 
and  that  the  only  thing  that  can  prevent  it  is  a course 
of  tetracycline  like  he  had  last  year.  They  haven’t 
been  bugged  day  in  and  day  out  by  the  neurotic 
young  woman  who  won’t  see  a psychiatrist,  but  who 
won’t  take  your  tranquilizers  either.  They  don’t 
know  the  sweat  and  smell  of  real  medicine  — they’ve 
never  had  a chance  to  learn  it.  But  they’re  supposed 
to  be  teaching  it  to  the  house  staff  and  students. 

I have  a few  suggestions  about  lessening  this 
conflict  (I  don’t  think  it  ever  can  be  eliminated  en- 
tirely). First,  we  should  recognize  our  mutual  de- 
pendency. The  specialist  or  super-specialist  based 
in  the  institution  needs  the  community  physician  to 
refer  him  patients,  and  the  community  physician 
requires  the  help  of  a man  who  deals  with  rare  dis- 
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eases  daily.  This  kind  of  interrelationship  was  com- 
mon, 1 believe,  until  the  hospitals  got  into  the  busi- 
ness of  primary  care.  Just  as  I don’t  think  the 
average  internist  should  be  handling  all  by  himself 
the  man  with  an  infarct,  shock,  and  complicated 
arrythmias,  1 don’t  think  that  a cardiologist  should 
be  manning  the  Emergency  Room  to  pick  up  cir- 
rhotics there  for  the  hospital  practice  group. 

I would  suggest  that  the  American  Association  of 
Medical  Colleges,  the  trade  group  of  the  medical 
schools,  address  this  conflict  directly.  Except  for 
one  editorial,  nothing  has  been  written  about  the 
matter  in  the  Journal  of  Medical  Education  for  the 
past  five  years,  and  yet  we  are  all  aware  that,  par- 
ticularly with  the  faculty  budget  cuts  in  the  past 
five  years,  more  and  more  education  must  be  pro- 
vided by  part-time  faculty. 

I would  suggest  that  our  specialty  and  sub-spe- 
cialty organizations  make  extra  efforts  to  encourage 
research  and  investigation  coming  from  outside  the 
institutional  walls.  There  are  prizes  for  Young  In- 
vestigators — why  not  a yearly  award  for  the  best 
research  a practicing  clinician? 

The  clinician,  too,  must  realize  that  he  may  often 
have  to  fight  for  his  own  rights,  and  must  refuse 
to  take  second-class  status  within  his  own  hospital. 
Emily  Mumford,  who  is  professor  of  sociology  at 
Mt.  Sinai  Medical  School,  has  written  about  this 
tendency  in  her  book  “Interns,”  and,  as  an  aca- 
demician herself,  has  pointed  out  that  the  “outside” 


doctor  has  a great  deal  of  special  experience  that 
should  be  passed  on  to  students  and  house  staffs, 
particularly  in  an  era  when  young  physicians  com- 
plain that  their  education  has  been  too  scientific 
and  too  exotic. 

To  protect  his  rights  within  a teaching  institution, 
the  part-time  faculty  member  or  teacher  may  have 
to  band  together  with  its  colleagues  and  form  a 
separate  faculty  organization.  Our  colleagues  in  the 
basic  sciences  have  been  doing  this  for  some  years. 
Such  groups  of  part-time  faculty  have  been  formed 
by  clinicians  in  Washington,  New  York,  Pittsburg 
and  elsewhere.  If  the  AAMC  is  not  responsive  to  our 
needs  — and  I hope  it  will  be  — it  might  be  necessary 
to  form  a loose  national  organization  of  part-time 
faculty. 

Lastly,  I would  hope  that  any  hospital  or  medical 
school  planning  a department  of  community  medi- 
cine or  hospital-based  practice  or  division  of  medi- 
cal education  would  do  so  with  the  advice  — if  not 
the  consent  — of  those  physicians  who  know  the 
community  best  — the  doctors  who  have  actually 
done  the  work  for  many  years,  and  will  continue  to 
do  it  long  after  the  new  assistant  professors  have 
moved  on  somewhere  else.  This  kind  of  'consulta- 
tion will  not  only  serve  in  advance  to  reassure  the 
existing  medical  community,  but  may  save  the 
hospital  or  medical  school  a great  deal  of  money. 
In  today’s  field  of  medical  education,  nothing  could 
be  more  important. 


SUMMARY  OF  ANNUAL  DUES  OF  ACTIVE  MEMBERS 
OF  STATE  MEDICAL  ASSOCIATIONS* 

\laska 450.  Arizona 


Nevada 260. 

Montana  200. 

south  Carolina 180. 

Utah 165. 

Colorado 150. 

Idaho 150. 

Iowa 150. 

District  of  Columbia 145. 

Wisconsin 145. 

Delaware 140. 

Hawaii 140. 

California 135. 

Michigan 135. 

New  Mexico 135. 

Illinois 131. 

Kentucky 130. 

Alabama 125. 

Arkansas 125. 

Kansas 125. 

Maine 125. 

Minnesota 125. 

North  Dakota  125. 

South  Dakota  125. 

Wyoming 125. 

Washington 122. 

‘For  1974 


Oklahoma  120. 

New  Hampshire  120. 

Oregon 1 15. 

Indiana 1 10. 

Maryland  110. 

Georgia  100. 

Mississippi 100. 

Nebraska 100. 

New  York 100. 

Pennsylvania 100. 

Rhode  Island 100. 

Vermont 100. 

West  Virginia  , 100. 

North  Carolina  95. 

New  Jersey ; 90. 

Louisiana 85. 

Massachusetts 85. 

Tennessee 80. 

Texas  80. 

Florida 75. 

Missouri 75. 

Puerto  Rico  73. 

Connecticut 70. 

Ohio 65. 

Virginia 60. 
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McLean -for  Connecticut  Residents 


“We  try  hard  to  serve  each  patient  as  an  individual 
and  to  maximize  each  patient’s  potential." 

As  a physician  you  will  be  interested  in  the  following  features: 


McLean  Home : 


To  carry  out  the 
provisions  of 
Senator  McLean’s 
Will  we  are  using 
this  means  to 
inform  Connecticut 
physicians  of 
McLean  Home's 
facilities. 


• is  a Health  and  Rehabilitation  facility  with  a Chronic  and 

Convalescent  license. 

• is  a non-profit,  non-denominational  facility. 

• has  a Board  Certified  Internist  as  its  Medical  Director. 

• has  a Hemodialysis  Home  Training  Center. 

• has  weekly  Patient  Care  Conferences 

including  all  disciplines. 

• has  enthusiastic  adult  and  junior  Volunteers. 

• has  its  own  X-Ray,  Laboratory  service,  Occupational,  Speech 

and  Physical  Therapies  and  Social  Workers. 

• has  a patient-staff  ratio  of  one  to  one. 

• accepts  Medicare  patients. 

• has  a well-planned  Activity  Center  with  ADL  facilities  as 

well  as  a Day  Center. 

• has  programs  for  motivating  individuals  and 

programs  for  fun. 

• has  provisions  for  patient  feedback  through  Patient  Council 
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Editorials 


The  Hyperkinetic  Behavior  Syndrome 

Children  exhibiting  the  hyperkinetic  behavior 
/ndrome  or  minimal  brain  dysfunction  represent 
ne  of  many  socio-medical  indices  which  belie  our 
herished  myth  that  we  are  a child-concerned  soci- 
ty.  As  reported  elsewhere  in  this  issue  in  1970,  2,500 
;cond  graders  were  found  in  Connecticut  schools 
/hose  classroom  behavior  called  for  careful  medical, 
eurological  and  psychic-social  evaluation.  Even 
ssuming  that  only  one-half  of  these  would  be  found 
i need  of  treatment,  where  are  the  clinics,  the 
roups  of  specialists,  the  social  workers  and  psy- 
hologists  to  examine  this  cohort,  let  alone  treat 
,200  of  them?  The  over-representation  of  black  and 
ipanish  backgrounds  among  these  children  (even 
hough  two  of  our  large  cities  were  not  represented 
n these  figures)  suggests  that  treatment  with  medi- 
ation which  most  of  these  children  who  are  being 
reated  receive  will  not  suffice  to  meet  the  usual 
:omplex  problems  of  hyperactive  children  and  their 
amilies,  let  alone  prevent  the  attendant  nutritional, 
levelopmental  and  enculturating  deficiencies. 

This  survey  focussed  on  only  one  age  group  and 
his  syndrome  is  not  the  only  nor  necessarily  the 
:ommonest  manifestation  of  some  emotional  prob- 
em.  About  seven  thousand  children  received  care 
n outpatient  mental  health  facilities  in  1972.  Fewer 
;han  half  the  state’s  school  systems  have  special 
pupils’  services  whose  staff  could  identify  disturbed 
fffildren,  but  not  treat  them. 

How  can  we  square  such  a vast  need  to  meet  only 
one  type  problem  with  current  budgetary  dicta?  No 
more  neighborhood  health  centers  says  the  Federal 
government;  fewer  and  fewer  professionally  quali- 
fied social  workers  in  the  State  Welfare  Department 
dictates  the  State;  cut  out  the  “frills”  (such  as  lunch 
subsidies  and  special  services)  in  the  schools  cry  the 
taxpayers’  associations.  How  are  children  going  to 
be  better  nourished  in  the  face  of  ever-rising  food 
costs?  How  are  mothers  going  to  be  taught  to  spend 
their  food  dollar  more  wisely,  to  become  more  effec- 
tive parents,  without  somebody  to  teach  and  guide 
them?  How  are  children  to  get  to  the  doctor  or 
clinic  without  public  transportation?  The  “frills” 
in  the  schools  means  the  special  pupils’  services 


which  exist  in  only  a fraction  of  school  systems; 
neighborhood  health  centers  are  needed  if  there  is 
to  be  preventive  examination  and  treatment,  as  well 
as  mental  health  services,  and  all  of  them  should 
be  family-focussed. 

As  physicians  we  have  a professional  and  civic 
responsibility  to  stem  the  tide  of  anti-child  prac- 
tices. Children  don’t  vote!  We  do!  Do  we  vote  in 
their  behalf? 

Stephen  Fleck,  M.D. 


Health  Priorities 

Doctors  Gorin  and  Kramer,  and  Fleck,  discuss 
the  hyperkinetic  behavior  syndrome  in  our  schools. 
It  also  may  open  up  a broader  problem:  priorities 
in  our  health  system,  and  school  health  education. 
We  are  now  operating  on  limited  resources;  pri- 
orities must  be  established.  CRMP  task  torces  did 
this  originally  — supposedly.  But  it  had  already 
made  the  concept  of  full-time  clinical  chiefs  in  com- 
munity hospitals  connected  with  our  medical  schools 
the  highest  priority,  always  reflected  in  its  budget. 
Fast  year,  as  a member  of  the  CRMP  Executive 
Committee,  I was  asked  by  the  HEW  site  visit  chair- 
man my  opinion  about  full-time  chiefs.  1 said  1 was 
neutral,  that  there  were  still  no  hard,  objective 
facts  or  study  to  back  up  CRMP  claims.  More  im- 
portant, it  was  not  one  of  our  state’s  highest  pri- 
orities. Speaking  for  myself,  I suggested  four  areas 
higher  in  priority  than  the  concept  of  full-time 
chiefs,  among  them,  improving  school  health  edu- 
cation, the  place  to  teach  preventive  medicine  and 
good  health  habits.  This  is  where  habits  in  drinking, 
smoking  and  drugs  are  acquired.  CSMS  has  made 
it  a high  priority.  In  all  my  years  of  practice  1 have 
met  only  one  student  who  knew  whether  he  had 
been  inoculated  for  “lock-jaw.”  Even  high  school 
seniors  don’t  know  what  immunizations  they’ve  had, 
or  what  they  should  have.  In  some  schools  physical 
education  teachers  teach  health.  The  article  is  well 
written  and  important.  Even  more,  it  opens  up  the 
whole  problem  of  school  health  education. 

Fred  Fabro,  M.D. 
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Reflections  From  the  Dean’s  Office 


Robert  U.  Massey,  M.D. 


The  first-year  medical  students  at  the  University 
of  Connecticut  are  just  now  finishing  their  first 
block  of  studies  — Cellular  and  Molecular  Biology. 
For  none  of  them  was  the  material  entirely  new. 
They  had  been  over  the  ground  in  their  premedical 
days,  knew  the  language,  and  had  a fair  compre- 
hension of  most  of  the  concepts.  There  was  a great 
amount  of  refinement  and  subtlety  to  master,  but 
no  surprises. 

For  most  physicians  who  have  been  in  practice  for 
more  than  a decade,  devoting  60  to  70  hours  a week 
to  caring  for  our  patients,  cellular  and  molecular 
biology  might  have  had  many  surprises.  For  in  the 
past  20  years,  biology  has  caught  up  with  the  phy- 
sical sciences,  in  fact  has  become  very  like  one  of 
them.  The  elucidation  or  beginning  elucidation  of 
the  biochemical  base  for  genetics,  for  immunity,  for 
memory  has  driven  away  the  last  wisps  of  the  fog  of 
vitalism  and  has  shown  that  biology,  including 
human  biology,  may  be  understood  in  simple  unam- 
biguous terms  — the  same  terms  that  the  chemist 
and  physicist  use. 

This  is  the  ultimate  in  reductionism  to  understand 
all  of  life  in  terms  of  the  chemical  bond.  Biology  is 
:hemistry,  and  all  of  chemistry  is  explained  by  the 
laws  of  physics.  There  are  philosophic  and  scientific 
difficulties  with  this  mode  of  describing  phenomena 
which  reduces  everything  to  its  smallest  compon- 
ents. There  may  even  be  a mystery  here.  However 
the  reductionists  and  antireductionists  may  debate, 
the  whole  can  never  be  fully  known  without  a 
thoroughgoing  knowledge  of  every  part  including 
its  relationships  to  all  other  parts,  and  the  behavior 
of  the  whole  will  always  remain  in  some  ways  capri- 
cious or  unpredictable  until  the  behavior  of  its  mole- 
cules is  known. 

Withal,  the  heart  is  still  a pump,  and  a mechanical 
analog  can  be  imagined  and  constructed  without 
reference  to  its  molecular  structure.  Locomotion 
can  be  described  in  engineering  terms  invoking  the 
laws  of  simple  machines  with  no  reference  to  the 
molecular  structure  of  muscle  or  bone.  The  human 
being,  our  primary  concern  as  physicians,  may  be 


described  in  terms  of  molecular  biology,  but  also 
in  terms  of  his  anatomy,  his  history,  his  future,  his 
philosophy,  his  work,  his  loves  and  his  hates.  In 
fact  the  poet  may  tell  us  more  about  him  than  the 
biologist. 

For  those  of  us  who  were  nourished  on  the  more 
holistic  approach  to  human  biology  which  antedated 
the  recognition  of  the  importance  of  DNA  or  the 
shape  of  protein  molecules,  molecular  biology  may 
appear  as  an  alien  philosophy  answering  questions 
which  we  have  not  asked. 

It  need  not  be.  The  concepts  and  relationships  are 
as  simple  as  those  which  we  daily  confront.  We  can 
be  reassured  by  Einstein  “The  whole  of  science  is 
nothing  more  than  a refinement  of  everyday  think- 
ing.”1 

Over  the  years,  beginning  in  the  middle  fifties, 
Scientific  American  has  published  a series  of  arti- 
cles on  molecular  biology  “addressed  to  the  scien- 
tifically sophisticated  laymen.”  Most  of  us  have 
read  some  of  them,  but  by  now  have  lost  the  refer- 
ences or  lost  the  coherence  that  comes  from  con- 
centrating upon  a subject  in  one  discrete  block  of 
time. 

These  articles,  34  in  all,  appeared  a few  years 
ago  in  a single  volume  “The  Molecular  Basis  of 
Life.”2  That  the  latest  contributor  wrote  in  1968 
is  of  little  consequence;  it  is  the  foundation  we  are 
concerned  about,  and  that  was  built  quickly.  In  the 
space  of  twenty  years  the  plan  for  the  new  structure 
of  biology  was  clear.  Whatever  comes  now  and  in 
the  future  will  have  some  surprises,  but  we  shall 
recognize  it  as  something  that  we  were  expecting. 

As  physicians  we  need  to  be  standing  on  com- 
mon ground  with  our  colleagues  from  the  classes 
of  ’77  and  ’28  and  all  those  in  between.  It  is  difficult 
enough  to  keep  up  with  the  current  literature  in  our 
own  areas  of  interest.  I am  suggesting  we  take  a 
break  from  that  nearly  hopeless  effort  and  go  back 
to  the  foundations.  The  new  insights  will  be  useful; 
the  intellectual  stimulation  rewarding;  and  armed 
with  the  “new  learning,”  keeping  up  may  become 
manageable! 


ROBERT  U.  MASSEY,  M.D.,  Dean  and  Professor  of  Medi- 
cine, University  of  Connecticut,  School  of  Medicine,  Farming- 
ton,  Connecticut. 


'Einstein,  Albert.  Physics  and  Reality.  Franklin  Institute 
Journal  (London)  221:313-347,  Mar.,  1936. 

JThe  Molecular  Basis  of  Life.  San  Francisco,  W.  H.  Freeman 
and  Co.,  1968. 
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"Live  Exotic  Birds  Displayed  as  Restful  Therapy  for  Patients" 


Dear  Doctor: 

The  management  of  Sanibel  is  proud  to  offer  you  and  your  patients 
one  of  the  finest  extended  care  centers  in  the  state. 

Sanibel  is  located  in  suburban  Middletown  minutes  from  downtown 
general  hospital  and  professional  offices.  It  provides  you  with  the 
surety  of  considerate  assistance  that  has  become  the  Sanibel  hallmark. 

Please  call  or  write  for  more  information.  Visit  us  any  time  to  assure 
yourself  we  are  everything  we  say. 

Respectfully, 


^olcpLne  W.  3iJa, 


Owner  and  Director 


THE  SANIBEL  FAMILY  OF  GUEST  HOMES  AND  CONVALESCENT  CENTERS 

Glendale,  Inc.,  Route  9,  Chester 

Sanibel  Hospital,  South  Main  Street,  Middletown  347-1696 
Chestelm,  Inc.,  Route  151,  Moodus  873-8481 
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What  is  Medical  Ethics? 

Fritz  Redlich,  M.D. 


I speak  on  the  subject  of  medical  ethics  from  the 
point  of  view  of  a physician  with  a special  interest 
in  human  behavior.  My  ideas  are,  as  you  might  ex- 
pect from  a physician,  pragmatic,  utilitarian,  rela- 
tivistic; in  my  thinking,  I attempt  to  follow  the  rules 
of  scientific  evidence.  I firmly  believe  that  the  meth- 
ods and  findings  of  the  social  sciences  can  make 
valuable  contributions  to  the  understanding  of  the 
problems  of  medical  ethics.  This  does  not  mean  that 
I believe  biological  or  social  science  can  prescribe 
what  is  desirable.  Social  science  can,  however,  ex- 
plore the  array  of  rules  and  values  governing  medical 
conduct,  the  spectrum  of  actual  and  desirable  be- 
havior, and  make  an  attempt  to  understand  and  ex- 
plain causes  and  purposes  of  such  behavior.  While 
social  science  does  not  set  out  to  create  any  ethos, 
it  can  contribute  to  the  understanding  of  an  ethos. 

Medical  ethics  has  in  the  past  been  primarily  the 
concern  of  the  senior  members  of  our  profession 
rather  than  the  younger  generation.  As  one  got  older 
and  began  to  look  at  one’s  achievements  and  failures, 
it  was  natural  to  examine  values  and  rules,  their 
wisdom  and  their  folly.  When  I was  younger,  I re- 
served little  time  and  energy  for  such  questions  dur- 
ing my  working  time.  Never  on  weekdays  was  my 
principle  as  far  as  the  exploration  of  ethics  was  con- 
cerned. Yet  to  consider  the  pursuit  of  ethics  as  a 
(Sunday  school  approach  has  not  been  beneficial  to 
the  field.  The  problems  require  more  energy  and 
time.  Today,  fortunately,  not  only  the  old  but  also 
the  young  are  expressing  an  interest  in  ethics.  This 
has  a reason. 

For  a long  time  — almost  two  and  a half  thousand 
years  — physicians  have  been  guided  in  their  conduct 
by  the  Hippocratic  Oath.  The  beautiful  words  of  the 
Oath  were  never  completely  adequate  — not  even  in 
the  rural  society  of  Kos  and  after  a number  of  at- 
tempts to  update  them.  Today,  due  to  considerable 
and  rapid  social  change  and  very  massive  techno- 
logical innovations,  we  need  new  and  detailed  form- 
ulations involving  the  specific,  practical  questions 
we  face  in  a rapidly  changing  system  of  modern 
medicine. 

Medical  ethics  is  and  must  be  part  of  general 
ethics.  Ignacio  Chavez  said  very  simply  that  a good 
i physician  must  be  a good  man.  Medical  ethics  deals, 

DR.  FRITZ  REDLICH,  Professor  of  Psychiatry,  Yale  Univer- 
sity School  of  Medicine,  New  Haven,  Connecticut. 

Paper  delivered  at  the  AM  A Congress  of  Medical  Ethics, 
May  1973,  Washington,  D.C. 


however,  with  specific  problems  of  professional 
values  and  conduct.  The  rules  and  propositions  about 
such  values  and  conduct  have  largely  been  formu- 
lated by  physicians.  The  supervision  of  such  conduct, 
with  the  exception  of  the  relatively  rare  cases  of  vio- 
lation of  the  criminal  code,  has  been  almost  exclus- 
ively in  the  hands  of  physicians  — until  now.  Only  very 
recently  have  new  thoughts  and  procedures  emerged, 
and  new  influences  appeared.  The  reason  for  the 
increased  interest  in  medical  ethics  lies  in  the  host 
of  complex  and  difficult  problems  caused  by  the 
rapidly  changing  technology  and  by  social  changes. 
The  most  important  of  these  changes  is  recognition 
of  the  consumer’s  rights  to  influence  and  even  to 
determine  the  scope  and  nature  of  services  rendered 
him.  Today  medical  ethics  is  no  longer  the  sole  con- 
cern of  the  medical  profession. 

One  approach  to  establishing  the  scope  of  medical 
values  would  be  to  study  empirically  how  medical 
students  are  acculturated  or  indoctrinated  to  behave 
in  certain  ways  and  to  adhere  to  certain  rules  of  con- 
duct. Much  of  this,  like  all  learning  of  values,  is 
accomplished  by  example  rather  than  by  sermon,  by 
reinforcement  through  praise  and  professional  ad- 
vancement or  by  censure  or  blocking  of  opportun- 
ities. While  we  know  relatively  little  of  the  details  of 
how  such  learning  takes  place,  we  have  a fair  degree 
of  general  agreement  on  what  these  values  are  that 
we  want  the  student  physician  to  acquire.  Whether 
students  do  acquire  these  values,  and  to  what  extent, 
is  another  matter. 

What  are  these  professional  values?  I will  list 
seven,  in  the  manner  of  the  seven  virtues:  Helpful- 
ness, appreciation  of  knowledge,  professional  com- 
passion, fortitude,  and  finally  what  psychoanalysts 
might  call  the  anal  virtues  — cleanliness,  reliability 
and  parsimony.  Salus  aegroti  lex  suprema  or  the 
well-being  of  the  patient  is  the  supreme  law. 

The  rendering  of  help,  the  first  value,  has  as  its 
corollary  the  injunction  against  infliction  of  harm; 
thus  medicine’s  other  strong  dictum  is  “above  all 
don’t  do  any  harm”  (primum  non  nocere).  The  nature 
of  medical  interventions  makes  this  mandatory.  No- 
where else  in  our  culture  is  a person  as  naked  and 
potentially  vulnerable  as  when  he  is  a patient.  He 
has  to  reveal  the  secrets  of  his  body  and  his  mind; 
he  may  be  cut,  burned  or  asked  to  ingest  dangerous 
substances.  This  requires  extraordinary  protections. 
The  principle  of  “primum  non  nocere”  which  unfor- 
tunately is  quite  vague  must  be  deeply  ingrained  in 
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every  physician.  We  do  not  know  how  often  the 
supreme  rule  is  violated  by  technological  or  moral 
failure.  We  have  no  hard  data  on  immoral  profes- 
sional behavior  except  in  extreme  cases  when  some 
offenders  are  convicted.  It  is  my  impression  that  the 
protection  depends  on  the  development  of  profes- 
sional conscience  rather  than  on  law  enforcement. 
If  one  considers  how  little  attention  is  paid  to  the 
systematic  development  of  conscience  in  the  educa- 
tion of  physicians  and  how  often  temptation  occurs, 
it  is  amazing  how  little  goes  wrong.  At  least  this  is 
my  impression  from  clinical  observations. 

It  is  difficult  to  state  in  general  terms  which  popu- 
lations physicians  are  supposed  to  help  and  to  what 
extent  such  help  is  necessary.  How  specific  is  our 
sphere  of  activities  and  how  universal  is  our  target 
population?  There  is  one  concept,  coined  by  Talcott 
Parsons  in  his  sociological  analysis  of  the  medicinal 
profession,  which  is  pertinent  in  a discussion  of 
helpfulness.  It  is  his  concept  of  collectivity-orienta- 
tion rather  than  self-orientation.  By  collectivity-or- 
ientation, Parsons  refers  to  the  vested  interest  of  the 
patient  rather  than  the  interest  of  the  physician. 
Physicians  are  expected  to  work  for  the  benefit  of 
mankind  rather  than  for  their  own  benefit.  There 
are  important  derivatives  from  this  assumption.  Phy- 
sicians are  expected  to  charge  reasonable  and  not 
excessive  fees  for  their  service.  They  are  not  sup- 
posed to  receive  any  other  benefits  than  to  earn  a 
livelihood  commensurate  with  the  importance  of 
their  service.  Because  they  are  supposed  to  serve 
mankind  and  not  be  subject  to  the  ordinary  rules  of 
the  market  they  have,  in  the  U.S.A.  at  least,  con- 
siderable latitude  in  charging  for  their  services.  They 
are  not  to  advertise  or  compete  in  any  form,  or  to 
imply  they  are  better  than  their  colleagues.  The  pa- 
tients are  not  to  be  encouraged  to  shop  around.  The 
embargo  on  advertising  and  shopping  implies,  of 
course,  that  the  patient  may  get  less  information  on 
health  delivery  than  he  would  in  buying  a meal  in  a 
restaurant,  a vacation  package,  or  a car.  Let  me  also 
stress  at  this  point  that  collectivity-orientation  is  an 
ideal,  a goal  we  never  reach.  Why  we  prefer  to  state 
such  absolute  goals  and  at  the  same  time  obscure 
the  fact  that  for  the  overwhelming  number  of  physi- 
cians the  profession  of  medicine  is  a way  to  make  a 
living,  to  satisfy  all  kinds  of  intellectual  and  emo- 
tional needs  and  to  gain  status,  is  puzzling. 

One  very  specific  aspect  of  helping,  which  com- 
prises our  second  value,  is  what  Albert  Schweitzer 
called  an  affirmation  of  life  or,  stated  obversely,  a 
commitment  to  fight  and  delay  individual  death. 
The  commitment  is  strong,  often  absolute,  and  be- 
comes deeply  ingrained  in  the  process  of  medical 
education.  To  fight  death  at  all  costs  — often  without 


any  regard  for  the  feelings  and  needs  of  the  patieni 
and  his  family  — can  be  troublesome  and  conflicting. 
It  is  quite  noteworthy  that  new  ideas  about  death  ! 
and  dying,  new  concepts  about  the  right  to  live  and 
the  right  to  die,  are  emerging. 

Second,  the  value  placed  by  the  medical  prac- 
titioner on  knowledge  and  intellectual  honesty  is 
very  high.  When  I worked  on  admissions  commit- 
tees, I could  discern  only  two  criteria  for  admitting  : 
a student:  One  was  the  subjective  criterion  of  wheth- 
er members  of  the  committee  liked  the  applicant; 
the  other  was  the  more  objective  one  of  assessing  the 
candidate’s  knowledge  and  intelligence  by  intelli- 
gence tests,  MCAT  scores,  and  college  grades.  The 
faculty  of  medical  schools,  and  physicians  in  general, ' 
are  committed  to  a system  of  scientific  medicine. 
Hence,  we  value  and  possibly  over-value  intellectual 
power.  We  also  try  to  teach  — not  always  successfully  I 
— intellectual  honesty:  to  be  aware  of  one’s  limitation 
of  knowledge;  to  distinguish  knowledge  from  half- 
knowledge and  ignorance;  to  apply  rules  of  evidence  1 
to  one’s  professional  activities.  This  does  not  mean 
that  what  we  consider  truth  needs  automatically  to 
be  shared  with  the  patient.  However,  in  this  sphere 
too,  some  new  and  interesting  ideas  of  what  good 
medical  practice  should  be  are  emerging. 

The  third  value  is  professional  compassion.  There 
are  probably  more  complaints  by  patients  and  their 
families  about  lack  of  kindness  and  sympathy  than; 
about  any  other  fault.  When  patients  are  helpless 
and  dependent,  they  want  kindness,  affection  and 
love  as  much  as  competence.  They  do  not  realize  that 
such  attitudes  may  at  times  interfere  with  the  tasks 
of  professional  medicine.  As  Charles  Aring  put  it 
so  well,  physicians  must  develop  empathy  rather  tham 
sympathy.  Nowhere  may  the  golden  rule  be  more: 
properly  applied  than  in  practicing  with  unobstrusive 
empathy  and  with  regard  for  the  patient’s  need  for 
privacy  and  self-respect.  Probably  we  go  too  far  ini 
teaching  emotional  detachment  — or  as  Parsons  calls 
it,  affective  neutrality  — in  our  medical  schools.  There 
is  considerable  evidence  that  first-year  students  withi 
real  warmth  become  cold  and  detached  as  they  pro-, 
gress  in  their  medical  education.  By  the  time  they 
graduate,  not  only  have  their  feelings  been  blunted  : 
but  any  concern  for  the  psychosocial  aspects  of  medi-l! 
cal  practice  has  been  minimized  too. 

The  fourth  value  is  fortitude.  By  this  I mean  not 
only  the  extraordinary  physical  stamina  which  is 
required  by  most  types  of  medical  practice;  I refer 
as  well  to  courage.  It  requires  courage  to  make  awe- 
some decisions  with  less  than  full  knowledge  and  to 
accept  all  too  often  and  in  the  final  count  at  all  times 

defeat.  Physicians  must  be  able  to  play  a good  and 
fair  game  — which  can  be  won  only  temporarily  — wit! 
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a stiff  upper  lip  and  courageous  optimism. 

And  now  to  the  anal  virtues.  Probably  cleanliness 
cannot  be  called  a virtue,  but  a character  trait,  highly 
developed  in  countries  which  esteem  the  importance 
of  plumbing,  like  the  U.S.A.  It  may  be,  however,  the 
one  trait  in  a culture  with  strong  hygienical  interests 
;that  we  are  really  able  to  ingrain  successfully.  Even 
in  the  days  of  vehement  student  protest,  medical 
students  when  they  appeared  on  the  wards  look- 
ed like  members  of  the  establishment.  There  was 
some  occasional  fuss  over  a beard  (actually  not  over 
the  bacterial  count  but  over  the  appurtenance’s 
symbolic  political  significance)  but  never  any  oc- 
casion to  fuss  over  clean  shirts  and  fingernails.  In 
moments  of  pessimism,  I have  thought  cleanliness 
to  be  the  only  trait  which  health  workers  really  ac- 
quire. The  second  anal  virtue  poses  some  problems. 
Working  in  an  environment  such  as  a modern  hos- 
pital with  complex  technologies,  physicians  must 
perform  reliably  and  punctually  and  follow  elaborate 
schedules.  Reliability  in  dealing  with  patients  suf- 
fering from  acute  diseases  and  requiring  emergency 
procedures  is  high.  When  it  comes  to  the  long  pull 
that  is  necessary  with  patients  with  chronic  dis- 
eases, physicians  are  less  reliable;  they  are  less  likely 
to  stay  with  these  patients  no  matter  what,  and  much 
of  the  unnecessary  suffering  of  such  patients  occurs 
because  they  are  physically  and  psychologically 
abandoned.  Of  course,  it  is  psychologically  very  tax- 
ing to  continually  support  chronic  patients  and  care 
for  them.  The  problems  arising  from  a certain  lack 
of  interest  in  the  chronically  ill,  the  aged,  patients 
with  long-lasting  mental  diseases  and  mental  re- 
tardation actually  make  one  wonder  whether  the  care 
of  such  patients  should  remain  the  primary  respon- 
sibility of  physicians,  rather  than  of  nurses. 

Finally  in  the  list  of  values  I want  to  comment  on 
parsimony.  We  admonish  students  to  be  intellec- 
tually parsimonious  in  making  diagnoses,  frequently 
doing  injustice  to  the  complexities  of  coexisting  com- 
plaints and  dysfunctions  of  our  patients.  We  are 
certainly  not  teaching  students  and  physicians  to  be 
parsimonious  in  the  use  of  diagnostic  and  therapeutic 
procedures.  Indeed,  there  is  an  almost  flagrant  dis- 
regard by  physicians  in  teaching  centers  for  the 
economic  interest  of  the  patient.  I am  also  struck 
with  the  lack  of  concern  to  teach  economics  of  health 
care  in  our  medical  schools.  Economic  realities  are 
simply  denied.  The  shock  of  encountering  these  real- 
ities relatively  late,  when  the  physician  enters  prac- 
tice, is  considerable  and  may  be  responsible  in  part 
for  the  unrealistic  and  defensive  attitude  physicians 
have  toward  the  economic  problems  of  health  care. 

Having  discussed  the  seven  values  or  virtues,  I 
want  to  knock  down  any  assumption  that  our  value 


problems  in  medicine  exist  because  we  are  unable 
to  attain  these  values.  Life  is  not  an  elementary 
school  and  we  are  not  necessarily  examined  and 
flunked  because  we  do  not  reach  a certain  standard. 
It  is  rather  the  conflicts  between  these  values  which 
plague  us.  The  need  for  knowledge  may  conflict  with 
the  desire  to  help.  One  of  the  most  obvious  and 
troublesome  conflicts  is  posed  by  clashing  profes- 
sional loyalties.  I have  deliberately  not  included 
loyalty  in  my  list.  If  we  talk  of  loyalty  to  one’s  profes- 
sional organization  or  to  any  form  of  establishment, 
it  smacks  too  much  of  conformity  and  obedience, 
which  are  not  necessarily  virtues.  There  are,  how- 
ever, questions  of  conflicting  loyalties  — to  one’s  pa- 
tients, to  organizations  which  employ  the  patient 
and  possibly  the  physician,  to  health  bureaucracies 
or  to  institutions  of  the  community.  In  general  our 
loyalty  to  the  individual  patient  is  much  stronger 
than  our  loyalty  to  organizations  and  communities. 
Yet  there  is  at  times  strong  conflict  between  different 
loyalties,  particularly  in  the  areas  of  reporting  about 
the  patient  without  his  consent  or  performing  cer- 
tain medical  experiments  on  human  beings.  In  my 
opinion  it  is  more  important  to  explore  such  con- 
flicts with  the  methods  of  the  social  sciences  and 
learn  about  possible  solutions  than  to  engage  in 
moralistic  preaching  or  prescription. 

Sociologists  are  somewhat  vague  about  the  defi- 
nition of  a profession.  For  our  purposes  it  is  satis- 
factory to  call  a profession  an  organized  group  of 
experts  in  basic  sciences  or  technology  or  in  both, 
which  are  important  for  large  segments  of  the  popu- 
lation and  require  intensive  and  usually  lengthy 
training  given  at  universities.  If  these  conditions 
exist,  the  experts  require  and  obtain  from  the  leader- 
ship of  the  people  special  privileges,  such  as  auton- 
omy in  conducting  their  affairs  and  setting  rules  of 
conduct,  and  in  some  cases  a special  status  in  courts 
of  law.  Usually  professions  enjoy  high  prestige  in 
society.  Freidson  in  an  interesting  book  calls  medi- 
cine the  most  organized  profession.  He  also  admon- 
ishes it  for  its  authoritarianism  and  its  dominance 
over  other  health  professions.  Although  I will  not 
deny  the  existence  of  medical  authoritarianism,  some 
of  Freidson’s  observations  did  not  impress  me  as 
objective  or  bolstered  by  convincing  data.  However, 
a critique  of  Freidson’s  work  is  not  the  purpose 
of  this  paper.  I would  rather  discuss  from  the  point 
of  view  of  ethics  (1)  the  main  value  of  the  medi- 
cal profession,  i.e.  health,  (2)  the  most  basic  rela- 
tionships of  physicians  to  patients  — the  fiduciary 
relationship  and  its  possible  alternatives,  and  (3) 
the  relationship  of  medicine  to  other  health  pro- 
fessions and  occupations. 
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Obviously,  health  is  our  main  concern,  our  es- 
sential goal.  What  is  its  value?  It  is  difficult  to  say. 
Just  as  water  has  practically  no  value  if  the  supply 
is  ample,  but  is  priceless  to  anyone  lost  in  the  desert 
and  dying  from  thirst,  health  may  seem  relatively 
unimportant  to  those  free  from  disease  and  very 
important  to  those  who  suffer  from  it.  Strangely, 
health  is  given  more  importance  by  the  upper  and 
middle  classes  than  by  the  lower  classes.  And  I do 
concur  with  Freidson  that  the  question  of  health  is 
more  important  to  the  health  professional  than  to 
the  average  citizen.  Of  course,  this  can  be  said  about 
other  professions  too:  Religion  is  more  important 
to  the  minister  than  to  the  parishioner  and  law  more 
important  to  the  lawyer  than  it  normally  is  to  his 
client.  As  all  resources  are  scarce  — so  economists 
tell  us  — the  question  is  how  valuable  health  is  com- 
pared with  other  values:  opportunities  for  educa- 
tion, and  proper  employment,  housing,  or  leisure. 
As  priorities  of  such  values  have  to  be  established, 
the  question  as  to  the  value  of  health  is  pertinent. 
It  becomes  even  more  pertinent  if  we  become  more 
specific  about  what  kind  of  health  we  have  in  mind. 
Even  if  we  do  not  accept  the  broad  and  vague  defini- 
tion of  health  by  WHO,  it  is  difficult  to  say  precisely 
what  health  as  defined  by  the  absence  of  physical 
illness  means.  I cannot  go  into  details  on  this  point. 
Just  let  me  state  that  health  is  not  determined  mere- 
ly by  biological  factors;  it  has  to  be  defined  in  a 
social  context.  It  is  even  more  difficult  to  state  what 
mental  health  means.  Yet,  when  we  speak  of  the 
right  to  health,  one  of  the  eloquent  slogans  of 
modern  health  delivery,  it  becomes  important  to 
state  just  what  kind  of  health  and  how  much  health 
citizens  are  entitled  to.  Certainly  the  problem  is  not 
just  an  economic  problem;  nevertheless,  the  ethical 
postulate  of  the  right  to  health  has  strong  economic 
undertones.  Economists  point  out  that  determining 
the  priorities  at  the  margin,  i.e.  the  determination 
of  what  additional  benefits  can  be  obtained  at  what 
additional  cost,  is  the  key  problem.  To  establish  such 
priorities  within  the  health  field  often  poses  the 
need  to  make  awesome  decisions,  too.  Certainly, 
the  ethics  of  such  policy  decisions  deserves  care- 
ful study. 

Freidson  made  a point  of  medical  authoritar- 
ianism toward  patients  and  the  dominance  of  the 
medical  profession  over  other  health  professionals 
and  health  workers.  In  itself,  dominance  is  not  un- 
ethical. It  may  serve  a good  and  necessary  purpose. 
Until  a relatively  short  time  ago,  physicians  and 
surgeons  were  the  only  health  professionals  on  the 
scene  and  had  to  dominate  auxiliary  health  occupa- 
tions. Only  in  the  later  part  of  the  19th  century 
did  related  professions  develop:  dentistry,  nursing. 


pharmacy,  medical  social  work,  etc.  In  spite  of  the 
professionalization  of  nursing,  nurses  have  played 
second  fiddle  in  the  health  field  and  seemed  to  be 
before  the  start  of  the  women’s  liberation  move- 
ment—quite  satisfied  with  a somewhat  dependent 
role.  I would  argue  that  in  general  the  dominance 
of  physicians  in  face  of  an  enormous  proliferation 
of  health  professions  and  occupations  may  be  nec- 
essary. According  to  Rawls,  inequalities  are  ac- 
ceptable if  the  system  functions  better  with  such 
inequalities  than  without  them.  I believe  that  health 
care  systems  function  better  with  medical  dom- 
inance than  without  it.  If  anything,  a clearer  defini- 
tion of  leadership  is  needed;  any  patient  who  has 
ever  got  lost  in  the  maze  of  the  modern  health  system 
can  testify  to  this.  At  present  no  one  but  the  physi- 
cian has  the  level  of  qualification  for  leadership  in 
such  a function.  I do  not  deny  that  the  existing  sys- 
tem does  not  work  as  well  as  it  should,  nor  that  both 
the  leadership  of  the  team  and  the  cooperation  of 
its  members  could  be  vastly  improved. 

The  most  basic  aspect  of  the  relationship  of  phy- 
sician and  patient  has  been  termed  the  fiduciary 
aspect.  A person  ignorant  in  the  science  of  health 
and  suffering  from  illness  obtains  help  from  a know- 
ing expert.  Therefore,  the  patient  must  trust  the 
physician.  As  a student  of  human  behavior  I am  fully 
aware  that  trust  is  a basic  ingredient  of  a good 
doctor-patient  relationship.  If,  however,  trust  implies 
that  the  expert  always  knows,  is  in  every  way  com- 
petent to  guide  and  direct,  and  that  the  patient  has 
to  accept  whatever  information  is  given  him  (and 
often  the  information  equals  zero)  and  obediently 
follow  the  authoritarian  physician’s  orders,  I highly 
question  the  scheme.  Essentially,  the  fiduciary 
relationship  assumes  — to  put  it  in  terms  of  transac- 
tional analysis,  a new  populist  school  of  psychology 
the  relationship  of  an  adult  to  a child.  There  are,  of 
course,  such  relationships  in  medical  practice  — in  the 
fields  of  pediatrics,  mental  retardation,  and  in  some 
aspects  of  psychiatry.  These  special  conditions  re- 
quire special  considerations  of  trusteeship  which 
I will  not  go  into  at  this  time.  The  typical  relation- 
ship, however,  ought  to  be  conceived  as  that  of  a 
suffering  adult  with  an  expert  adult.  There  are  vast 
technological  areas  where  the  patient  would  be  un- 
wise not  to  accept  the  expert’s  opinion;  there  are 
others  where  technology  is  uncertain  or  where  de- 
cisions depend  on  non-technological  considerations, 
and  patients  need  not  blindly  follow  an  order  but 
should  seek  to  reach  an  agreement  based  on  shared 
inlormation.  One  of  the  striking  changes  in  the  last 
100  years  is  that  not  only  do  doctors  know  more 
but  patients  too  — at  least  some  upper  and  middle  class 
patients  — have  more  information.  In  some  areas  in- 
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formed  patients  know  more  than  doctors  did  a gen- 
eration ago.  This  in  itself  demands  new  ways  of 
dispensing  information,  new  patterns  of  consent 
and  cooperation.  When  I was  a medical  student 
about  forty  years  ago,  most  of  the  discourse  of  doc- 
tors in  front  of  patients  was  conducted  in  Latin. 
This  was  better  than  talking  in  the  presence  of  pa- 
tients in  their  native  language  without  any  consider- 
ation of  what  such  talk  might  mean  to  them  — as  if 
they  were  non-persons,  as  Rosenhan  put  it.  However, 
the  use  of  Latin  as  the  language  of  professional 
discourse  exemplified  the  physician’s  need  to  with- 
hold information  and  share  it  only  at  his  discretion. 
The  new  ethos  is  that  of  emphasizing  action  based 
on  cooperation  and  the  sharing  of  information  even 
beyond  such  matters  as  informed  consent  in  experi- 
ments and  risky  procedures.  The  trend  is  toward  a 
fair  contract  between  doctors  and  patients.  The  re- 
lationship ought  still  to  contain  a crucial  element 
of  trust.  However,  it  is  not  simply  a fiduciary  re- 
lationship characterized  by  justice  and  fairness 
between  a paying  consumer  of  health  (remember, 
somebody  always  pays  — even  if  it  is  not  direct  pay- 
ment by  the  patient)  and  a paid  provider  of  health. 
Two  of  the  eminent  scholars  in  the  field  of  medical 
ethics,  Andre  Hellegers  and  Albert  Jonson,  are  work- 
ing on  this  problem,  and  I am  looking  forward  to 
the  publication  of  their  deliberations.  I clearly  see 
as  one  of  our  tasks  the  reexamination  of  our  au- 
thoritarianism in  its  many  forms  with  a view  to  re- 
ducing it,  in  favor  of  a new  concept  of  just  distribu- 
tion and  fair  contracts. 

Physicians  — at  least  the  traditionalists  in  the 
field  — cringe  when  they  hear  the  terms  provider  and 
consumer  of  medical  care.  In  their  minds  these  are 
terms  borrowed  from  industry  and  are  not  suited  to 
describe  a professional  relationship.  As  Lewis  Thom- 
as has  observed,  it  is  demeaning  to  many  physicians 
if  one  talks  of  our  professional  activites  as  if  we  were 
producing  appliances  or  garments.  Of  course,  we 
are  not  in  the  manufacturing  business.  But  we  do 
provide  a service,  viz.  medical  care,  and  to  differ- 
entiate such  a service  from  other  services  is  not  as 
clear-cut  as  we  would  like  to  believe.  The  service 
we  provide  is,  to  be  sure,  of  a highly  personal  nature; 
it  is  rendered  to  people  who  are  frequently  helpless 
and  in  great  distress,  and  it  is  often  of  considerable 
scientific  and  technical  complexity.  This,  in  my 
opinion,  justifies  physicians  in  claiming  the  special 
status  of  a profession  and  its  privileges  and  rights. 
But  it  is  no  longer  justified  to  consider  these  privi- 
leges as  eternal  or  divine  or  to  take  them  for  granted. 
The  last  sentence  of  the  Hippocratic  Oath  affirms: 
“While  I continue  to  keep  the  Oath  unviolated,  may 
it  be  granted  to  me  to  enjoy  life  and  the  practice  of 


the  art,  respected  by  all  men,  in  all  times.  But  should 
I trespass  and  violate  this  Oath  may  the  reverse  be 
my  lot.”  In  modern  times  such  a statement  of  respon- 
sibilities and  privileges  needs  to  be  spelled  out  in 
considerable  contractual  detail.  In  the  formulation 
of  these  new  contracts,  the  rights  and  responsibilities 
will  involve  both  provider  and  consumer,  i.e.  phy- 
sician and  patient.  It  is  likely  that  providers  will  not 
be  as  free  to  determine  and  interpret  the  rules  gov- 
erning such  relationships  as  they  were  in  the  past. 
The  provider  will  still  make  decisions  when  tech- 
nological problems  are  the  essential  issue  but  he 
will  share  his  responsibilities  with  the  consumer 
when  humanistic  issues  are  at  stake.  It  will  not  al- 
ways be  easy  to  distinguish  between  humanistic  and 
technological  issues. 

There  will  also  be  other  professionals  serving 
as  expert  consultants  and  advisors  to  consumers  and 
physicians,  and  occasionally  even  as  the  consumer 
representative.  In  my  opinion  social  scientists  ought 
to  figure  prominently  in  such  endeavors.  Econo- 
mists, with  their  knowledge  of  distribution,  man- 
power, resources,  products,  costs  and  benefits,  and 
psychologists,  sociologists  and  social  anthropologists 
with  their  knowledge  of  individual  and  group  mo- 
tivations and  cultural  values,  will  be  able  to  con- 
tribute to  analysis  and  understanding  of  these 
issues.  Lawyers  can  make  important  contributions 
in  arriving  at  fair  contractual  arrangements  and 
legal  formulations  of  policies.  Ministers  and  secular 
philosophers  have  had  a profound  interest  in  moral 
and  ethical  problems  since  the  dawn  of  recorded 
history.  With  the  decline  of  theodicy  and  the  increase 
of  secular  concerns  of  churches,  ministers  today  are 
paying  greater  attention  to  moral  problems  and 
some  are  making  outstanding  contributions  both 
to  axiology  and  to  the  acute  problems  we  are  facing 
in  respect  to  dying  patients,  transplantations,  gen- 
etics, behavior  control,  and  human  experiments. 
Many,  unfortunately,  are  just  preaching  or  engaged 
in  well-meaning  activism  and  this  is  not  the  same  as 
ethical  analysis.  Certainly  anyone  who  can  make 
helpful  contributions  ought  to  be  welcome  in  this 
field.  It  should  be  kept  in  mind,  however,  that  the 
rational  analysis  of  ethical  problems  is  just  one  ap- 
proach with  very  specific  limitations.  I am  also  look- 
ing with  some  concern  at  the  growing  influence  of 
health  administrators  in  matters  of  medical  ethics. 
The  prospect  of  undue  influence  on  the  part  of  the 
health  bureaucracy  — and  there  are  indications  of  such 
a trend  — is,  because  like  everybody  else  these  bureau- 
crats are  self-serving,  a potential  threat  to  provider 
and  consumer  alike. 

I close  my  remarks  with  the  plea  to  physicians 
to  be  neither  too  aggressive  nor  too  defensive  in 
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matters  of  ethics.  We  should  not  rule  the  field  of 
medical  ethics,  nor  should  we  either  back  out  of  it 
or  assume  the  blame  for  all  past  failures.  After  all, 
we  have  not  done  so  badly.  When  1 compare  the 
great  profession  of  medicine  — with  its  enormous  and 
rapid  technological  changes  which  have  created  so 
many  difficult  new  problems  with  the  great  profes- 
sion of  law  — in  which  technological  innovations  (with 
the  exception  of  bugging)  have  been  virtually  absent 
and  relatively  few  fundamental  changes  have  oc- 
curred I can  only  come  to  the  conclusion  that  we  are 
lar  less  archaic  than  some  critics  would  make  us 
out  to  be. 
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:ri ption : Bactrim  is  a synthetic  antibacterial  combination  prod- 
available  in  scored  light-green  tablets,  each  containing  80  mg 
ethoprim  and  400  mg  sulfamethoxazole. 

lethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine, 
a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
weight  of  290.3. 

amethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
,|most  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lar weight  of  253.28. 

jns:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
ihydrofolic  acid  by  competing  with  para- aminobenzoic  acid, 
lethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
ofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
ime,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
itive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
intial  to  many  bacteria. 

:tro  studies  have  shown  that  bacterial  resistance  develops  more 
,|y  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
e. 

itro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
erial  activity  of  Bactrim  includes  the  common  urinary  tract 
iogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
ng  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
a-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
ties. 
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nan  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
linistration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
i are  similar  to  those  achieved  when  each  component  is  given 
te.  Peak  blood  levels  for  the  individual  components  occur  one 
aur  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
role  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
y the  same  regardless  of  whether  these  compounds  are  admin- 
red  as  individual  components  or  as  Bactrim.  Detectable 
runts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
id  24  hours  after  drug  administration.  Free  sulfamethoxazole 
trimethoprim  blood  levels  are  proportionately  dose-dependent, 
repeated  administration,  the  steady-state  ratio  of  trimethoprim 
ulfamethoxazole  levels  in  the  blood  is  about  1:20. 
famethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
i-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
metabolized  forms.  The  free  forms  are  considered  to  be  the 
rapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
im  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
3d.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
reases  the  protein  binding  of  trimethoprim  to  an  insignificant 
;ree;  trimethoprim  does  not  influence  the  protein  binding  of 
:amethoxazole. 

retion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
r filtration  and  tubular  secretion.  Urine  concentrations  of  both 
:amethoxazole  and  trimethoprim  are  considerably  higher  than 
the  concentrations  in  the  blood.  When  administered  together 
in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
urinary  excretion  pattern  of  the  other. 

ications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
;ntly , indole-positive  proteus  species). 

jortant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
is  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
ly  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
itraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
jgnancy  and  during  the  nursing  period  (see  Reproduction 
idies). 

rnings:  Deaths  associated  with  the  administration  of  sulfonamides 
/e  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
nethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
tients  concurrently  receiving  certain  diuretics,  primarily  thia- 
les,  an  increased  incidence  of  thrombopenia  with  purpura  has 
en  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crysta lluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported, with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C./V.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 
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How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose,R'  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg-sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed- when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 
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Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 
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Prepaid  Group  Practice  And  HMOs: 
Separating  The  Rhetoric  From  The  Reality 

John  M.  Glasgow,  Ph.D.* * 


Abstract  — The  present  debate  surrounding  HMO’s 
in  general  and  the  prepaid  practice  approach  in 
particular  serves  to  illustrate  the  very  real  danger 
that,  in  the  attempt  to  suggest  viable  modifications 
and/or  alternatives  to  the  present  medical  care  de- 
livery system,  expectations  of  specific  results  may 
be  created  which  are  not  totally  justified  or  deliver- 
able. This  article  in  recognizing  both  advantages  and 
disadvantages  associated  with  HMO’s  and  prepaid 
group  practices  suggests  a number  of  factors  which 
should  be  considered  prior  to  taking  a final  position 
either  in  support  of,  or  in  opposition  to,  these  de- 
livery forms.  In  particular,  the  author  cautions 
against  advocating  solutions  to  complex  problems 
based  on  fragmentary  and  simplistic  evidence. 

Prepaid  Group  Practice  and  HMO’s 

Before  attempting  to  separate  rhetoric  from  real- 
ity, however,  it  might  be  well  to  distinguish  between 
prepaid  group  practice  and  the  Health  Maintenance 
Organization  strategy  since  many  people  confuse  the 
two  concepts. 

The  concept  of  group  practice  of  medicine  is 
neither  new  nor  newly  advocated.  Even  the  prepaid 
group  practice  approach  has  been  around  for  some 
time.  In  contrast,  the  legislative  introduction  of  the 
HMO  idea  first  came  in  1970  in  the  form  of  an  op- 
tion (Part  C)  under  Medicare.  By  the  time  of  the 
President’s  1971  Health  Message  the  HMO  had  been 
promoted  to  role  of  the  principal  vehicle  for  reor- 
ganizing the  medical  care  system.  Since  that  message 
the  Administration,  on  numerous  occasions,  has 
repeated  its  support  for  the  HMO  as  an  alternative 
method  of  health  care  delivery.  Most  recently,  the 
support  took  the  form  of  having  introduced  in  both 
the  House  (H.R.4871)  and  the  Senate  (S.972)  the 
Administration  sponsored  Health  Maintenance  Or- 
ganization Act  of  1973. 

DR.  JOHN  M.  GLASGOW,  Assistant  Professor,  Department 
of  Community  Medicine  and  Special  Assistant  to  the  Vice-Presi- 
dent (Health),  University  of  Connecticut  Health  Center,  Farming- 
ton,  Connecticut. 

*This  article,  although  substantially  revised,  draws  heavily  on 
Prepaid  Group  Practice  as  a National  Health  Policy,"  in  the 
March  19  >2  issue  of  Inquiry,  which  included  extensive  footnotes. 
This  present  article  contains  no  footnotes.  Readers  who  desire 
the  references  should  write  the  author. 


The  Administration  is  not  alone,  however,  in  its 
support  of  HMO’s.  In  addition  to  the  Roy  (H.R.51) 
and  Kennedy  (S14)  bills  which  provide  for  federal 
aid  for  the  development,  establishment  and  opera- 
tion of  HMO’s,  elements  of  this  strategy  can  be  seen 
in  a wide  variety  of  other  bills  and  proposals.  For 
example,  the  Social  Security  Amendments  of  1972 
(H.R.l)  in  the  provisions  relating  to  Medicare  and 
Medicaid  (Title  II)  authorizes  reimbursement, 
through  a single  capitation  payment,  to  qualified 
HMO’s  making  available  such  Part  A and  B services 
as  would  otherwise  be  available  in  the  area. 

The  HMO  as  a concept,  however,  differs  from 
prepaid  group  practice  in  more  significant  ways 
than  merely  length  of  time  in  our  vocabulary.  For 
example,  the  Department  of  Health,  Education,  and 
Welfare  has  stated  that  “HMO  is  a generic  term, 
encompassing  a variety  of  organizational  structures 
and  approaches,  which  have  in  common  the  com- 
bination of  financing  and  delivery  mechanisms  so 
that  both  consumers  and  providers  have  a stake  in 
maintaining  health  and,  when  services  are  required, 
in  assuring  the  most  efficient  and  effective  use  of 
available  facilities  and  services.”  This  rather  general 
definition  of  an  HMO  has  been  made  more  explicit 
in  other  documents  which  have  named  essential 
components  which  any  HMO  must  contain  or  pro- 
vide. Basically  these  involve  the  provision  of  a 
stipulated,  although  not  necessarily  uniform,  set  of 
comprehensive  benefits  to  a voluntarily  enrolled 
population  paid  for  on  a prepaid  capitation  basis. 
The  important  point,  however,  is  that  these  compo- 
nents can  be  provided  through  a variety  of  public 
or  private  arrangements.  Prepaid  group  practice, 
hospital  or  non-hospital  based;  medical  care  founda- 
tions; health  care  programs  sponsored  by  medical 
schools,  industry,  or  neighborhood  health  centers 
all  could  serve  as  the  HMO  base.  Thus,  a prepaid 
group  practice  can  qualify  as  an  HMO,  but  an  HMO 
need  not  be  a prepaid  group  practice. 

Despite  the  fact  that  the  prepaid  group  practice 
approach  and  the  HMO  strategy  are  not  the  same 
thing,  many  of  the  comments  made  in  this  paper  are 
equally  applicable  to  both.  This  is  true,  first,  be- 
cause capitation  payment  is  seen  as  the  key  incentive 
to  efficient  performance  in  both  systems.  Second,  it 
is  clear  that  the  rationale  underlying  the  promo- 
tion of  HMO’s  is  essentially  that  used  to  advocate 
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the  widespread  adoption  of  the  prepaid  group  prac- 
tice organizational  form.  Indeed,  one  of  the  more 
ironic  aspects  of  the  Administration’s  support  of 
the  HMO  concept  is  that  it  is  based  on  advantages 
which,  if  they  can  be  realized  at  all,  are  derived  from 
the  characteristics  of  prepaid  group  practices  but 
which  are  unlikely  to  be  incorporated  into  other 
HMO  forms. 

Promotion  of  the  Group  Organization  of 
Physicians  and  the  Use  of  Prepaid  Capitation 

Both  HMO’s  and  prepaid  group  practice  plans 
share  a common  philosophical  and  theoretical  base. 
That  base  is  the  belief  that  the  group  organization 
of  physicians  and  the  use  of  a prepaid,  per  capita 
payment  mechanism  will  improve  the  production, 
distribution,  and  delivery  of  personal  health  care 
services.  The  rationale  for  this  belief,  in  turn,  derives 
from  the  existence  of  several  advantages  claimed  for 
group  practice  per  se  and  prepaid  group  practice  in 
particular.  These  claimed  advantages  include:  the 
potentialities  for  the  practice  of  scientific  medicine; 
the  introduction  of  sources  of  economy  of  operation; 
a better  division  of  labor  and  increased  utilization 
of  technology  with  consequent  improvements  in 
productivity;  the  reduction  of  hospitalization  rates 
and  the  utilization  of  other  expensive  services;  the 
improvement  of  the  quality  of  care  rendered  by  pro- 
viding easy  availability  of  peer  consultation,  better 
technical  facilities,  and  opportunities  for  physicians 
to  continue  their  professional  development  on  a 
regular  basis;  and,  the  reduction  of  the  financial 
barrier  to  the  patient  by  spreading  his  costs  of  care 
over  time  and  population  and  the  provision  of  a 
stable  and  known  source  of  revenue  to  the  group 
through  use  of  a prepaid  payment. 

The  apparent  advantages  to  the  provider  and  to 
the  public  explicit  in  the  foregoing  summary  suggest 
that  group  practice  and  the  prepaid  payment  mech- 
anism should  be  embraced  by  both  sides.  Yet,  de- 
spite some  very  significant  increases  in  both  the 
number  of  physicians  organized  into  groups,  al- 
though not  necessarily  in  prepaid  group  practices, 
and  the  population  receiving  their  care  from  these 
practices,  professional  response  in  general  has 
been  limited  and  public  endorsement  to  date  only 
lukewarm. 

The  specific  reasons  for  the  lack  of  overwhelming 
acceptance  of  an  approach  which  seems  to  offer  so 
much  to  all  involved  are  impossible  to  state  with 
absolute  certainty.  The  emphasis  on  a corporate 
approach  to  practice  is  distasteful  and  threatening 
to  many  private  practitioners  with  its  implications 
for  non-physician  control  over  the  practice  of  medi- 
cine. Yet  this  can’t  be  the  only  reason  since  many 


groups,  particularly  those  initiated  by  physicians, 
are  designed  primarily  to  meet  physician  needs. 
Similarly,  the  fear  of  patients  that  an  overemphasis 
on  efficiency  of  operation  and  cost  control  might 
result  in  a reduction  in  necessary  as  well  as  unnec- 
essary care,  while  a valid  concern,  is  partially  an- 
swered by  studies  which  show  that  the  quality  of 
care  rendered  in  most  prepaid  groups  equals,  and  in 
some  cases  exceeds,  that  prevailing  in  the  commu- 
nity at  large.  Perhaps  the  problem  boils  down  to  the 
fact  that  the  approach  suggested  involves  both  good 
and  bad  and  this  makes  it  difficult  to  assess  its  value. 
If  this  is  the  problem,  then  there  is  a need  to  ask 
whether  the  advantages  claimed  to  result  from 
group  organization  and  prepaid  payment  are  real 
and,  if  potentially  available,  how  real  is  the  expec- 
tation that  these  benefits  actually  will  be  realized. 

How  Real  and  Reasonable  are  the  Benefits  Claimed? 

In  attempting  to  assess  the  realism  of  the  benefits 
potentially  available  through  increased  group  or- 
ganization of  physicians  and  utilization  of  prepaid 
capitation  payments,  it  should  be  kept  in  mind  that 
the  advantages  to  be  gained  assume,  to  a great  de- 
gree, the  organization  developed  will  be  a large, 
multispecialty,  prepaid  group  health  plan.  At  pres- 
ent, neither  large  size  or  multispecialty  practices 
predominate  among  groups  despite  the  presence 
of  the  prepaid  giants  (Kaiser  Permante,  Health 
Insurance  Plan  of  New  York,  and  the  Group  Health 
Association  Plan).  In  fact,  between  1959  and  1969 
the  average  size  of  groups  declined  from  8.4  phy- 
sicians to  6.3  physicians  each.  Similarly,  although 
60.7  percent  (24,349)  of  the  total  group  physicians 
practiced  in  multispecialty  groups,  the  single  special- 
ty groups  as  a percentage  of  total  groups  increased 
from  25.4  percent  to  49.7  percent  in  the  same  period. 
In  short,  it  cannot  be  assumed  that  group  organi- 
zation will  necessarily  produce  the  size  and  kind  of 
organization  required  to  derive  the  desired  benefits. 

Access  to  Economies  of  Scale 

But  even  if  it  is  assumed  that  prepaid  multi- 
specialty groups  will  emerge  as  the  dominant  prac- 
tice form,  this  does  not  assure  the  assumed  benefits 
potentially  available  actually  would  be  realized.  For 
example,  one  of  the  major  arguments  advanced  in 
favor  of  prepaid  group  practice,  and  in  favor  of  the 
HMO  concept,  is  that  such  plans  have  access  to  cer- 
tain economies  of  scale.  That  is,  it  is  argued  that 
prepaid  groups  would  be  able  to  produce  “units” 
of  care  more  cheaply  because  of  an  ability  to  use 
its  size  to  obtain  more  efficient  production.  This 
argument  has  been  questioned  by  many.  Richard 
Bailey,  based  on  his  long-term  empirical  analysis  of 
San  Francisco  Bay  area  medical  practices,  claims 
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many  of  the  alleged  economies  of  scale  can  be  ob- 
tained by  physicians  independently  of  the  prepaid 
organization  through  pooling  of  facilities  and/or 
use  of  private  firms  as  a method  of  sharing  expen- 
sive technology  or  managerial  services.  Consequent- 
ly, Bailey  argues  the  economies  are  not  internal 
economies  and  that  physician  productivity  per  se 
is  the  same  regardless  of  the  organization  under 
which  he  practices. 

A number  of  criticisms  can  be,  and  have  been, 
made  of  Bailey’s  study  and  conclusions.  Neverthe- 
less, his  basic  argument  does  suggest  the  desirability 
of  closer  examination  of  the  alleged  existence  of 
economies  of  scale;  particularly  since  the  evidence 
in  support  of  the  existence  of  such  economies  is  not 
overwhelming.  For  example,  the  argument  in  sup- 
port of  their  existence  as  an  organizational  charac- 
teristic is  often  advanced  in  the  following  form: 

Even  as  economies  of  scale  exist  in  other  sectors 
of  the  economy,  so  do  they  exist  in  the  medical 
sector,  for  example,  in  hospitals.  We  can  also 
expect  that  they  would  be  present  in  groups  as 
contrasted  with  solo  practice.  It  is  surely  the  case 
that  solo  practice  involves  more  lumpiness,  more 
discontinuities,  more  large  discrete  jumps,  and 
therefore,  less  likelihood  of  operating  in  an  opti- 
mal manner  than  would  be  the  case  in  larger  units. 

Unfortunately,  this  apriori  assessment  of  the  na- 
ture of  hospital  cost  functions  has  not  been  docu- 
mented unequivocally.  Indeed,  at  present,  the  best 
evidence  available  suggests  that  if  economies  of 
scale  exist  in  the  hospital  industry  at  all,  they  are 
not  very  strong.  Therefore,  an  inferential  extension 
of  the  certainty  of  such  economies  to  groups  becomes 
even  more  suspect. 

Other  reasons,  less  theoretical  and  more  practical, 
can  be  advanced  to  support  the  view  that  the  claim 
of  group  practice  economies  may  be  more  potential 
than  realizable.  For  example,  one  study  has  sug- 
gested that  groups  with  less  than  30  physician  mem- 
bers would  be  unlikely  to  achieve  internal  financial 
returns  to  scale.  Yet  the  data  on  size  of  practices 
indicates  relatively  few  of  the  present  prepaid  groups 
(i.e.,  8-10  percent)  would  be  of  sufficient  size  to 
achieve  economies  of  scale  if  the  size  requirements 
estimated  were  correct.  Even  more  to  the  point,  the 
Director  of  the  Health  Services  Research  Center, 
Kaiser  Foundations  Hospital,  Portland,  Oregon, 
has  stated  that: 

There  is  no  reason  to  believe  that  the  signifi- 
cant contributions  of  prepaid  group  practice  in 
the  efficiency  of  medical  care  would  derive  from 
efficiencies  of  scale.  Efficiencies  of  scale  resulting 
from  internal  operating  efficiencies  of  a medical 


care  organization  ought  not  be  expected  to  provide 
a significant  magnitude  of  savings  even  if  they  do 
exist.  For  example,  there  is  no  reason  to  believe 
that  a PGP  system  could  produce  a single  unit  of 
hospital  care  more  economically  than  another 
hospital  of  the  same  size.  Nor  is  there  even  reason 
to  believe  that  the  PGP  system  could  provide  any 
single  visit  to  a doctor’s  office  more  cheaply  than 
other  practitioners. 

Similarly,  Max  Schoen,  a leader  in  the  field  of 
dental  prepaid  groups  has  written: 

Probably  the  biggest  misconception  ...  is  that 
a group  practice  is  much  more  economical  to  run 
than  a solo  fee-for-service  practice.  Most  overhead 
costs  are  in  salaries  and,  inasmuch  as  an  efficient 
group  increased  the  number  of  auxiliary  person- 
nel, we  can  expect  hourly  operating  costs  to  go  up. 
[Further,]  as  the  office  gets  larger,  the  structure 
gets  more  complex  . . . procedures  involving  time 
and,  consequently,  money  have  to  be  instituted. 

Increased  Physician  Productivity 

None  of  the  foregoing,  of  course,  disproves  the 
potential  existence  of  real  internal  economies  or 
proves  that  sufficient  size  to  capture  these  is  im- 
possible to  obtain.  It  does  suggest  quite  strongly 
the  gap  between  potential  and  actual.  More  to  the 
point,  it  suggests  that  in  the  desire  to  correct  obvious 
defects  in  the  present  system  we  may  construct  solu- 
tions which  attack  only  the  symptoms.  Specifically, 
the  real  problem  would  appear  to  be  not  in  the  or- 
ganization of  practice,  although  that  may  further 
exacerbate  the  situation,  but  in  the  way  in  which 
medical  care  is  delivered  in  every  form  of  practice.  I 
The  point  being  made  might  be  illustrated  best  by 
reference  to  a second  claimed  advantage  of  group 
practice  — the  opportunity  to  increase  physician 
productivity  by  better  utilization  of  his  own  time 
through  task  delegation  to  ancillary  personnel.  To 
support  this  claim,  several  studies  have  pointed  out 
the  greater  non-physician  personnel  to  physician 
ratio  and  the  higher  average  physician  incomes 
which  tend  to  prevail  in  groups  despite  a work  load 
substantially  similar  to  that  of  non-group  practices. 

It  is  assumed  that  the  very  presence  of  more  non- 
physician personnel  proves  task  delegation  of  part  of 
the  physician  function.  In  the  same  way,  the  higher 
average  income  is  taken  as  evidence  of  the  increased 
productivity  resulting  from  such  task  delegation. 
Admittedly,  the  problems  of  productivity  definition 
and  measurement  are  yet  unsolved.  As  a result, 
proxy  variables  must  be  substituted.  Nevertheless, 
it  is  difficult  to  understand  why  so  little  attempt  has 
been  made  to  demonstrate  that  function  transfer,  as 
opposed  to  functions  which  if  transferred  could  save 


586 


Connecticut  Medicine,  November,  1973 


physician  time,  is,  in  fact,  greater  under  group  ar- 
rangements than  in  other  forms  of  practice.  Even 
more  difficult  to  understand,  much  data  which  tends 
to  disprove  that  groups  do,  in  fact,  increase  function 
‘transfers  or  result  in  better  utilization  of  physician 
time  is  virtually  ignored.  For  example,  numerous 
studies  have  indicated  that  the  form  of  medical  prac- 
tice carried  out  in  most  prepaid  groups  does  not 
differ  markedly  from  other  organizational  forms  in 
the  United  States;  that  increased  size  of  practice 
resulted  in  increased  number  of  non-physician  em- 
ployees but  that,  usually,  the  workers  added  were 
not  those  likely  to  relieve  the  physician  of  his  pro- 
fessional tasks;  and  that,  in  some  cases,  there  was 
a tendency  to  misuse  the  new  employee  (i.e.,  assign 
registered  nurses  to  clerical  or  secretarial  tasks). 

More  important,  when  one  turns  again  to  those 
involved  in  prepaid  plans,  there  is  little  support  given 
to  the  idea  of  more  effective  manpower  utilization. 
For  example,  I.  S.  Falk,  a leader  in  both  the  prepaid 
plan  movement  and  the  advocacy  of  national  health 
insurance,  has  said  “you  can’t  do  very  much  to  the 
group  practice  arrangement  of  personnel  to  deal  with 
the  rising  cost  of  an  inpatient  day  of  care,  but  you 
certainly  can  cut  down  on  utilization  of  an  inpatient 
day  of  care.”  Similarly,  Malcolm  Peterson,  reporting 
on  the  first  year  experience  of  the  Johns  Hopkins 
plan  in  Columbia,  Maryland,  noted  their  cost  savings 
were  due  to  fewer  and  shorter  hospital  stays,  not 
better  manpower  utilization. 

Given  the  conflict  in  evidence,  one  has  to  agree 
with  Donabedian’s  assessment:  “prepaid  group  prac- 
tice has  the  potential  to  increase  physician  produc- 
tivity [but]  the  extent  to  which  this  potential  has 
been  realized  has  not  been  clearly  established.”  In 
fact,  one  might  go  even  further  and  question  the 
degree  to  which  the  use  of  non-physician  manpower 
can  increase  physician  output.  This  obviously  would 
require  extended  discussion  far  beyond  the  available 
scope  of  this  article.  Nevertheless,  it  does  seem  im- 
portant to  note  two  constraints  on  the  ability  to  in- 
crease physician  productivity  or  output  by  transfer 
of  traditional  physician  functions  to  other  personnel. 
First,  while  there  is  ample  evidence  available  to 
suggest  the  introduction  of  non-physician  manpower 
could  materially  increase  the  output  of  services  (i.e., 
number  of  visits  provided)  per  physician  hour,  it  is 
not  clear  that  the  reduced  physician  time  input  will 
result  in  more  services.  That  is,  the  saved  time  can 
be  taken  by  the  physician  in  a number  of  different 
ways:  more  time  spent  with  those  patients  actually 
seen;  reduced  working  hours;  or  the  assumption 
of  new  tasks.  Thus,  the  end  result  could  be  a lower 
volume  of  patient  visits  and  reduced  physician  pro- 
ductivity overall.  Second,  the  ability  to  actually 


transfer  tasks  depends  on  the  skills  involved  and 
the  sequential  position  of  the  specific  task  involved 
in  the  total  diagnostic-therapeutic  process.  For  ex- 
ample, the  broader  the  scope  of  functions  performed 
by  the  physician,  the  greater  the  number  of  trans- 
ferable tasks  one  would  expect.  This  would  imply, 
particularly  given  the  trend  toward  increased  spe- 
cialization, that  some  minimum  size  of  practice  exists 
below  which  it  would  not  pay  to  introduce  even  one 
non-physician  substitute.  This  might  support  the 
argument  for  new  organizational  forms  of  practice 
such  as  prepaid  groups  or  HMO’s.  On  the  other 
hand,  it  can  also  lead  to  questions  about  the  ex- 
istence of  sufficient  patient  population  to  support  a 
group  of  a size  sufficient  to  justify  the  employment 
of  non-physician  personnel  necessary  to  achieve  the 
desired  productivity  gains.  In  short,  depending  on 
the  size  of  the  patient  population  served,  there  may 
be  tasks  which  the  physician  could  and  would  trans- 
fer to  others,  but  which  if  done  would  lead  to  non- 
productive inactivity  by  the  physician. 

Closely  related  to  the  issue  of  increased  physician 
productivity  is  the  ability  to  increase  the  supply  of 
services  under  any  form  of  practice  in  the  limited 
time  available.  [Frank  C.  Carlucci,  Undersecretary 
of  DHEW,  in  testimony  before  the  House  Subcom- 
mittee on  Public  Health  and  Environment  estimated 
the  feasibility  of  HMO’s  could  be  demonstrated 
within  five  years.]  A previous  section  questioned 
the  degree  of  innovation,  in  a productivity  increasing 
and  cost  cutting  sense,  within  existing  prepaid  plans 
and  suggested  this  resulted  less  from  a lack  of  moti- 
vation than  from  more  fundamental  factors.  Indeed, 
in  addition  to  certain  organizational  constraints  such 
as  licensure  statutes  and  malpractice  awards,  much 
of  the  problem  exists  independent  of  the  organiza- 
tional form.  For  example,  physicians  are  trained  to 
follow  certain  accepted  patterns  of  diagnosis  and 
treatment.  Further,  the  health  professions  are  train- 
ed independently  of  each  other.  Yet  these  individuals 
are  expected  to  work  productively  as  a team  in  ways 
which  might  violate  the  concepts  they  were  taught 
as  necessary  to  the  provision  of  quality  care.  Further, 
the  time  period  implied  suggests  these  long-held 
views  will  be  changed  in  less  than  five  years. 

Second,  even  assuming  the  legal  ability  and  phy- 
sician desire  to  transfer  traditional  physician  tasks 
to  others,  there  remains  the  practical  question  of 
obtaining  the  required  types  and  numbers  of  allied 
health  workers.  Even  for  those  of  us  who  do  not 
wholeheartedly  accept  the  claims  of  substantial 
shortages  of  health  workers,  there  is  reason  to  sus- 
pect that  the  increased  level  of  demand  for  services 
which  prepaid  groups  or  HMO’s  would  try  to  stimu- 
late would  put  strains  on  both  present  resources  and 
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facilities  and  on  the  national  ability  to  provide  suffi- 
cient funds  required  to  produce  new  resources.  Al- 
though the  actual  level  of  demand  increase  which 
might  result  from  the  widespread  adoption  of  na- 
tional health  insurance,  prepaid  group  practice 
approach,  and  HMO’s  is  difficult  to  estimate,  refer- 
ence to  known  experiences  or  needs  would  suggest 
it  would  not  be  unreasonable  to  expect  a minimum 
one-third  to  one-half  increase  in  the  present  level 
of  demand  for  medical  and  dental  services.  Produc- 
tivity gains  by  improved  use  of  non-physician  man- 
power, if  feasible,  could  offset  much,  if  not  all,  of 
this  increased  demand  over  time.  However,  the 
ability  to  provide  resources  of  the  magnitude  indi- 
cated, in  the  limited  time  indicated,  must  be  evalu- 
ated in  terms  of  (a)  the  time  required  to  train  new 
manpower  of  various  types  and  (b)  a definite  ten- 
dency toward  increased  educational  preparation  for 
many  types  of  workers.  Therefore,  from  a time,  pro- 
fessional, and  cost  point  of  view,  an  increase  in  sup- 
ply of  the  magnitude  required  seems  unlikely.  This  is 
particularly  true  when  one  remembers  the  cost  must 
include  not  just  new  personnel  and  service  facilities, 
but  also  facilities  and  training  faculty. 

Control  Over  Costs  and  Quality  of  Care 

Certain  comments  made  previously  indicated  that 
one  of  the  major  advantages  claimed  for  prepaid 
groups  and  HMO’s  was  the  control  which  could  be 
exerted  over  what  medical  care  is  provided  and 
where  it  is  provided.  That  is,  it  is  often  argued  that 
this  organizational  form  by  controlling  the  utiliza- 
tion of  care  can  reduce  costs  without  lessening  the 
quality  of  care  provided. 

It  is  true  that  the  weight  of  the  available  evidence, 
despite  some  problems  of  comparison  due  to  differ- 
ent populations  served  and  the  use  of  outside  ser- 
vices by  prepaid  group  members,  does  indicate  that 
costs  in  prepaid  groups  for  comparable  populations 
are  15  to  20  percent  lower  than  in  the  more  tradi- 
tional forms  of  medical  practice.  Much  of  the  cost 
differential,  however,  is  due  to  reduced  hospital- 
ization. Consequently,  one  would  want  to  assess 
carefully  both  the  wisdom  of  this  approach  to  cost 
reduction  and  the  long-run  potential  for  cost  cur- 
tailment in  the  overall  health  system  from  a more 
widespread  adoption  of  the  group  approach.  If,  for 
example,  the  savings  result  from  reductions  in  un- 
necessary work  made  possible  by  increased  peer 
review  and  group  control,  or  by  changed  incentives 
for  physicians,  then  one  can  support  the  approach. 
If,  on  the  other  hand,  the  emphasis  on  cost  reduction 
results  in  reductions  in  necessary  care  or  in  quality, 
then  the  approach  obviously  is  a false  economy. 
Unfortunately,  it  is  not  clear  exactly  what  factors 


do  account  for  the  utilization  differentials  which 
underlie  the  cost  savings.  Moreover,  studies  are 
available  which  suggest  that  non-prepaid  practice 
forms  can  be  controlled  (i.e..  Foundations)  and  can 
realize  comparable  utilization  decreases.  As  a result, 
the  argument  that  prepaid  group  practices  will 
produce  huge  cost  savings  which  other  practice 
forms  by  their  very  nature  cannot  produce  would 
seem  premature,  if  not  invalid.  On  the  other  hand, 
the  prepaid  group  may  be  more  likely  to  result  in 
such  savings  simply  because  of  its  organizational 
characteristics. 

Even  this  last  statement  must  be  qualified  some- 
what as  we  examine  the  longer  run  implications  of 
a major  shift  to  prepaid  groups  or  the  HMO  concept. 
For  example,  the  fact  that  the  quality  of  care  pro- 
vided in  most  prepaid  groups  is  at  least  equal  to 
that  prevailing  in  the  community  at  large  does  not 
guarantee  a continuance  of  this  fact.  Particularly 
would  loss  of  quality  become  more  a danger  if  some 
of  the  new  plans  lack  the  physician  commitment 
and  high-level  leadership  characteristic  of  the  exist- 
ing plans.  Consequently,  numerous  authors  have 
emphasized  the  need  to  develop  various  mechanisms 
to  ensure  maintenance  of  quality  of  service,  and  the 
various  bills  proposed  do  provide  for  audits  and 
controls,  in  these  plans.  Unfortunately,  as  Dona- 
bedian  has  noted: 

. . . experience  in  the  effective  implementation  of 
procedures  to  assure  that  needed  service  is  re- 
ceived and  quality  is  maintained,  has  been  dis- 
appointing. By  contrast,  controls  on  capitation 
payments  would  be  relatively  easy  to  enforce. 
Faced  with  a ceiling  on  revenue  and  little  effective 
control  on  services  and  quality,  ...  the  likely  re- 
sponse would  be  to  maximize  enrollment  and  to 
minimize  service  ...  to  replace  a payment  mech- 
anism that  rewards  over-servicing  with  one  that 
rewards  under-servicing  ...  is  certainly  less  ex- 
pensive; but  whether  in  the  long  run  it  is  more 
costly  in  terms  of  human  welfare  will  remain  to 
be  seen. 

It  is  also  worth  noting  that,  as  HMO’s  or  prepaid 
groups  become  more  an  accepted  form  of  practice, 
many  of  the  potential  savings  may  become  less  and 
less  likely  to  materialize.  Several  reasons  may  be 
advanced  in  support  of  that  statement.  One,  as  pre- 
viously noted,  much  of  the  evidence  used  to  support 
prepaid  groups  in  general  and  HMO’s  are  based  on 
the  Kaiser  Plan  experiences.  Yet,  some  of  the  finan- 
cial support  for  capital  expansion  in  these  plans  has 
been  provided  in  the  form  of  long-term,  low  cost 
loans  and/or  outright  gifts  from  the  Kaiser  Family 
Foundation.  Obviously  such  subsidies  are  not  avail- 
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able  to  all  plans.  Two,  there  are  a number  of  built-in 
constraints  which  would  tend  to  limit  the  total 
amount  of  savings  possible  under  any  delivery  form. 
These  constraints,  in  addition  to  the  obvious  desir- 
ability of  retaining  quality  and  the  need  to  maintain 
a minimum  manpower  mix,  include  the  recognition 
that  participating  physicians  receive  salaries  equal 
to  the  national  average  plus  an  incentive  compen- 
sation; that  care  received  outside  the  Kaiser  system 
and  those  high-risk  groups  presently  excluded  would 
be  now  part  of  a prepaid  system,  and  that  control 
over  inflation  in  general  is  controllable  only  to  the 
extent  that  the  price  increases  are  within  those  areas 
that  the  plan  can  effect  economies  or  increase  pro- 
ductivity. Three,  part  of  the  source  of  savings  is 
claimed  to  be  an  emphasis  within  existing  prepaid 
groups  on  the  prevention  of  sickness  and  the  main- 
tenance of  health.  That  is,  it  is  alleged  that  both 
HMO’s  and  prepaid  groups  incorporate  economic 
incentive  for  physicians  to  keep  people  healthy;  re- 
duce barriers  to  early,  less  expensive  care;  and 
introduce  new  cost-cutting  preventive  health  educa- 
tion and  treatment  programs.  The  data  in  support 
of  some  of  these  assertions  has  already  been  dis- 
cussed. Here,  it  will  only  be  noted  that  prepaid 
groups  have  not  promoted  preventive  care  as  much 
as  commonly  assumed.  Indeed,  in  one  of  its  publica- 
tions, the  Kaiser  Plan  argues  against  initiating  pro- 
grams which  emphasize  preventive  medical  care. 
Moreover,  the  efficacy  of  many  preventive  health 
services  in  enhancing  health  or  preventing  illness 
is  itself  a subject  of  controversy.  Finally,  at  least 
according  to  the  medical  founder  of  Kaiser-Per- 
manente,  one  of  the  major  values  of  screening  pro- 
grams is  not  to  improve  health  but  rather  to  regulate 
the  undesirable  aspects  on  care  seeking  occasioned 
by  the  removal  of  the  financial  barrier  which  ac- 
companies the  use  of  the  prepaid  payment  mech- 
anism. In  short,  it  is  not  at  all  clear  that  an  emphasis 
on  preventive  services  will  occur  or,  if  it  does  occur, 
in  what  specific  areas  and  with  what  savings.  Four, 
the  diversity  of  forms  which  an  HMO  can  take  indi- 
cates that  it  will  be  possible  to  have  the  traditional 
non-controlled  fee-for-service  system  operate  along- 
side of,  and  even  within  the  same  organization,  as 
the  regulated  capitation  system.  Under  those  cir- 
cumstances, it  is  difficult  to  see  how  the  system  will 
control  costs  without  developing  a dual  standard 
system  of  care.  Finally,  the  estimated  savings  assume 
present  wasted  expenditures,  variously  estimated  at 
10  to  40  percent  of  the  nation’s  expenditures  for 
health  based  on  the  comparative  cost  of  a Kaiser 
type  program,  could  be  captured  and  used  to  expand 
services  and  coverage.  This  assumption  carefully 
ignores  the  fact  that  the  kind  of  program  being  pro- 


moted as  available  in  HMO’s  is  not  the  same  pro- 
gram being  delivered  under  existing  prepaid  plans. 
The  objectives  of  an  HMO,  whether  prepaid  or  not, 
make  it  clear  that  the  program  proposed  involves 
services  which  would  be  comprehensive,  including 
preventive  care;  which  would  include  a number  of 
non-medical  services  such  as  social  work,  nutrition, 
and  education;  which  would  involve  the  team  ap- 
proach to  care  delivery;  and,  which  would  devote 
major  efforts  to  improving  the  availability  and  ac- 
cessibility of  care  to  all  groups.  Thus,  it  would  appear 
invalid  to  use  a budget  derived  from  a program  de- 
livering one  limited  set  of  services  to  estimate  the 
cost,  and  resultant  savings,  of  delivering  a much 
more  comprehensive  and  expensive  set  of  services. 
Interestingly,  recent  data  developed  by  Sparer  and 
Anderson  related  to  the  cost  of  services  provided  at 
Neighborhood  Health  Centers  led  to  their  claim 
that,  for  comparable  types  of  services  provided,  unit 
costs  in  these  centers  were  competitive  with  other 
institutional  providers,  including  large  prepaid  group 
practices.  This  claim,  although  quite  controversial, 
does  raise  serious  question,  given  the  high  unit  costs 
in  these  centers  and  the  fact  the  range  of  services 
provided  in  them  more  closely  approximates  the 
services  proposed  for  HMO’s,  about  the  validity  of 
the  belief  that  we  can  have  significantly  more  ser- 
vices, of  a significantly  different  nature,  for  every- 
one including  those  presently  medically  indigent,  at 
essentially  no  increase  in  total  expenditures.  A more 
realistic  expectation  would  be  that  any  savings 
which  might  be  available  from  a group  approach 
would  reduce  the  level  of  increase  required,  but  that 
increased  expenditures  will  be  required. 

Expectations  that  the  widespread  adoption  of 
group  organization  would  produce  increased  control 
over  physicians’  total  (not  just  hospitalization)  treat- 
ment patterns  and  thereby  improve  the  quality  of 
care  rendered  are  similarly  suspect  for  reasons  given 
earlier.  Not  only  are  such  controls  difficult  to  imple- 
ment, they  are  often  given  only  lip  service.  As  Wein- 
erman  has  noted,  “Group  conferences,  medical 
audits,  and  informal  office  consultations  . . . [are] 
common  in  the  descriptive  literature  but  infrequent 
in  daily  practice.”  Eliot  Freidson’s  study  of  HIP  also 
concluded  that  peer  control  and  interaction,  even 
within  the  group  setting,  has  not  been  very  effective. 
Thus,  much  more  rigid  controls  and  checks  would 
have  to  be  instituted.  In  turn,  the  imposition  of  suffi- 
cient controls  may  make  the  whole  idea  of  HMO’s 
or  prepaid  groups  less  acceptable  to  physicians  and 
less  viable  as  organizational  units. 

The  author  has  suggested  elsewhere  a number  of 
other  factors  which  should  be  considered  in  any 
evaluation  of  the  viability  of  the  prepaid  group  prac- 
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tice  approach.  These  include:  the  non-monetary 
“costs  and  benefits”  of  demand  redirected  from 
hospital  utilization  to  ambulatory  or  extended  care 
services;  the  true  cost  to  society  of  resources  expend- 
ed in  support  of  prepaid  groups  or  HMO’s  rather 
than  their  use  in  some  other  way  (i.e.,  environmental 
control);  the  distributional  and  macroeconomic  ef- 
fects of  the  particular  financing  mechanism  chosen 
to  generate  the  required  revenues  to  implement  the 
HMO  Strategy;  and,  the  effects  of  our  changing  and 
increasingly  mobile  population  on  the  effectiveness 
and  efficiency  of  the  proposed  system.  For  purposes 
of  this  article,  however,  the  central  thesis  that  one 
should  hesitate  before  advocating  solutions  to  com- 
plex problems  based  on  fragmentary  or  simplistic 
evidence  would  appear  justified  by  those  factors 
considered. 


• • 


• • 


Hospital  CME  Programs 

Greenwich  Hospital,  Greenwich 
September  through  May,  1974 

Friday  with  the  Professor  Weekly  11:30  - 12:30 
Management  of  Malignant  Disease  - Alternate  Wednesdays 
12:00-1:30 

Medical/ Surgical  Conference  — Alternate  Wednesdays  12:00-1:30. 


January- March,  1974 

Review  Course  in  Internal  Medicine — Tuesday  Evenings 
6:00-7:30  p.m. 

Contact:  John  G.  Murray,  M.D.,  Director  of  Medical  Education. 


Lawrence  and  Memorial  Hospitals,  New  London. 
September  through  May,  1974. 

Tuesdays  6: 1 5 - 8: 1 5 p.m. 

Clinical  Pharmacology 
Contact:  Edward  Gipstein,  M.D. 

Director  of  Medical  Education 


Friday,  November  16,  1973 

10:00  a.m. — Connecticut  Valley  Hospital,  Middletown. 
“Inter-Group  Dynamics  — The  Belfast  Experience”  by  Edward 
B.  Klein,  Ph.D.,  Associate  Professor  of  Psychology,  Yale  Uni- 
versity. 


Teething  is  easier 
when  you  prescribe 
DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage. brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue:  aids  in  getting  infant  back 
to  sleep. 

Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 

DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 

(Adult  Formula  contains  20% 

Benzocaine.) 

FORMULA 

Alcohol  70% 

Bencocaine  10% 

Chloroform,  4 mins, 
per  fluidounce 

DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 
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The  New  China  Revisited 

Sung  J.  Liao,  M.D.,  D.P.H.,  F.A.C.P. 


In  August  1972  I returned  to  China  for  a two-week 
visit  after  my  absence  of  twenty-seven  years.  At 
each  Chinese  institution  (be  it  a hospital,  a factory 
or  a commune)  I was  greeted  by  the  “Responsible 
Person”  of  the  institution.  The  term  “Responsible 
Person”  seems  strange  to  us.  Actually  it  is  equiva- 
lent to  our  administrator  or  director  of  the  agency. 
As  the  name  obviously  implies  he  is  responsible  for 
all  the  affairs  of  the  agency  or  the  institution.  An 
institution  is  governed  by  the  Revolutionary  Com- 
mittee. The  chairman  of  the  Committee  is  this 
Responsible  Person.  To  begin  the  visit,  the  visitors 
and  the  hosts  sat  across  a table;  greetings,  tea  and 
cigarettes  were  offered  by  the  hosts.  It  was  followed 
by  a lengthy  introductory  dissertation.  It  seemed 
like  a recitation.  The  introduction  was  heavily 
mixed  with  political  commentaries  and  quotations 
from  Chairman  Mao.  This  reminded  one  of  a church 
meeting  where  the  Bible  is  quoted  or  recited  from 
time  to  time.  Of  course,  their  bible  is  the  Chairman’s 
quotations  and  thoughts.  At  the  end  of  the  visit,  we 
sat  around  the  table  again.  The  visitors  were  asked 
to  comment  particularly  their  short-comings  so  that 
they  could  make  improvements.  This  is  a good  indi- 
cation of  their  desire  to  get  to  the  very  top.  The 
political  indoctrination  has  been  the  binding  ma- 
terial to  consolidate  and  solidify  the  whole  vast 
country.  Every  individual  seems  to  fit  into  a par- 
ticular place  of  the  entire  machinery.  Thus,  it  seems 
the  key  to  their  success. 

I visited  the  Physical  Medicine  Department  at 
the  Capital  Hospital  in  Peking.  It  had  several  phy- 
siatrists  and  many  physical  therapists.  Their 
equipment  is  the  same  as  ours,  including  parallel 
bars,  bicycles,  wall  stalls,  elevated  exercise  mats, 
electric  stimulators,  whirlpools,  diathermy,  ultra- 
sound, etc.  I was  most  impressed  by  the  fact  that 
diathermy,  ultrasound  and  other  equipment  were 
all  manufactured  by  themselves.  The  designs  were 
quite  modern.  This  was  unimaginable  before  the 
Liberation.  What  also  fascinated  me  was  the  very 
well  preserved  “Morse  Machine”  on  the  wall  which 
has  indeed  historical  and  educational  values.  Some 
of  the  treatments  were  quite  innovative.  For  an 

DR.  SUNG  J.  LIAO,  Clinical  Associate  Professor  of  Rehabili- 
tation Medicine,  Institute  of  Rehabilitation  Medicine,  New  York 
University  Medical  Center,  New  York,  New  York  and  Lecturer 
in  Rehabilitation  Medicine,  Boston  University  Medical  School, 
Boston,  Mass. 


example,  iontophoresis  was  done  with  eye-cups 
filled  with  medication  to  treat  eye  diseases.  Electric 
stimulation  was  performed  with  electrodes  on  acu- 
puncture points.  The  Acupuncture  Unit  was  adja- 
cent to  the  Physical  Medicine  Department  in  that 
hospital.  Acupuncture  was  considered  a part  of 
Physical  Medicine.  We  were  shown  a medicinal 
herb  pharmacy  in  the  basement  of  that  hospital. 
This  is  one  of  the  indications  that  the  emphasis  is 
to  synthesize  the  best  of  the  Chinese  traditional 
medicine  with  the  best  of  the  modern  medicine.  In 
the  Coronary  Care  Unit  in  that  hospital,  one  patient 
was  aged  forty  one  years.  This  was  his  third  admis- 
sion for  myocardial  infarction.  We  were  told  that  in 
the  old  days  prior  to  Liberation,  the  Chinese  were 
thought  to  have  heart  diseases  only  in  the  older  age 
groups.  After  working  with  the  poor  and  the  lower- 
middle  peasants  and  the  great  masses,  they  have 
found  frequent  occurrences  of  heart  diseases  among 
the  younger  age-groups  just  as  in  the  Western 
countries.  In  the  Unit,  there  was  no  monitoring 
set-up  like  ours.  All  the  patients  were  monitored  by 
the  nursing  personnel  instead  of  by  gadgets.  I visit- 
ed a Chinese  traditional  hospital  affiliated  with 
the  Research  Institute  of  Chinese  Traditional 
Medicine  in  Peking.  As  I recall,  thirty  years  ago 
when  I was  in  China,  there  was  no  real  hospital 
specially  for  traditional  medicine.  The  physical  set- 
up of  this  hospital  seemed  to  be  similar  to  any  mod- 
ern hospitals.  In  the  acupuncture  clinics  in  this 
hospital  and  in  the  Capital,  the  male  and  the  female 
patients  were  treated  side  by  side.  There  were  sev- 
eral treatment  tables  in  one  room,  with  no  parti- 
tions or  curtains  in-between.  The  waiting  room  of 
the  hospital  for  traditional  medicine  was  crowded 
with  outpatients. 

I was  most  disappointed  that  I was  not  permitted 
to  enter  the  old  Yale-in-China  premises  because  it 
was  not  open  for  visitors  in  spite  of  my  being  a 
native  son  and  a graduate  of  the  medical  school.  I 
was  only  permitted  to  enter  the  grounds  of  the 
medical  school,  but  not  the  buildings  of  the  school 
and  not  even  the  grounds  of  the  hospital  at  all. 
Nonetheless,  I was  very  much  impressed  by  the 
enormous  increase  of  the  sizes  of  the  hospital  and 
the  medical  school.  There  were  many  new  buildings. 
It  seemed  to  me  that  the  area  might  be  more  than 
five  times  the  previous  grounds.  I recall,  prior  to 
Liberation,  it  was  absolutely  impossible  for  the  hos- 
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pital  and  the  medical  school  to  obtain  any  neighbor- 
ing land  for  expansion.  The  contrast  was  tremen- 
dous indeed. 

I was  also  left  with  the  impression  that  my  guides 
in  Peking  and  in  Changsha  were  over-zealous  in 
doing  their  jobs.  My  guide  in  Peking  could  not  un- 
derstand why  American  medicine  was  not  free  of 
charges.  He  was  very  much  interested  in  my  income. 
He  tried  to  interpret  the  American  way  of  life  in 
terms  of  the  Chinese  way  of  life.  He  could  not  visu- 
alize why  the  Americans  should  be  capitalists  and 
not  communists.  He  could  not  understand  why  my 
wife  stayed  at  home  to  take  care  of  the  children.  He 
wondered  why  we  did  not  put  our  children  in  a day 
nursery  so  that  my  wife  could  get  out  to  work.  The 
day  nurseries  in  China  were  manned  by  elderly 
women.  There  is  an  obvious  gap  of  communications 
between  the  Chinese  and  the  American  peoples.  1 
was  at  a better  advantage  because  I spent  the  first 
half  of  my  life  in  the  old  China  and  the  second  half 
in  America.  When  1 saw  the  new  China  1 indeed 
admired  her  gigantic  “leap  forward.” 


It  was  very  difficult  to  obtain  any  statistical  data 
over  there.  1 was  told  that  they  were  too  busy  in 
taking  care  of  the  populace.  Some  thought  the  re- 
sults too  obvious  to  need  a statistical  study.  1 could 
not  obtain  any  comments  concerning  the  current 
thoughts  about  Yin  and  Yang,  the  five  elements, 
and  the  horoscope  as  the  basis  of  Chinese  tradi- 
tional medicine  from  the  traditional  doctors.  1 
specifically  wanted  to  find  out  whether  they  had 
any  newer  treatments,  such  as  herbal  medicines  for 
arthritis.  I found  the  traditional  physicians  also  used 
steroids  as  we  do  but  offered  nothing  new.  Often 
times,  they  said  that  they  were  still  “groping”  which 
is  analogous  to  our  word  “research.”  All  in  all,  just 
like  any  other  aspects  of  life  in  China,  medicine  is 
an  integral  part  of  the  political  system.  Health  edu- 
cation, preventive  medicine,  curative  medicine  and 
rehabilitation  medicine  had  equal  emphasis  and 
were  well  integrated  in  the  total  health  deliver} 
system.  We  have  much  to  learn  from  them. 
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Our  success  stems  from  the  skillful  combination  of 
high  speed  computers  and  a 10-week  locally  mailed  col- 
lection plan.  Because  the  continued  goodwill  of  your  pa- 
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results  without  undue  harassment. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 

Francis  G.  Sweeney  William  R Richards,  VI. D.  Leonard  R.  1 omat 

Assistant  Executive  Director  Executive  Director  Assistant  Executive  Director 

Public  Affairs  Josephine  P.  Lindquist  Scientific  Activities 

Associate  Executive  Director 


CALL 

SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1973  Semi-Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Sheraton-Park  Plaza 
Hotel,  New  Haven,  Connecticut,  commencing  at  9:00  o'clock  in  the  morning  of  Thursday,  December  13. 

Sidney  L.  Cramer,  President 

Kenneth  F.  Brandon,  Speaker  of  the  House 

Louis  C.  Backhus,  Secretary 

INTRODUCTION  OF  RESOLUTIONS 

Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  Provides  that: 

AH  resolutions  to  be  considered  as  regular  business  at  any  regular  meeting  of  the  House  of  Delegates  must  be  in  the  hands  of 
he  Speaker  not  later  than  seventy-two  hours  before  the  opening  of  that  meeting.  All  resolutions  and  recommendations  published 
n the  official  agenda  distributed  to  the  members  of  the  House  prior  to  the  meeting  at  which  action  is  to  be  taken  shall  be  considered 
ns  regular  business.  Resolutions  presented  later  than  seventy-two  hours  before  the  opening  of  a meeting  will  be  referred  for  con- 
ideration  as  regular  business  bv  the  House  only  when  they  are  presented  by  the  Council  or  accepted  for  consideration  by  majority 
'ole  of  the  delegates  present.  Any  resolution  which  does  not  qualify  in  accordance  with  the  aforesaid  provisions  for  consideration 
is  regular  business  may  be  accepted  for  action  by  a majority  vote  of  the  delegates  present  and.  if  so  accepted,  shall  be  referred  at 
mce  by  the  Speaker  to  a reference  committee.  Any  such  reference  committee  shall  consider  resolutions  referred  to  it  and  shall  report, 
vith  recommendations  to  the  House  before  adjournment  of  the  meeting. 


PROPOSED  AMENDMENTS  TO  THE  BYLAWS 

The  following  proposed  amendment  to  the  Bylaws  was  presented  to  the  House  of  Delegates  on  April  24, 
?73  and  was  tabled  for  consideration  and  action  at  the  next  regular  meeting  of  the  House  of  Delegates. 
In  accordance  with  the  Bylaws,  this  amendment  will  be  published  in  CONNEC  IT(  IT  MEDICINE,  'on 
ne  or  more  occasions  prior  to  the  next  meeting  ...  at  which  meeting  the  amendment  shall  be  taken  off  the 
ible  and  acted  upon  by  the  House  of  Delegates.” 


(Introduced  by  J.  Alfred  Fabro,  Torrington) 

Background  Statement 

Prior  to  1959,  the  medical  journal  of  the  Society  was  published  as  the  Connecticut  State  Medical  Jour- 
nal and  that  title  was  required  by  the  Bylaws.  In  1959,  at  the  request  of  the  then  Editor,  the  Council  autho- 
'ized  use  of  the  primary  title  Connecticut  Medicine,  provided  that  the  words  Connecticut  State  Medical 
Journal  also  appeared  on  the  front  cover.  No  change  in  the  Bylaws  was  required  for  the  Council  to  grant 
:his  authorization. 

In  1962,  in  conjunction  with  a major  re-write  of  the  Bylaws,  the  words  Connecticut  State  Medical  Jour- 
nal were  deleted  from  the  Bylaws,  wherever  they  appeared,  and  the  words  Connecticut  Medicine  were 
substituted. 

.).  Alfred  Fabro,  the  current  Editor,  now  recommends  that  the  title  of  the  Society’s  journal  revert  to  that 
af  Connecticut  State  Medical  Journal  and  proposes  that  Article  IX  and  such  other  pertinent  sections  of  the 
Bylaws  be  amended  to  accomplish  this  purpose. 
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Excuse  us,  Connecticut, 

but  we’re  minding  your  business! 


KEEP  HEALTHY 

FAMILY  DOCTOR 

PRE-ADMISSION 

TESTING 


Basic,  yes,  but  vital.  Excessive  smoking,  drinking,  eating  and 
lack  of  exercise  all  contribute  to  poor  health. 

See  if  he  can  treat  your  emergency  in  his  office  or  in  your  home. 

Your  Blue  Cross  Plan  provides  coverage  for  pre-admission 
diagnostic  testing. 


HOME  CARE 


Ask  your  doctor  if  you  can  recuperate  at  home  under  our 
Home  Care  Program. 


ALL  ARE  WAYS  TO  CUT  DOWN  ON  IN-PATIENT  HOSPITAL  DAYS. 


And  we  will  continue  to  work  with  hospitals,  both  individually  and  statewide,  to  explore  additional 
ways  of  getting  you  the  most  value  for  your  health  care  dollars. 


Blue  Cross 


®Reg.  Mark  Blue  Cross  Assn. 


That's  why  we  say.  . . 

Your  Health  Is  Our  Business ; 
Your  Good  Health,  Our  Concern. 
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Summary  of  Actions 
Council  Meeting 

Wednesday,  September  19,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.  A. 
Grendon,  and  the  Vice  Chairman,  Dr.  C.  W.  John- 
son, were:  Drs.  Cramer,  Root,  Jr.,  VanSyckle,  Spitz, 
Backhus,  Brandon,  Nolan,  Granoff,  Gardner,  Fabro, 
Bradley,  Nemoitin,  Ragland,  Jr.,  James,  Pelz,  Roch, 
Hecklau,  Kamens,  Harkins,  Magram,  Freedman, 
Milles  and  Klare. 

Also  present  were:  Mrs.  Lindquist,  Mr.  Tomat, 
Mr.  Olson  (FCMA),  Dr.  West  (NHCMA)  and  Dr. 
Richards. 

Absent  were:  Drs.  Hess,  Krinsky,  Dambeck,  Ru- 
binow,  Canzonetti,  Barrett  and  Hastings. 

II.  Routine  Business 
Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  September 
5,  1973. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Meyer  Abrahams,  1 Colonial  Court,  New  Canaan 
(F)  1/1/74. 

Harry  Bellach,  300  Main  Street,  New  Britain  (H) 
1/1/74. 

Louis  Bernstein,  21  Woodland  Street,  Hartford  (H) 
1/1/74. 

Frederick  S.  Bird,  12  Collins  Road,  Bristol  (H) 
1/1/74. 

Henry  L.  Birge,  664  Farm  Avenue,  Hartford  (H) 
1/1/74. 

Bliss  B.  Clark,  100  Grand  Street,  New  Britain  (H) 
1/1/74. 

Bernard  Dignam,  133  Pearl  Street,  Enfield  (H) 
1/1/74. 

Russell  V.  Fuldner,  178  Sherman  Avenue,  New  Ha- 
ven (NH)  1/1/74. 

Samuel  W.  Moore,  Low  Road,  Sharon  (L)  1/1/73. 
William  B.  Swarts,  Warwick  Towers,  Greenwich  (F) 
1/1/74. 

Louis  C.  Tonken,  487  Farmington  Avenue,  Hartford 
(H)  1/1/74. 

Paul  H.  Twaddle,  85  Jefferson  Street,  Hartford  (H) 
1/1/74. 

Benjamin  V.  White,  85  Jefferson  Street,  Hartford 
(H)  1/1/74. 

Thayer  Willis,  2757  N.E.  31st  Street,  Lighthouse 
Point,  Florida  (F)  1/1/74. 


Dexter  Wolfson,  14  Grassy  Plain  Street,  Bethel  (F) 

1/1/74. 

Resignations,  Appointments,  Etc. 

(a)  Editorial  Committee  of  “Connecticut  Medicine": 
It  was  VOTED  to  accept,  with  regret,  the  resig- 
nations of  two  members  of  the  Committee  as 
follows: 

Gerald  1.  Pitegoff,  Hartford; 

Ira  S.  Goldenberg,  New  Haven. 

(b)  Chairman,  Committee  on  PROs,  Foundations 
and  HMOs:  It  was  VOTED  to  accept,  with  deep 
regret,  the  resignation  of  Sidney  L.  Cramer, 
Hartford,  as  chairman  of  the  Committee.  Dr. 
Cramer  will  continue  as  a member  of  the  Com- 
mittee. It  was  further  VOTED  to  appoint  James 
D.  Kenney,  New  Haven,  a member  of  the  Com- 
mittee, to  serve  as  chairman  for  the  balance  of 
of  the  current  Committee  year. 

(c)  Member,  Committee  on  PROs,  Foundations  and 
HMOs:  It  was  VOTED  not  to  accept  the  resig- 
nation of  Kurt  Pelz,  Clinton,  as  a member  of  the 
Committee.  In  light  of  the  Council’s  action,  Dr. 
Pelz  agreed  to  continue  his  service  as  a Com- 
mittee member. 

Old,  New  and  Special  Business 
Resolution  — ■ In  Memoriam:  Stevens  J.  Martin 

Taking  official  cognizance  of  the  death  of  Stevens 
J.  Martin,  Hartford,  on  8/21/73,  the  Council 
VOTED  to  adopt  the  resolution  that  appears  below. 
Dr.  Martin  served  the  Society  as  President  in  1969- 
70  and  as  Chairman  of  the  Council  for  almost  ten 
years. 

RESOLVED:  That  the  Council  of  the  Connecti- 
cut State  Medical  Society  note 
with  sorrow  the  passing  of  a dis- 
tinguished colleague  and  valued 
friend,  Stevens  J.  Martin,  M.D., 
on  the  twenty-first  day  of  August, 
1973;  and  be  it  further 

RESOLVED:  That  this  expression  of  high  regard 
for  Dr.  Martin  and  sorrow  at  his 
passing  be  spread  upon  the  min- 
utes of  this  meeting  of  the  Council, 
September  19,  1973,  and  that  no- 
tice thereof  be  transmitted  to  his 
widow  and  the  members  of  his 
family. 

Report  — Committee  on  Allied  Medical  Services 

It  was  VOTED  to  accept  for  filing  a report  of  the 
Committee  which  brought  to  the  Council’s  atten- 
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tion  the  trend  of  thinking  in  educational  circles  (as 
reflected  in  a recent  report  to  the  Commission  tor 
Higher  Education)  to  shift  the  responsibility  for 
training  health  professionals  from  the  medical  insti- 
tutions (usually  hospitals)  to  institutions  of  higher 
education  (universities,  community  colleges,  tech- 
nical schools,  etc.).  Making  no  recommendation  in 
this  matter,  the  Committee  asked  whether  the  Coun- 
cil would  wish  to  take  a position  on  the  subject  trend 
with  a view  to  presenting  such  statement  as  testi- 
mony at  hearings  which  will  be  held  by  the  Commis- 
sion for  Higher  Education  in  the  fall  of  this  year. 
Following  lengthy  discussion,  during  which  mem- 
bers of  the  Council  expressed  a number  of  reserva- 
tions about  the  unqualified  transfer  of  the  responsi- 
bility for  training  allied  medical  personnel  from 
medical  institutions  to  educational  institutions,  it 
was  VOTED  to  refer  the  Committee’s  report  back 
to  the  Committee  with  the  request  that  an  appropri- 
ate subject  statement  be  developed  and  submitted 
to  the  Council  for  consideration.  Among  the  reser- 
vations expressed  were:  Development  of  curricula 
without  adequate  professional  medical  guidance; 
overemphasis  on  didactic  education  and  underem- 
phasis on  clinical  experience  and  technical  skills; 
creation  of  new  “health  careers”  for  which  there 
might  prove  to  be  no  practical  market;  enrollment, 
training  and  graduation  of  allied  health  personnel 
in  excess  of  the  state’s  needs  or  for  which  there  is 
minimal  expectation  of  economic  and  career  ad- 
vancement. 


Co-Sponsorship  of  “Conference  on 
Victimless  Crimes” 

At  the  request  of  the  Connecticut  Citizens  for 
Judicial  Modernization,  it  was  VOTED  to  approve 
co-sponsorship  by  the  Society  of  this  subject  Con- 
ference, Hartford,  November  14,  1973.  Classified 
as  “victimless”  are  such  crimes  as  gambling,  drug 
abuse,  homosexuality,  alcoholism,  prostitution,  etc. 
The  CCJM,  according  to  J.  Alfred  Fabro,  Torring- 
ton,  its  incumbent  president,  was  formed  for  the 
purpose  of  improving  the  administration  of  justice 
in  the  state  . . . (and  to)  . . . inaugurate  a system  of 
electing  judges  . . . which  minimizes  partisan  poli- 
tics in  the  selection  of  judges.  The  co-sponsorship 
of  the  Society  carries  with  it  no  financial  or  other 
obligation.  Prior  to  taking  this  action,  it  was 
VOTED  to  accept  for  filing  the  CCJM  letter  of  re- 
quest, a staff  memorandum  providing  information 
about  the  program  of  the  Conference,  etc.,  and  a 
document  submitted  by  Dr.  Fabro  which  outlined 
the  formation,  purposes  and  functioning  of  the 
CCJM  organization. 


PSRO 

It  was  VOTED  to  accept  for  filing  a written  report 
on  the  Region  1 HEW  hearing  on  PSRO  area  desig- 
nation for  Connecticut,  Cedarcrest  Hospital,  New- 
ington, 9/ 12/73,  submitted  by  Jerome  K.  Freedman, 
New  Haven,  who  attended  as  a CSMS  representa- 
tive. Also  accepted  as  information,  without  vote, 
were  supplementary  oral  remarks  made  by  James  D. 
Kenney,  New  Haven,  who  served  as  primary  spokes- 
man for  the  Society  at  the  subject  hearing.  During 
the  discussion  of  these  reports,  opinions  were  voiced 
that  the  designation  of  the  state  as  a primary  PSRO 
area  remained  a possibility,  and,  on  the  other  hand, 
that  it  most  likely  did  not.  Note  was  made  that  Dr. 
William  Bauer,  Director  of  the  Office  of  PSR,  had 
resigned  suddenly  and  openly  criticized  the  Assist- 
ant HEW  Director  for  Health,  Dr.  Edwards,  for 
interfering  in  his  department’s  affairs  and  for  being 
partly  responsible  for  the  minimal  staff  and  resources 
assigned  to  his  department;  also,  that  the  Senate 
Finance  Committee  was  “seething”  at  this  develop- 
ment and  was  considering  amending  the  law  to 
transfer  PSRO  to  the  control  of  the  Social  Security 
Administration. 

Acknowledging  that  the  status  of  PSRO  develop- 
ment in  Washington  was  uncertain  and  confusing, 
and  that  it  might  remain  so  for  some  time  to  come, 
the  Council  concluded  that  planning  by  the  Society 
should  continue  along  flexible  lines  and  VOTED  to 
request  the  Committee  on  PROs,  Foundations  and 
HMOs  to  now  consider  the  possible  mechanisms  of 
beginning  to  set  up  a system  under  the  PSRO  law 
for  the  physicians  of  Connecticut  and  to  report  on 
same  to  the  Council  at  the  next  meeting. 

Request  for  Co-Sponsorship  — JCAH  Workshops 

It  was  VOTED  to  accept  for  filing  a September 
10  letter  received  from  Mr.  Herbert  A.  Anderson, 
Executive  Vice  President  of  the  Connecticut  Hospi- 
tal Association,  which  invited  the  Society’s  co-spon- 
sorship of  two  workshops  to  be  held  in  Connecticut 
under  the  auspices  of  the  Joint  Commission  on 
Accreditation  of  Hospitals.  The  first  one,  entitled 
“I973.74  Nursing  Workshop  on  Evaluation  and  Doc- 
umentation of  Nursing  Care,”  is  scheduled  for  Oc- 
tober 25-26,  1973  and  the  second,  entitled  “Medical 
Audit  Team  Seminars  (MATS),”  is  scheduled  for 
November  7-8,  1973  (details  to  follow).  No  financial 
obligation  will  be  incurred  by  the  Society.  It  was 
further  VOTED  to  co-sponsor  both  Workshops  as 
outlined  in  Mr.  Anderson’s  communication. 

Bylaw  Amendment  re  Change  of  Journal  Name 

The  Journal  Editor,  Dr.  Fabro,  reminded  the 
Council  that  a resolution  that  he  had  previously  in- 
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troduced  to  the  House  of  Delegates,  at  the  1973 
annual  meeting  in  April,  called  for  a change  in  the 
name  of  the  Journal  from  “Connecticut  Medicine” 
to  the  “Connecticut  State  Medical  Journal,”  and 
that  the  proposed  amendment  would  be  acted  on  at 
the  semi-annual  meeting  in  December.  Further,  Dr. 
Fabro  asked  the  Council  for  an  expression  of  opin- 
ion on  the  subject  amendment.  In  response  to  his 
request,  the  Council  VOTED  to  recommend  to  the 
House  of  Delegates  that  the  name  of  the  publication 
be  changed  from  “Connecticut  Medicine”  to  “The 
Journal  of  the  Connecticut  State  Medical  Society.” 

Request  for  Authorization  — Section  on  Psychiatry 

It  was  VOTED  to  accept  for  filing  a request  re- 
ceived from  the  Connecticut  Psychiatric  Society 
for  authorization  to  form  a Section  on  Psychiatry  of 
the  Society’s  Scientific  Assembly.  Having  been  as- 
sured by  Staff  that  the  petition  was  in  order,  the 
Council  VOTED  to  approve  the  petition  and  trans- 
mit same  to  the  House  of  Delegates  at  the  semi- 
annual meeting  with  the  Council’s  recommendation 
that  authorization  be  granted.  In  taking  this  action, 
the  Council  directed  that  the  CPS  be  advised  to  alter 
the  provision  for  amending  the  Section’s  bylaws  by 
adding  the  words:  “provided  that  such  amendments 
are  not  in  conflict  with  the  bylaws  of  The  Society.” 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  September 
19,  1973.  Detailed  minutes  of  the  meeting  are 
on  file  at  160  St.  Ronan  Street,  New  Haven, 
for  perusal  by  any  interested  member  of  the 
Society. 


PHYSICIAN  PLACEMENT  SERVICE 

The  Connecticut  State  Medical  Society  maintains  a 
placement  service  for  the  convenience  of  Connecticut 
physicians,  hospitals  and/or  communities  in  search  of 
candidates  for  positions  available  in  our  state.  A de- 
scription of  such  opportunities  should  be  forwarded  to 
the  Physician  Placement  Service.  160  St.  Ronan  Street, 
New  Haven,  Connecticut  06511.  (203-865-0587). 

Physicians  wishing  to  locate  in  Connecticut  are  in- 
vited to  submit  a resume  to  be  kept  on  file  with  the 
Physician  Placement  Service.  Candidates  are  requested 
to  inform  the  Society  when  they  are  no  longer  available 
for  consideration  for  opportunities  which  might  be 
available  in  Connecticut. 

Journal  announcements  under  “Placement  Wanted" 
or  “Placement  Opportunities”  will  now  be  processed 
as  classified  advertisements.  Anyone  wishing  to  place 
such  an  announcement  must  submit  copy  by  the  first 
of  the  month,  two  months  before  the  month  of  issue. 

Classified  advertisements  must  be  paid  in  advance, 
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Form  to  End  All  Consent  Forms 

Preston  J.  Burnham,  M.D. 


Having  read  the  News  and  Comment  headed  “Hu- 
man experimentation:  New  York  verdict  affirms 
patient’s  rights,”  I believe  I understand  the  situation 
well  enough  to  attempt  to  help  lay  committees  de- 
velop a series  of  forms  for  obtaining  patients’  in- 
formed consent.  I am  now  working  on  forms  (see 
page  opposite)  for  our  standard  operations.  After 
these  have  been  accepted  universally,  it  should  be 
possible  to  develop  standard  forms  for  less  and  less 
standardized  procedures  as  we  learn  new  methods 
of  treating  diseases  and  congenital  deformities  which 
afflict  human  beings  but  which  with  our  present 
limited  knowledge  cannot  be  effectively  treated. 

In  fact,  however,  we  may  never  need  consents  for 
performing  any  procedures,  small  or  large,  that  are 
not  already  well  established.  When  the  2 dozen  or 
so  bills  in  Congress  against  experimentation  in  living 
animals  go  through,  and  when  we  are  prevented 
from  attempting  seemingly  innocuous  studies  of 
cancer  behavior  in  humans,  as  reported  in  the  article, 
we  may  mark  1966  as  the  year  in  which  all  medical 
progress  ceased.  Thereafter  and  for  the  rest  of  time, 
we  would  need  only  200  or  so  standard  informed- 
consent  forms  to  cover  only  the  200  or  so  presently 
standardized  operations. 

Consent  Form  For  Hernia  Patient 

I, , being  about  to  be  subjected 

to  a surgical  operation  said  to  be  for  repair  of  what 
my  doctor  thinks  is  a hernia  (rupture  or  loss  of  belly 
stuff — intestines  — out  of  the  belly  through  a hole 
in  the  muscles),  do  hereby  give  said  doctor  per- 
mission to  cut  into  me  and  do  duly  swear  that  I am 
giving  my  informed  consent,  based  upon  the  follow- 
ing information: 

Operative  procedure  is  as  follows:  The  doctor  first  cuts  through 
the  skin  by  a 4"  gash  in  the  lower  abdomen.  He  then  slashes 
through  the  other  things  — fascia  (a  tough  layer  over  the  muscles) 
and  layers  of  muscles  — until  he  sees  the  cord  (tube  that  brings  the 
sperm  from  testicle  to  outside)  with  all  its  arteries  and  veins.  The 
doctor  then  tears  the  hernia  (thin  sac  of  bowels  and  things)  from 
the  cord  and  ties  off  the  sac  with  a string.  He  then  pushes  the 
testicle  back  into  the  scrotum  and  sews  everything  together, 
trying  not  to  sew  up  the  big  arteries  and  veins  that  nourish  the  leg. 

Reprinted  from  Science,  152:  448,  1966. 


Possible  complications  are  as  follows: 

1.  Large  artery  may  be  cut  and  1 may  bleed  to  death. 

2.  Large  vein  may  be  cut  and  I may  bleed  to  death. 

3.  Tube  from  testicle  may  be  cut.  1 will  then  be  sterile  on  that 
side. 

4.  Artery  or  veins  to  testicles  may  be  cut  — same  result. 

5.  Opening  around  cord  in  muscles  may  be  made  too  tight. 

6.  Clot  may  develop  in  these  veins  which  will  loosen  when 
get  out  of  bed  and  hit  my  lungs,  killing  me. 

7.  Clot  may  develop  in  one  or  both  legs  which  may  cripple  me, 
lead  to  loss  of  one  or  both  legs,  go  to  my  lungs,  or  make  my  veins 
no  good  for  life. 

8.  1 may  develop  a horrible  infection  that  may  kill  me. 

9.  The  hernia  may  come  back  again  after  it  has  been  operated  on. 

10.  1 may  die  from  general  anesthesia. 

11.  1 may  be  paralyzed  if  spinal  anesthesia  is  used. 

12.  If  ether  is  used,  it  could  explode  inside  me. 

13.  I may  slip  in  hospital  bathroom. 

14.  I may  be  run  over  going  to  the  hospital. 

15.  The  hospital  may  burn  down. 

I understand:  the  anatomy  of  the  body,  the  pathology  of  the 
development  of  hernia,  the  surgical  technique  that  will  be  used 
to  repair  the  hernia,  the  physiology  of  wound  healing,  the  dietetic 
chemistry  of  the  foods  that  I must  eat  to  cause  healing,  the 
chemistry  of  body  repair,  and  the  course  which  my  physician 
will  take  in  treating  any  of  the  complications  that  can  occur  as 
a sequela  of  repairing  an  otherwise  simple  hernia. 


Patient 


Lawyer  for  Patient 


Lawyer  for  Doctor 


Lawyer  for  Hospital 


Lawyer  for  Anesthesiologist 


Mother-in-Law 


Notary  Public 
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when  manhood  ebbs 


Halotestin'5  mg  tablets 

rluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets.  U S P..  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment ol  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  ol 
panhypopituitarism  related  to  hypogonadism.  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait 
In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  ol  pain  and  engorgement.  2.  Pal- 
liation ot  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 


who  have  been  proven  to  have  a hormone-de- 
pendent  tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast 
Carcinoma.  Known  or  suspected,  ol  the  prostate 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment  Prepubertal 
males.  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema  Priapism  or  excessive 
stimulation,  oligospermia,  reduced  eiaci 
volume,  hypersensitivity  and  gynecomasti 
occur  When  any  of  these  elfects  appear  tl 
drogen  should  be  stopped 
Adverse  Reactions:  Acne  Decreased  eiac 
volume  Gynecomastia  Edema  Hypersen: 
including  skin  manileslations  and  anaphy 
reactions  Priapism  Hypercalcemia  (espec 
immobile  patients  and  those  with  metastatic 
carcinoma)  Virilization  m females  Choi 
laundice 
How  Supplied 

2 mg  - bottles  of  100  scored  tablets 
5 mg  - bottles  of  50  scored  tablets 
10  mg  — bottles  of  50  scored  tablets 
For  additional  product  information  set 
Up/ohn  representative  or  consult  the  pa 
circular  «co  e-< 


t «972  6 T THE  UPJOHN  C< 


The  Upjohn  Company,  Kalamazoo.  Michigan 


“Unforeseen  Consequences” 

Dr.  George  Stamatoyannopoulos,  Director  of 
Medical  Research  Program  at  the  University  of 
Washington,  reported  findings  in  a sickle  cell  study 
in  Greece  to  the  International  Conference  on  Birth 
Defects.  This  3 year  old  study,  begun  in  1966,  re- 
vealed that  these  2,000  families  in  the  town  of  Orcho- 
menos  show  a higher  incidence  of  sickle  cell  anemia 
than  among  American  blacks.  Even  more  interest- 
ing, however,  were  unforeseen  social  implications. 
Prearranged  marriages  are  common  in  this  farm 
community.  He  was  able  to  get  families  to  agree  to 
premarital  exchange  of  genetic  information,  espe- 
cially in  the  sickle  cell  trait.  Unexpectedly,  knowledge 
of  this  trait  caused  breaking  up  of  forthcoming  mar- 
riages and  rejection  of  carriers  of  the  disease,  even 
though  such  carriers  are  healthy.  The  marriage  of 
2 carriers  of  the  trait  will  produce  on  the  average 
one  child  in  4 with  the  disease.  If  only  one  of  a mar- 
ried couple  has  the  trait,  the  disease  cannot  be 
passed  on.  He  found  that  even  carriers  with  no 
chance  of  passing  on  the  trait  of  disease  were  ostra- 
cized as  far  as  marriage  was  concerned.  Carriers 
had  to  find  out  if  the  person  in  whom  they  were  inter- 
ested had  the  trait.  The  fear  of  being  stigmatized 
with  a disease  caused  breakup  of  engagements. 
Parents  would  advise  their  children  free  of  the  trait 
not  to  marry  carriers  even  though  there  is  no  chance 
of  affecting  their  offspring.  It  may  be  that  whole- 
sale screening  of  blacks,  begun  in  1971,  may  produce 
similar  reaction,  though  some  studies  have  not  pro- 
duced this  reaction.  Just  as  the  unexpected  social 
and  psychological  damage  from  this  Greek  screen- 
ing program  cannot  be  estimated,  it  suggests  that 
screening  programs  be  alert  to  unforeseen  conse- 
quences. 

BOOK  REVIEWS 

THE  CIBA  COLLECTION  OF  MEDICAL  ILLUSTRATIONS, 
Volume  6.  A compilation  of  paintings  on  the  Kidneys,  Ureters, 
and  Urinary  Bladder.  Prepared  by  Frank  H.  Netter,  M.D.  Edited 
by  Robert  K.  Shapter,  M.D.,  Fredrick  F.  Yonkman,  M.D.,  Ph.D. 
Editor  Emeritus.  With  foreword  by  E.  Lovell  Becker,  M.D.,  Pro- 
fessor of  Medicine,  Cornell  University  Medical  College.  Com- 
missioned and  Published  by  CIBA  Pharmaceutical  Company, 
Summit,  New  Jersey.  1973.  312  pages  with  236  color  illustra- 
tions. (No  price  given.) 

Reviewed  by  J.  Alfred  Fabro,  M.D. 

The  beautiful  colored  illustrations  by  Dr.  Netter,  the  great 
physician  artist,  are  the  highlight  of  this  impressive  book.  Forty- 
five  outstanding  contributors  and  consultants  have  contributed 
to  the  book.  It  is  divided  into  eight  sections:  (1)  anatomy,  struc- 
ture and  embryology  (2)  renal  physiology  (3)  diagnostics  (4) 
disease  of  kidney  (5)  the  kidney  and  systemic  diseases  (6)  dis- 
eases of  the  urinary  system  (7)  congenital  and  hereditary  dis- 
orders (8)  therapeutics. 


Each  page  has  its  own  drawing,  forceful  and  clear,  with  ex- 
cellent explanations  of  the  pathology  as  supplemental  material. 

The  book  should  at  least  be  in  every  medical  library.  Its  greatest 
value  would  seem  to  me  to  be  to  the  non-urologist,  especially  the 
pediatrician,  family  physician,  and  internist  as  examples.  It  pro- 
vides a ready  and  concise  reference  for  them.  I would  also  suggest 
that  it  is  worthwhile  for  a urologist  to  own  it  if  only  for  him  to 
use  it  as  a teaching  device  to  explain  to  his  patients  what  their 
trouble  is.  I know  of  no  better  teaching  modality  for  such  a book. 
I am  sure  that  every  patient  would  be  grateful  to  have  his  con- 
dition illustrated  and  explained  from  such  a clear  and  beauti- 
ful book. 

THE  USE  OF  ANTIBIOTICS  — A COMPREHENSIVE  RE- 
VIEW WITH  CLINICAL  EMPHASIS.  By  A.  Kucers.  J.B.  Lip- 
pincott  Co.,  Philadelphia,  Pa.  1972.  392  pages.  $14.75. 

Reviewed  by  J.  Alfred  Fabro,  M.D. 

This  relatively  short  book  is  excellent  for  its  stated  purpose  — to 
give  a brief,  concise,  clinical  exposition  of  the  use  of  antibiotics. 
It  not  only  emphasizes  the  clinical  application  of  the  drugs,  but 
also  gives  cogent  and  valid  reasons  for  the  use  of  one  over  others. 
The  author  also  recognizes  that  the  use  of  antibiotics  is  based 
on  knowledge  not  only  of  the  drugs,  but  also  on  the  nature  of  the 
infectious  disease  or  condition  for  which  they  are  prescribed, 
something  too  often  neglected  or  forgotten. 

I recommend  the  book  with  but  one  reservation,  its  cost. 


IMMUNOBIOLOGY—  CURRENT  KNOWLEDGE  IN  IM- 
MUNOLOGY AND  THEIR  CLINICAL  APPLICATION. 
Edited  by  Robert  A.  Good,  M.D.,  and  David  W.  Fisher,  Sin- 
auer  Associates,  Inc.,  Publishers,  Stamford,  Conn. 

Reviewed  by  J.  Alfred  Fabro,  M.D. 

This  fifth  edition  edited  by  Dr.  Good,  Professor  of  Pathology 
at  the  University  of  Minnesota  Medical  School,  and  David  Fisher, 
Executive  Editor  of  Hospital  Practice,  is  one  of  the  most  beauti- 
ful and  excellent  medical  books  I have  ever  read.  Over  30  of  the 
outstanding  men  in  this  field  contributed  to  the  volume.  It  is 
divided  into  five  sections:  (1)  Development  of  Immune  Systems; 
Cellular  Mechanisms  of  Immune  Response  (2)  The  Humoral 
Antibodies  (3)  Mediators  and  Defectors  of  Immunity  (4)  Patho- 
genic Mechanisms  Involving  Immunologic  Factors  (5)  Clinical 
Applications  of  Immunology  in  Prophylaxis  and  in  Therapy. 

The  subjects  range  from  “fundamental  considerations  as  the 
synthesis  of  functional  DNA,  the  molecular  nature  of  antibodies, 
and  the  cellular  and  developmental  bases  of  immunity  to  the 
highly  practical  applications  of  immunology  in  prevention,  diag- 
nosis, and  treatment  of  human  disease.”  It  not  only  accomplishes 
its  purpose  very  well,  namely  of  education,  but  it  is  the  beauty 
of  the  book,  of  the  illustrations,  and  the  graphic  excellence  that 
I feel  compelled  to  commend  it  without  reservation.  The  illustra- 
tions are  among  the  best  I have  ever  seen  in  that  they  supple- 
ment and  explain  the  text  so  well. 

This  book  is  excellent  for  the  practicing  clinician  or  student 
or  resident  of  other  specialized  fields  who  wish  to  read  and  study 
a book  that  provides  basic  knowledge  and  written  for  the  gen- 
eral medical  reader.  The  book  is  in  keeping  with  the  general  ex- 
cellence of  this  relatively  new  journal  Hospital  Practice  which  in 
a short  time  has  become  one  of  the  half  dozen  most  attractive 
and  educational  journals  which  most  practicing  physicians  re- 
ceive free.  I know  practicing  physicians  who  do  throw  away  this 
journal  without  even  looking  at  it.  What  a tragedy.  Every  hospi- 
tal library  should  have  this  book  and  display  it  so  that  physicians 
may  at  least  skim  it.  Those  who  do  will  most  likely  want  to  buy  it. 
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OBITUARIES 


STEVENS  J.  MARTIN,  M.D. 
1906-1973 


“He  was  my  friend,  faithful  and  just  to  me.”  Jul- 
ius Caesar.  III.  2. 

The  same  claim  may  be  made  by  a thousand  other 
doctors  about  this  gregarious,  gifted,  unselfish, 
dedicated  colleague. 

Born  in  New  York,  he  went  to  the  University  of 
Wisconsin,  obtaining  his  B.A.,  M.A.,  Ph.D.,and  M.D. 
degrees.  His  interest  in  anesthesia  began  as  Re- 
search Assistant  at  the  University  of  Wisconsin  in 
premedical  days.  After  his  internship  at  Wisconsin 
General  Hospital,  he  served  as  Assistant  Professor 
at  Albany  Medical  College,  1936-39,  in  Physiology 
and  Pharmacology.  Following  his  residency  at  Belle- 
vue Hospital,  New  York  University,  he  was  appoint- 
ed Director  of  Anesthesia  and  Inhalation  Therapy 
at  Tilton  General  Hospital,  Fort  Dix,  receiving  a 
service  commendation  in  1944  for  his  efforts  in 
establishing  the  first  organized  school  of  Anesthesia 
for  Army  medical  officers.  He  relished  his  military 
activities,  retiring  after  thirty-three  years  of  service 
as  Colonel  in  1966. 

From  1946  to  1971,  he  was  the  Director  of  the 
School  of  Anesthesia  and  Chairman  of  the  Depart- 
ment ol  Anesthesia  at  St.  Francis  Hospital  in  Hart- 
ford. He  was  elected  President  of  the  Medical-Dental 
staff  of  St.  Francis  for  1967-68.  In  addition,  he  also 
served  as  a consultant  in  Anesthesia  for  Norwalk 
General  Hospital,  Day-Kimball  Hospital.  Middlesex, 
Bradley  Memorial,  Manchester  Memorial,  Institute 
of  Living  and  Mt.  Sinai  Hospital. 

Whatever  his  pursuit,  his  goal  was  always  excel- 
lence. His  own  guild  successively  elected  him  Presi- 


dent of  the  Connecticut  Society  of  Anesthesiologists, 
President  of  the  New  England  Society  of  Anesthesi- 
ologists, President  of  the  American  Society  of  Anes- 
thesiologists, and  Chairman  of  the  AMA  Section  on 
Anesthesia.  He  had  been  President  of  the  Academy 
of  Anesthesia  and  was  President  of  the  Anesthesia 
Foundation  at  the  time  of  his  death. 

Dr.  Martin,  working  indefatigably  in  the  vine- 
yards of  organized  medicine  from  the  time  he  came 
to  Connecticut,  continually  held  elective  offices  in 
the  Hartford  Medical  Society  and  the  Hartford 
County  Medical  Association,  eventually  serving  as 
President  of  each  of  these.  In  1969-70,  he  was  Presi- 
dent and  Chairman  of  the  Council  of  the  Connecti- 
cut State  Medical  Society. 

He  died  in  his  sleep  twenty-four  hours  before  he 
was  to  preside  over  a medical  meeting  in  Stockholm, 
Sweden.  He  and  the  rest  of  us  were  anticipating  the 
meeting  with  Steve  in  the  Chair  graciously  guiding 
the  discussion  and  stimulating  the  rest  of  us  with  his 
enthusiasm.  This  quality  with  his  companionship 
and  intellectual  curiosity  enriched  the  lives  of  all 
his  friends. 

He  leaves  his  wife,  Mrs.  Louise  Jane  Minshall 
Martin;  a son,  Stevens  J.  Martin,  Jr.,  of  Hartford; 
a daughter,  Mrs.  Sandra  Louise  McDonough  of 
Fairfield;  and  two  grandchildren. 

Interment  was  at  Arlington  National  Cemetery. 

Kenneth  F.  Brandon,  M.D. 


JAMES  A.  HANAGHAN,  M.D. 

1913-1973 

The  sudden  death,  just  a few  days  before  retire- 
ment, of  Dr.  James  A.  Hanaghan,  brought  grief  to 
his  many  friends  throughout  Connecticut. 

After  completing  an  internship  at  Uncas-on- 
Thames,  Norwich,  in  1942,  he  remained  at  the  hospi- 
tal as  sanitorium  physician.  In  September  1949  he 
transferred  to  the  Central  Office  of  the  State  Tuber- 
culosis Commission  where  he  served  as  control  phy- 
sician until  his  promotion  to  assistant  director  in 
1953.  With  the  merger  of  the  State  Tuberculosis 
Commission  and  Commission  on  the  Chronically  111, 
Aged  and  Infirm  into  the  new  Commission  on  Tu- 
berculosis and  Other  Chronic  Illness,  Dr.  Hanaghan 
became  the  tuberculosis  program  director.  When 
that  agency  merged  with  the  state  health  department 
in  1959,  he  continued  as  director  of  the  tuberculosis 
control  program  in  the  Office  of  Tuberculosis  Con- 
trol, Hospital  Care,  and  Rehabilitation.  On  the 
retirement  of  Deputy  Commissioner  Reginald 
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Edson,  M.D.,  in  1971,  Dr.  Hanaghan  served  as  Act- 
ing Deputy  Commissioner  of  that  agency  until  July 
1972  when  that  position  was  abolished  on  recom- 
mendation of  the  Etherington  Commission  and  Dr. 


Hanaghan  became  director  of  the  division  and  con- 
tinued to  carry  Dr.  Edson’s  responsibilities  as  well 
as  those  of  his  own  position. 

Dr.  Hanaghan  was  a Past  Vice  President  and 
Treasurer  of  the  Connecticut  Tuberculosis  and  Res- 
piratory Disease  Association,  Past  President  of  the 
Connecticut  Thoracic  Society,  and  Past  President 
of  the  Hartford  Chapter  of  the  Connecticut  Division, 
American  Cancer  Society.  He  was  a member  of  the 
Hartford  County,  the  Connecticut  State  Medical 
Society  and  the  A.M.A. 

Dr.  Hanaghan  had  a thorough  knowledge  of  the 
varied  manifestations  of  tuberculosis  and  other 
chronic  pulmonary  diseases  as  well  as  reactions  of 
patients  to  the  newer  drugs  used  in  treatment.  Phy- 
sicians all  over  the  state  often  sought  his  advice  on 
diagnosis  and  management.  Because  of  the  breadth 
of  his  experience  with  problem  cases,  his  stable 
judgment  and  good  sense  made  him  more  restrained 
than  some  in  the  current  tendency  to  relax  close 
surveillance  of  infectious  patients  after  a short 
course  of  therapy.  Recent  reports  justify  his  calm 
judgement. 

At  committee  meetings  Dr.  Hanaghan’s  keen 
sense  of  humor  often  relieved  tensions  that  were 
developing,  and  focussed  discussion  back  on  the 
major  issues  that  were  under  scrutiny.  He  was  a 
humanitarian  whose  warm  concern  for  the  health  of 
families  with  whom  he  worked,  his  wise  guidance, 
dedication  and  friendly  smile  will  be  sorely  missed 
by  all  who  knew  him. 

Franklin  M.  Foote,  M.D. 


In  Memoriam 

Bestor,  Eugene  L.,  New  York  Medical  School,  1902. 
Dr.  Bestor  was  a physician  and  surgeon  in  the  Hart- 
ford area  for  45  years.  A former  resident  of  Bloom- 
field, he  served  on  that  town’s  Board  of  Education 
and  was  chairman  of  the  Board  of  Finance  and  the 
Town  Council.  He  was  a member  of  the  Hartford 
County  Medical  Association  and  a 50-year  member 
of  the  Connecticut  State  Medical  Society.  Dr.  Bestor 
died  July  26,  1973,  at  the  age  of  91. 

Hoffman,  Charles  Curtis,  University  of  Buffalo, 
1916.  Dr.  Hoffman  was  a radiologist  in  the  Hartford 
area  until  his  retirement  in  1958.  He  was  a former 
president  of  the  X-ray  section  of  the  Connecticut 
State  Medical  Society  and  also  headed  the  Connec- 
ticut Valley  Radiologic  Society.  Dr.  Hoffman  was  a 
member  of  the  Hartford  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  He  died  July  3,  1973, 
at  the  age  of  80. 

Marciano,  Charles,  Jr.,  University  of  Naples,  1934. 
Dr.  Marciano  was  a practicing  ophthalmologist  in 
the  New  Haven  area  since  1953.  During  World  War 
II,  he  served  in  the  United  States  Coast  Guard.  Dr. 
Marciano  was  a member  of  the  New  Haven  County 
Medical  Association,  The  Connecticut  State  Medi- 
cal Society  and  the  American  Medical  Association. 
He  died  July  26,  1973,  at  the  age  of  66. 

Moylan,  Thomas  P.,  Buffalo  Medical  School,  1924. 
He  was  a practicing  orthopedic  surgeon  in  the  Hart- 
ford area  since  1924.  He  was  for  many  years  the 
chief  of  orthopedic  service  at  St.  Francis  Hospital 
and  was  also  an  orthopedic  consultant  at  Manches- 
ter Memorial  Hospital,  and  McCook  Hospital.  Dr. 
Moylan  was  a member  of  the  Hartford  County  Med- 
ical Society,  the  Connecticut  State  Medical  Society 
and  the  American  Academy  of  Orthopedic  Sur- 
geons. Dr.  Moylan  died  September  2,  1973,  at  the 
age  of  74. 

Pileggi,  Peter,  University  of  Maryland,  1928.  Dr. 
Pileggi  was  a practicing  cardiologist  in  the  Fairfield 
area  since  1929.  He  was  a member  and  former  presi- 
dent of  the  Bridgeport  Medical  Society  and  director 
of  electrocardiology  at  St.  Vincent’s  Hospital.  He 
was  also  a member  of  the  Fairfield  County  Medical 
Association,  The  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Pileggi 
died  September  2,  1973,  at  the  age  of  69. 
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Vernlund,  Carl  F.,  Hartford  Medical  School,  1914. 
Dr.  Vernlund  was  a practicing  neurologist  and 
psychiatrist  in  the  Hartford  area  since  1916.  Dr. 
Vernlund  also  served  on  the  consulting  staff  of  the 
Institute  of  Living,  and  was  a member  of  the  Amer- 
ican Psychiatric  Association.  He  was  also  a member 
of  the  Hartford  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  Ameri- 
can Medical  Association.  Dr.  Vernlund  died  June  10, 
1973,  at  the  age  of  87. 


Woodford,  Chester  N.,  University  of  Louisville, 
1908.  Before  his  retirement  in  1962,  Dr.  Woodford 
was  a practicing  otolaryngologist  in  the  Hartford 
area  since  1908.  He  served  as  a lieutenant  in  the  1st 
Division  26th  Infantry  Medical  Corps  during  World 
War  I.  He  was  a member  of  the  Hartford  County 
Medical  Association,  The  Connecticut  State  Medi- 
cal Society,  and  the  American  Medical  Association. 
Dr.  Woodford  died  September  1,  1973,  at  the  age 
of  88. 
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The  Risk  and  Indications  for 
Intravenous  Angiography 

Morris  D.  Kerstein,  M.D.  and  Gale  R.  Ramsby,  M.D. 


Abstract  — Venography  can  be  informative  and 
benign  given  the  respect  of  an  operative  procedure. 
Two  hundred  eighty-five  intravenous  angiographic 
procedures  were  completed  without  a complication 
during  a 35  month  period.  Suggestions  are  included 
for  the  avoidance  of  complications  as  well  as  indi- 
cations for  phlebography. 

Intravenous  Angiography 

Intravenous  angiography  is  a significant  sup- 
plementary diagnostic  tool.  The  attention  of  the 
vascular  roentgenologist  is  most  often  drawn  to  the 
hazards  of  arteriography  because  of  the  spectacular 
progress  in  cardiac  and  arterial  surgery,  but  like  any 
operative  procedure,  venographic  studies  are  asso- 
ciated with  a certain  morbidity  and  mortality. 

Since  the  complications  of  allergic  reactions  to 
contrast  material  are  minimal  and  rather  non-vari- 
able, the  factors  that  most  reflect  the  morbidity  and 
mortality  are  technique  and  experience. 

Methods 

During  a 35  month  period  at  a university  affiliated 
V.A.  Hospital  all  records  of  patients  having  had 
venous  angiographic  examinations  were  studied. 
Progress  notes  and  orders  by  the  house  officer,  nurs- 
ing notes,  lab  studies  and  daily  vital  signs  were  re- 
viewed. All  abnormalities  and  comments  pertaining 
to  the  angiographic  study  were  noted. 

The  angiographic  technique  utilized  was  either 
direct  venipuncture  or  the  catheter  method  of  Sel- 
dinger.7 

The  angiographic  studies  were  done  by  staff 
angiographers  and  second  year  radiology  residents 
directly  under  the  supervision  of  an  experienced 
faculty  member.  Both  the  radiologist  and  the  house 
officer  directly  concerned  followed  the  patient  close- 
ly after  the  procedure  with  appropriate  notes  on  the 
clinical  chart.  Potentially  complicated  studies  were 
only  undertaken  by  the  experienced  radiologist. 

DR.  MORRIS  D.  KERSTEIN,  Staff  Surgeon  at  the  West 
(Haven  V.A.  Hospital  and  Assistant  Professor  of  Surgery,  Yale 
University  School  of  Medicine. 

DR.  GALE  R.  RAMSBY,  Acting  Assistant  Chief  of  Radiol- 
ogy, West  Haven  V.A.  Hospital  and  Associate  Professor  of 
Clinical  Radiology,  Yale  University  School  of  Medicine. 

Reprint  requests  to  Dr.  Kerstein.  Veterans  Administration 
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Results 

During  a 35  month  period  285  venous  angiograph- 
ic studies  were  completed.  There  were  no  compli- 
cations. The  all  male  subjects  had  an  age  distribu- 
tion of  37  to  67  years  with  an  average  of  49. 

Table  I enumerates  the  variety  of  venous  studies 
undertaken. 

TABLE  1 

VENOUS  ANGIOGRAPHIC  STUDIES 


Lower  Leg  Venogram 

1970 

45 

1971 

21 

1972* 

27 

Pulmonary  Angiogram 

18 

10 

13 

Inferior  Venacavogram 

10 

8 

29 

Hepatic  Venogram 

10 

31 

28 

Umbilical  Venogram 

6 

6 

0 

Renal  Venogram 

0 

4 

2 

Orbital  Venogram 

1 

1 

0 

Thymic  Venogram 

2 

0 

0 

Transvenous  Aortogram 

1 

1 

2 

Epidural  Venogram 

2 

1 

2 

Superior  Venacavogram 

1 

1 

2 

96 

84 

105 

*JANUARY-NOVEMBER  1972 

Discussion 

Although  there  was  little  experimentation  on  the 
application  of  intravenous  techniques  before  the 
twentieth  century.  Sir  Christopher  Wren  initiated 
the  procedure  when,  using  a bladder  and  quill  for 
a syringe  and  needle,  he  gave  opium  intravenously 
to  dogs  in  1656.  The  first  successful  intravenous 
injection  in  man  was  made  by  J.D.  Major  in  1662 
and  analgesia  was  introduced  by  intravenous  opium 
three  years  later.  At  the  turn  of  the  present  century 
veins  were  used  principally  for  administration  ot 
saline  and  glucose,  for  some  treatments,  and  for 
taking  or  transfusing  blood.4,5,8  . 

Not  until  the  last  decade  have  the  benefits  of 
contrast  media  in  the  vascular  system  been  fully 
appreciated.  Techniques  of  direct  intravenous  in- 
jection by  syringe  have  not  changed  much  since  the 
beginning  of  the  century.1  In  contrast  to  intramus- 
cular injection  the  site  is  not  so  important  as  the 
technique.  Application  of  the  catheter  technique  of 
Seldinger  has  provided  a method  of  injecting  con- 
trast material  directly  into  the  vein  under  investi- 
gation and  the  present  use  of  flexible  thin  walled 
catheters  make  practically  all  veins  accessible  for 
study. 3 
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The  prevention  of  minor  complications  is  obvi- 
ously the  cornerstone  of  abating  major  problems. 
Selection  of  an  adequate  vein,  sterile  surgical  tech- 
nique as  used  for  a venous  cutdown,  small  bore 
flexible  catheters,  the  use  of  catheters  with  multiple 
side  holes,  meticulous  atraumatic  puncture,  hepar- 
inized irrigating  solutions,  and  compression  of  the 
puncture  site  after  completion  of  the  procedure  are 
all  requirements.  Pre-angiographic  evaluation  with 
the  same  care  and  diligence  given  a pre-operative 
patient  will  prevent  numerous  problems.  History, 
physical  exam,  chest  x-ray,  EKG,  BUN  or  creatinine 
and  a hemogram  to  include  some  bleeding  or  clot- 
ting parameters  are  a basic  requirement.  Post-pro- 
cedural observation  with  the  same  care  that  a post- 
operative patient  receives  will  obviate  the  occurrence 
of  insidious  problems. 

Just  as  in  any  surgical  procedure  the  indications 
and  information  gained  must  warrant  the  risk.  Our 
indications  for  the  procedures  listed  in  table  1 are 
as  follows: 

PERIPHERAL  PHLEBOGRAPHY  is  most  help- 
ful in  evaluating  venous  thrombosis,  periphereal 
edema,  pre-operative  patients  with  varicose  veins, 
post-operative  recurrences  of  varicosities,  and  leg 
ulcers.9 

PULMONARY  ANGIOGRAPHY  is  most  often 
used  for  the  diagnosis  of  pulmonary  emboli,  but  is 
also  of  benefit  in  the  evaluation  of  patients  with 
questioned  mediastinal  metastasis,  pulmonary 
arterio-venous  shunts,  and  pre-operative  candidates 
for  resection  of  emphysematous  bullae.10 
INFERIOR  VENACAVOGRAMS  are  primarily 
indicated  for  the  diagnosis  and  location  of  caval 
occlusion,  the  extent  of  retroperitoneal  tumor  in- 
volvement, and  to  aid  in  the  diagnosis  of  porta- 
caval shunt  patency.11 

HEPATIC  AND  UMBILICAL  VENOGRAPHY 
are  useful  in  the  evaluation  of  patients  with  portal 
hypertension,  as  a means  of  visualizing  the  intra 
hepatic  portal  system,  and  in  the  diagnosis  of  hepa- 
tic masses.12,13 

RENAL  AND  ADRENAL  VENOUS  STUDIES 
are  primarily  for  the  evaluation  of  tumor,  venous 
collateral,  and  the  collection  of  blood  samples  for 
hormonal  determinations.  Renal  venography  is  also 
necessary  in  the  pre-spleno-renal  shunt  workup. 
ORBITAL  VENOG RAMS  will  frequently  elucidate 
the  nature  of  orbital  masses,  venous  malformations 
or  occlusions  and  will  opacify  the  cavernous  si- 
nus.14 

THYMIC  VENOG RAPHY  aids  in  the  diagnosis  of 
mediastinal  masses  especially  for  the  demonstration 
of  thymona  in  patients  with  myasthenia  gravis.15 


TRANS-VENOUS  AORTOGRAPHY  is  the  safest, 
fastest  and  simplest  method  of  demonstrating  aortic 
dissection  and  may  be  the  only  technique  for  evalu-  I 
ation  of  the  branches  of  the  aorta  in  patients  with  . 
severe  A.S.V.D.16 

EPIDURAL  VENOGRAPHY  is  indicated  for  the  1 
diagnosis  of  vascular  malformation  of  the  epidural 
veins  and  to  demonstrate  extra-dural  masses  in 
symptomatic  patients  in  whom  myelography  is 
negative.17 

SUPERIOR  VENACAVOGRAPHY  is  of  most 
value  in  demonstrating  obstructive  phenomenon  1 
and  evaluating  mediastinal  masses.18 
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The  Turnbull  Procedure  in  the  Treatment 

of  Toxic  Megacolon 

Henry  N.  Blansfield,  M.D.,  F.A.C.S. 


Abstract  — A patient  with  toxic  megacolon  is  pre- 
sented, so  sick  that  attempt  at  primary  colectomy 
during  the  course  of  his  acute  illness  would  have 
undoubtedly  resulted  in  severe  morbidity  or  mor- 
tality. Using  the  Turnbull  technique  the  acute  mega- 
colon problem  was  resolved,  and  with  the  patient  in 
optimum  condition,  total  colectomy  was  performed 
successfully  at  a second  stage.  Turnbull's  procedure 
is  a significant  contribution  to  the  management  of 
this  problem  and  will  result  in  a much  improved 
mortality  and  morbidity  rate  for  megacolon. 

The  incidence  of  toxic  megacolon  in  all  cases  of 
ulcerative  colitis  varies  from  1.6  to  8.0%.’  The  mor- 
tality rate  for  this  serious  complication  varies  from 
13  to  70%  with  an  average  mortality  of  20  to  25%. 
This  formidable  death  rate  is  the  result  of  perfora- 
tion of  the  colon  with  subsequent  fecal  peritonitis. 
The  latter  frequently  occurs  following  an  attempt  to 
carry  out  total  colectomy  for  this  condition.  Turn- 
bull2  points  out  that  the  basic  pathology  of  mega- 
colon is  the  cause  for  perforation.  No  matter  what 
technique  is  used  and  no  matter  how  gentle  the  sur- 
geon carries  out  mobilization  of  the  colon,  massive 
fecal  spillage  may  occur  abruptly  at  any  point  in  the 
procedure.  Norland  et  al3  in  a comprehensive  review 
of  thirty-two  cases  clearly  documented  the  colon 
pathology  in  toxic  megacolon.  Quoting  them,  “the 
colon  showed  extensive  ulceration.  The  bowel  was 
extremely  friable  and  thin,  resembling  wet  tissue 
paper.  The  pericolic  fat  was  edematous.  Micro- 
scopically the  inflammatory  process  was  transmural 
with  marked  muscle  destruction  and  serosal  inflam- 
mation in  all  cases,  destroying,  in  turn,  the  plexi  of 
Meissner  and  Auerbach.”  Turnbull  made  this  same 
observation  noting  that  penetrating  ulcerations  of 
the  colon  especially  in  the  regions  of  the  splenic 
flexure  and  sigmoid  produced  sealed  off  perforations 
of  the  colon  which  then  resulted  in  gross  fecal  spill- 
age in  any  attempt  to  carry  out  colectomy.  Since  his 
recognition  of  these  pathological  changes  he  has 
abandoned  colectomy  in  favor  of  a lesser  initial  pro- 
cedure, consisting  of  diverting  ileostomy  and  de- 
compression colostomy.  He  emphasizes  that  this 
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procedure  is  a temporary  expedient  only  and  that 
colectomy  must  follow  when  the  patient’s  condition 
permits.  The  following  case  is  one  of  severe  mega- 
colon in  which,  pre-operatively,  we  felt  deeply  that 
surgical  intervention  was  clearly  indicated  but  that 
chances  of  succeeding  with  total  colectomy  would 
be  slight  in  view  of  the  condition  of  the  colon  and 
the  formidable  risk  of  gross  fecal  soilage.  We  were 
fortunate  that  Turnbull  had  recorded  his  experience 
with  diverting  ileostomy  and  colostomy  in  the  treat- 
ment of  this  disease.  In  a series  of  42  cases  only  two 
died,  one  after  ileostomy  and  colostomy,  the  other 
after  second  stage  colectomy.  We  undertook  the 
same  procedure  with  some  modifications. 

CASE  REPORT:  A 43-year-old  male  was  first 
seen  as  an  outpatient  for  diarrhea  and  rectal  bleed- 
ing. Proctosigmoidoscopy  revealed  granular  friable 
mucosa  with  exudate.  A clinical  diagnosis  of  ulcer- 
ative colitis  was  made.  The  patient  was  returned  to 
his  family  physician.  Two  weeks  later  he  was  ad- 
mitted to  the  hospital,  acutely  ill  with  fever,  abdom- 
inal pain,  distention  and  bloody  diarrhea. 

Physical  examination  revealed  a temperature  of 
101  degrees.  The  patient  appeared  acutely  ill.  The 
abdomen  was  diffusely  distended,  tympanitic  and 
tender  on  palpation.  A survey  of  the  abdomen  re- 
vealed marked  dilatation  of  the  entire  colon  proxi- 
mal to  the  distal  sigmoid  compatible  with  toxic 
megacolon.  (Figure  1.)  Despite  starvation  and  the 
use  of  ACTH  and  Prednisone  in  large  doses,  he  re- 
mained distended  and  toxic.  Twelve  days  after  ad- 
mission, because  of  no  essential  change,  a loop 
ileostomy  and  Stamm  transverse  colostomy  were 
carried  out  using  the  technique  described  by  Turn- 
bull.  Postoperatively  the  patient  went  into  remission 
promptly.  His  fever  subsided  and  his  sense  of  well 
being  returned.  His  initial  postoperative  weight  of 
163  lbs.  within  three  weeks  increased  to  175  lbs. 
Throughout  his  post-ileostomy  course  he  was  main- 
tained on  20  mgs.  of  Prednisone  daily.  He  looked 
well  but  was  having  four  to  five  bloody  mucoid 
bowel  movements  daily  per  rectum  with  bloody 
drainage  from  the  Stamm  colostomy  site.  He  was 
readmitted  to  the  hospital  at  this  time.  Three  days 
later  he  underwent  abdominoperineal  total  colec- 
tomy. His  recovery  was  uneventful.  He  was  gradually 
weaned  from  steroids.  His  weight  rose  from  a post- 
operative low  of  158  lbs.  to  173  lbs.  two  months  later 
when  he  returned  to  active  employment. 
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Fig.  1 

Supine  and  erect  x-rays  of  the  abdomen  showing  marked  dis- 
tention of  an  atonic,  gas  and  feces  filled  colon  characteristic  of 
toxic  megacolon. 


DISCUSSION:  The  technique  used  by  Turnbull 
is  as  follows:  The  abdomen  is  explored  through  a 
left  paramedian  incision,  after  marking  out  the  site 
for  loop  ileostomy  in  the  right  lower  quadrant.  It 
cannot  be  emphasized  too  strongly  that  gentleness 
is  the  key  word  in  this  exploration  because  upon 
entering  the  abdomen  it  is  evident  that  the  bowel  is 
in  a preperforation  state.  A description  of  our  opera- 
tive findings  is  indicative  of  this. 

“At  laparotomy  an  unbelievable  state  of  diseased 
colon  was  encountered.  The  colon  was  necrotic.  It 
was  adherent  by  fibrinous  adhesions  to  the  anterior 
abdominal  wall.  The  omentum  was  a solid  mass  of 
inflammatory  reaction.  Placing  a retractor  in  the  left 
side  of  the  wound  was  followed  by  a malodorous 
gush  of  gas  and  it  was  evident  that  a small  perfora- 
tion was  present  in  the  descending  colon  as  a result 
of  gentle  retraction.  It  was  obvious  that  any  attempt 
at  total  or  subtotal  extirpation  of  the  colon  would 
be  lethal  beyond  any  question.”  Therefore  a loop 
ileostomy  was  performed  by  excising  a quarter-sized 
button  of  skin  in  the  right  lower  quadrant  and  bring- 


ing the  distal  ileum  through  this  incision.  The  distal 
ileum  was  turned  to  lie  superiorly.  Following  inser- 
tion of  a plastic  rod  through  the  mesentery  to  hold 
the  loop  in  place,  the  anterior  aspect  of  the  trans- 
verse colon  was  identified  and  a rectus  dividing  in- 
cision was  made  over  the  colon.  The  left  paramedian 
incision  was  closed.  Because  of  the  perforation  which 
had  occurred  during  the  retraction  of  the  left  para- 
median wound,  a drain  was  placed  along  the  anterior 
surface  of  the  descending  colon  to  the  point  of  the 
small  leak.  Following  this,  the  ileum  was  partially 
divided  and  the  mucosa  sewn  back  to  the  skin,  ma- 
turing the  ileostomy.  The  serosa  of  the  transverse 
colon  was  then  sutured  to  the  peritoneum  through 
the  transverse  rectus  incision  superiorly,  and  a Stamm 
colostomy  was  performed  inserting  a No.  28  straight 
catheter  into  the  transverse  colon.  Through  this  feces 
and  gas  were  evacuated  and  the  colon  was  irrigated. 
This  wound  was  packed  open.  Turnbull  describes 
suturing  the  mucosa  to  the  skin,  but  I found  that 
this  was  impossible  to  do  and  the  Stamm  technique 
worked  just  as  well. 
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When  performing  the  second  stage  total  colec- 
tomy, the  incision  is  through  the  old  left  paramedian 
wound.  In  this  case  the  wire  sutures  which  were  used 
in  the  initial  procedure  had  to  be  removed.  It  would 
be  simpler  technique  to  have  used  absorbable  suture 
material  initially.  We  divided  the  distal  limb  of  the 
ileostomy  intraperitoneally  close  to  the  anterior  ab- 
dominal wall,  using  the  autosuture  instrument.  The 
staples  were  not  inverted.  This  left  a small  residual 
mucous  fistula  adjacent  to  the  ileostomy  which  pro- 
duces no  problems  as  it  drains  into  the  ileostomy 
bag.  Colectomy  was  then  carried  out  routinely  from 
that  point  on.  There  was  no  dilatation  and  only 
minimal  spillage.  The  bowel  wall  was  strong  and 
withstood  manipulation  well.  There  were  adhesions, 
particularly  in  the  splenic  flexure  area,  distal  trans- 
verse colon,  and  in  the  region  of  the  sigmoid  at  the 
point  of  accidental  perforation  during  the  initial 
exploratory  procedure.  The  Stamm  colostomy  was 
dissected  off  bluntly.  No  attempt  was  made  to  close 
the  right  upper  quadrant  wound  left  at  that  site.  A 
penrose  drain  was  placed  through  it.  The  defect  was 
small  and  this  wound  healed  without  development 
of  a ventral  hernia. 

A technical  error  was  made  by  using  black  silk 
ligature  material  for  the  vasculature  of  the  mesen- 
tery. Absorbable  chromic  catgut  ligatures  should 
have  been  used.  After  colectomy  the  gutters  should 
be  drained  liberally  according  to  Turnbull,  and  the 
drains  left  in  three  weeks.  We  did  this,  but  had  prob- 
lems with  persistent  drainage  and  the  extrusion  of 
multiple  black  silk  ligatures  over  the  next  seven  to 


eight  months.  We  stayed  as  close  as  possible  to  the 
distal  rectum  during  the  pelvic  dissection  to  avoid 
the  complication  of  impotence  which  so  often  follows 
wider  resection  for  carcinoma.  The  major  abdominal 
wound  was  closed  with  28  steel  wire  in  the  fascia. 
The  skin  and  subcutis  were  left  open  and  closed 
secondarily  ten  days  later. 

With  this  ileostomy  and  others  subsequently,  we 
have  been  happy  with  Hollister  ostomy  equipment. 
The  Hollister  Company  has  a starter  set  consisting 
of  a 3 Vi"  or  41/2"  gum  Karaya  ring  and  gasket  which 
can  be  applied  immediately  after  ostomy  whether 
it  be  large  bowel  or  loop  or  end  ileostomy.  They 
have  developed  a small  plastic  gadget  which  can  be 
inserted  through  the  mesentery  to  keep  the  bowel 
from  retracting  and  over  which  the  gum  Karaya  ring 
can  be  placed.  This  eliminates  the  rod  and  cumber- 
some rubber  tubing.  The  ring  gaskets  can  be  left  in 
situ  for  five  to  seven  days  and  then  replaced.  The 
ileostomy  .patients  themselves  find  that  the  Hollister 
equipment  is  most  satisfactory  and  the  ostomy  clubs, 
particularly  the  one  here  in  Connecticut,  has  pro- 
moted the  use  of  this  type  of  equipment. 
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Non-Traumatic  Cerebrospinal 
Fluid  Rhinorrhea  With  Lung  Abscess: 
Report  of  a Case  and  Review  of  Literature 
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Abstract  — Non-traumatic  cerebrospinal  fluid 
(CSF)  rhinorrhea  is  rarely  seen.  In  this  case,  the 
patient  presented  with  a lung  abscess  accompanied 
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by  postnasal  drip.  Examination  revealed  that  the 
postnasal  drip  was  actually  cerebrospinal  fluid 
rhinorrhea.  There  was  no  history  of  trauma  to  ac- 
count for  the  rhinorrhea.  (The  clinical  features  of 
non-traumatic  CSF  rhinorrhea  are  distinctive,  and 
a careful  history  helps  distinguish  it  from  postnasal 
drip  and  allergic  rhinitis.) 

Various  methods  exist  for  establishing  the  location 
of  CSF  leakage.  A review  of  the  literature  indicates 


Vol.  37,  No.  12 


611 


that  conservative  treatment  usually  has  little  effect, 
and  surgical  intervention  is  needed  in  most  cases  of 
non-traumatic  CSF  rhinorrhea.  Non-traumatic  CSF 
rhinorrhea  should  be  kept  in  mind  whenever  there 
exists  unexplained  “postnasal  drip." 

Introduction 


Non-traumatic  cerebrospinal  fluid  (CSF)  rhinor- 
rhea is  uncommon.  Although  earlier  reports  de- 
scribed the  condition,  it  was  only  after  the  publica- 
tion in  1899  of  St.  Clair  Thomson’s  monograph, 
“The  Cerebrospinal  Fluid:  Its  Spontaneous  Escape 
from  the  Nose,”  that  the  entity  was  generally  rec- 
ognized. A few  authors  attempted  to  classify  rhi- 
norrhea. ',I 2,3  “Primary,”  “spontaneous,”  and  “idio- 
pathic” were  the  terms  used  for  cases  without  de- 
monstrable causes  for  rhinorrhea,  and  “secondary” 
for  those  due  to  identifiable  lesions.  These  prefixes 
are  no  longer  justified.  Ommaya4  suggested  a pre- 
cise classification  which  he,  CeChiro  and  others 
further. modified5  (Table  I). 


TABLE  1 

CLASSIFICATION  SCHEME  FOR  CEREBROSPINAL  FLUID  RHINORRHEA 
(AFTER  OMAYA  ET  AL5). 

CEREBROSPINAL  FLUID  RHINORRHEA 


TRAUMATIC 

I 


ACCIDENTAL  IATROGENIC 


NON-TRAUMATIC 


HIGH  PRESSURE 
LEAKS 


NORMAL  PRESSURE 
LEAKS 


CONGENITAL  FOCAL  OSTEOMYELITIC 
ANOMALIES  ATROPHY  EROSION 

! i — — i 

I OLFACTORY  INTRASELLAR 


I I + 

TUMORS  HYDROCEPHALUS 

L 


"I 

DIRECT  INDIRECT 


> OBSTRUCTIVE  COMMUNICATING 


Case  Report 

A 51  year  old  white  woman  was  admitted  with 
fever,  cough  and  chest  pain  of  one  week’s  duration. 
Except  for  a chronic  postnasal  drip  for  the  past  few 
years,  she  had  been  in  good  health  until  ten  days 
prior  to  admission  when  she  developed  a moderate 
fever  and  nonproductive  cough.  She  was  treated 
with  antibiotics  but  the  symptoms  continued.  Ro- 
entgenograms showed  an  infiltrate  in  the  upper 
lobe  of  the  right  lung.  For  the  past  year  she  had 
been  treated  for  what  was  diagnosed  as  postnasal 
drip  secondary  to  allergic  rhinitis.  Tests  done  six 
months  before  showed  that  she  was  allergic  to  house 
dust  and  had  begun  a series  of  desensitization  in- 
jections. 

Physical  examination  revealed  an  alert,  well 
developed  woman.  Her  temperature  was  100°  F, 
pulse  rate  90,  respiratory  rate  30,  blood  pressure 
120  70.  The  nasal  mucous  membrane  was  congest- 
ed. Ear,  nose  and  throat  examination  was  otherwise 
unremarkable.  There  was  dullness  to  percussion, 


diminished  breath  sounds  with  fine  and  coarse 
crepitations  in  the  right  infraclavicular,  infra-axil- 
lary,  mammary  and  scapular  regions  of  the  right 
side  of  the  chest.  The  left  side  was  normal.  The  rest 
of  the  physical  examination  was  unremarkable. 

A chest  roentgenogram  showed  an  area  of  con- 
solidation involving  the  posterior  segment  of  the 
right  upper  lobe  and  an  abscess  within  it.  Initial 
hematology  studies  showed  an  ESR  of  120  mm/ hr 
by  the  Westergren  method  and  a mild  leukocytosis 
( 10,800/cmm).  BUN,  FBS  and  urinalysis  were  nor- 
mal. She  was  given  4 million  units  of  crystalline 
penicillin  per  day  intravenously. 

Following  admission  it  became  apparent  that 
what  the  patient  had  initially  described  as  postnasal 
drip  was  in  reality  CSF  leaking  down  her  throat  and 
from  her  right  nostril.  Seven  years  before  admission 
she  first  noted  an  intermittent  watery  discharge 
from  her  right  nostril.  The  fluid  tasted  salty  and  did 
not  stiffen  her  handkerchiefs.  The  discharge  was  at 
first  very  slight,  amounting  to  only  a few  drops 
upon  arising  in  the  morning  and  occasionally  when 
bending  forward  during  the  day.  The  amount  grad- 
ually increased  through  the  years.  One  year  prior  to 
admission  as  much  as  15  cc  to  30  cc  of  fluid  would 
gush  from  her  nose  when  she  first  sat  up  in  the 
morning.  There  was  no  history  of  trauma,  menin- 
gitis, or  symptoms  suggestive  of  an  intracranial 
space  occupying  lesion. 

On  asking  the  patient  to  bend  forward,  a large 
quantity  of  clear  fluid  gushed  from  her  right  nostril, 
followed  by  a slow  steady  trickle.  The  flow  in- 
creased on  pressing  the  jugular  veins.  The  nasal 
discharge  contained  sugar.  Its  protein  content  was 
20  mgms%.  There  were  no  cells.  The  average  amount 
was  450  cc/day. 

Tomograms  of  the  skull  were  normal.  The  sputum 
was  sterile  on  culture.  Her  chest  symptoms  dimin- 
ished and  the  lung  cleared  within  a week.  A lum- 
bar puncture  revealed  CSF  under  normal  pressure 
with  no  cells  with  normal  sugar  and  protein  con- 
centrations. Pantopaque  cisternographic  studies 
showed  no  abnormalities.  Brain  scan  was  normal. 

A right  frontal  craniotomy  was  done  and  two  fistu-  I 
lae  were  found  on  the  right  side  of  the  cribriform 
plate.  The  defects  were  filled  with  bone  dust  and 
covered  with  a fascial  graft  from  the  temporalis  j 
muscle.  Following  the  operation,  the  patient  did 
well  but  the  rhinorrhea  continued.  A repeat  Panto- 
paque cisternogram  failed  to  reveal  any  leak.  The 
rhinorrhea  ceased  temporarily  following  the  cister- 
nogram, but  a slight  flow  reappeared  five  days  : 
later.  A third  Pantopaque  cisternogram  gave  no 
further  information,  but  following  this  the  rhinor- 
rhea ceased  abruptly.  Two  weeks  after  discharge 
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from  the  hospital,  a slight  trickle  of  CSF  was  noted 
from  the  right  nostril.  This  has  remained  to  date 
without  discomfort  to  her.  She  prefers  the  risk  of 
meningitis  to  further  surgical  intervention. 

Discussion 

Only  165  cases  of  non-traumatic  CSF  rhinorrhea 
could  be  found  in  the  literature.  Of  these,  88  were 
associated  with  intracranial  tumor  and  77  were 
secondary  to  non-neoplastic  lesions.  The  clinical 
features  of  non-traumatic  rhinorrhea  are  distinctive. 
The  patient  is  often  unable  to  recall  the  exact  time 
of  onset  of  the  rhinorrhea.  Occasionally  rhinorrhea 
is  traced  to  a preceding  bout  of  coughing  or  sneez- 
ing. Females  show  a striking  preponderance,  some 
authors  cite  a 10  to  1 female  to  male  ratio.  Most 
cases  occur  in  adults  over  25  years  of  age.  Only  4 
cases  have  been  reported  in  children. 

A history  of  trauma  is  absent.  The  rhinorrhea  is 
usually  of  long  duration.  Spontaneous  cure  without 
operative  intervention  is  rare.  The  fluid  is  clear  and 
watery  and  not  blood-stained  unless  coincidental 
local  causes  in  the  nose  or  hemorrhage  from  an 
eroding  tumor  add  blood  to  the  CSF.  Rarely,  the 
fluid  is  xanthochromic.  In  normal  pressure  rhinor- 
rhea, headache  is  uncommon  except  when  CSF 
leakage  stops  which  may  be  relieved  by  resumption 
of  the  flow.  Leakage  is  characteristically  intermit- 
tent. Total  flow  may  measure  up  to  900  cc  in  24 
hours.  The  rhinorrhea  may  be  unilateral  or  bilateral 
and  does  not  necessarily  bear  a relation  to  the  side 
of  the  fistula.  Pneumocephaly  is  uncommon.  The 
sense  of  smell  is  > usually  preserved.  The  risk  of 
meningitis  is  probably  less  in  non-traumatic  than 
traumatic  rhinorrhea. 

In  non-traumatic  rhinorrhea,  the  history  is  often 
revealing  and  by  itself  may  help  distinguish  it  from 
postnasal  drip  or  allergic  rhinitis.  The  CSF  does 
not  stiffen  handkerchiefs.  Leakage  from  the  nose 
varies  with  posture,  the  flow  being  maximal  on 
bending  the  head  down.  Some  patients  complain  of 
a gurgling  or  swishing  sound  in  the  head.  Others 
find  pillows  wet  on  waking  up  and  are  sometimes 
awakened  by  choking  sensations  or  feelings  of  fluid 
collecting  in  the  throat.  If  there  is  an  intracranial 
tumor,  symptoms  and  signs  related  to  it  may  be 
present.  Pneumocephaly  from  back  pressure  due 
to  sneezing  and  nose  blowing  may  cause  sudden 
loss  of  consciousness. 

Locke6  postulated  that  escape  of  CSF  under 
increased  pressure  may  occur  in  three  ways:  1.  Rup- 
ture of  arachnoid  sleeves  around  olfactory  nerve 
filaments  traversing  the  cribriform  plate.  2.  A con- 
genital encephalocele  from  the  meninges  of  frontal 
horn  of  a lateral  ventricle  rupturing  through  the 


cribriform  plate.  3.  Persistence  of  the  embryonic 
olfactory  tract  ventricular  lumen.  Harpman  report- 
ed a case  of  CSF  rhinorrhea  in  which  the  leak  was 
traced  to  around  an  abnormal  vascular  communica- 
tion between  the  roof  of  the  nose  and  the  sagittal 
sinus.7 

High  pressure  CSF  rhinorrhea  is  most  commonly 
caused  by  tumors,  usually  as  a late  manifestation. 
Among  tumors,  pituitary  adenomas  constitute  the 
greatest  number.8  CSF  rhinorrhea  has  also  been 
reported  with  craniopharyngioma,  meningioma, 
choroid  plexus  papilloma,  frontal  osteoma,  glio- 
blastoma, pinealoma,  acoustic  neuroma  and  cere- 
bellar astrocytoma.  In  addition  to  causing  rhinor- 
rhea by  producing  intracranial  hypertension,  pitui- 
tary tumors  may  produce  rhinorrhea  by  direct 
erosion,  although  this  is  unusual.  Boyd  reported 
CSF  rhinorrhea  in  a patient  with  a malignant  pitui- 
tary adenoma  that  had  extended  into  the  maxilla9, 
and  Norsa8  in  a case  of  chromophobe  adenoma 
eroding  through  the  floor  of  the  sella  into  the  sphe- 
noid sinus.  CSF  rhinorrhea  associated  with  pitui- 
tary tumors  is  more  common  than  reflected  in  Hen- 
derson’s10 series.  In  his  report  of  339  cases  of  pitui- 
tary tumor,  nasopharyngeal  extension  occurred  in 
2.4%,  yet  none  developed  rhinorrhea.  The  likely 
explanation  is  that  these  patients  were  operated  on 
before  CSF  pressure  was  sufficiently  increased  or 
erosion  extensive  enough  to  produce  a leak. 

The  diagnosis  is  simple  if  a careful  history  is 
taken  and  the  possibility  of  CSF  rhinorrhea  is  kept 
in  mind.  Often  allergic  rhinitis  and  postnasal  drip 
are  mistakenly  diagnosed11.  The  converse  is  also 
true.  Levine  reported  a patient  with  vasomotor  rhi- 
nitis who  was  subjected  to  craniotomy  on  a mistaken 
diagnosis  of  CSF  rhinorrhea12.  The  finding  of  sig- 
nificant amounts  of  glucose  in  the  nasal  discharge 
establishes  the  diagnosis.  For  this,  quantitative 
estimates  are  essential.  Test  tape  methods  are  not 
reliable  since  lacrimal  secretions  may  give  a false 
positive  reaction.  Determination  of  the  glycosamino- 
glycan  (mucopolysaccharide)  content  of  the  dis- 
charge may  be  helpful.  Nasal  discharge  contains 
glycosaminoglycans,  while  CSF  does  not.  Grahne13 
reports  that  by  observing  where  the  fluid  runs  into 
the  nasal  mucosa  it  is  often  possible  to  determine 
the  site  of  fistula.  If  the  flow  is  medial  and  there  is 
no  history  of  trauma,  CSF  rhinorrhea  is  probably 
through  the  cribiform  plate. 

Intrathecal  injection  of  a dye  followed  by  detec- 
tion of  escaping  dye  on  cotton  plugs  placed  at  vari- 
ous points  in  the  nose  was  a method  used  previously 
with  some  success.  Various  dyes  have  been  used  for 
this  purpose  including  indigo  carmine  and  fluores- 
cein.14 The  use  of  dyes  may  be  associated  with  neu- 
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rotoxicity , particularly  methylene  blue  which  should 
never  be  used.  Schultz  and  Schwartz  reported  se- 
vere toxic  radiculomyopathy  following  intrathecal 
instillation  of  methylene  blue.15 

Roentgenograms  of  the  skull  may  reveal  opaci- 
fication or  air  fluid  levels  in  the  sinuses.  I hese  may 
be  best  demonstrated  in  the  brow-up  lateral  roent- 
geogram16  after  the  patient  has  been  kept  supine 
for  30  minutes  or  more17.  Polytomograms  may  be 
helpful  in  demonstrating  the  site  of  the  defect.  Rare- 
ly pneumocephaly  is  seen.  Pneumoencephalograms 
may  help  when  air  enters  the  sella  to  reveal  “an 
empty  sella.”  Tethering  of  a ventricular  or  arachnoid 
diverticulum  may  indicate  the  site  of  a fistula16. 
Pantopaque  may  help  in  determining  the  site  of  a 
leak,  but  it  has  the  disadvantage  of  high  viscosity 
and  may  not  enter  small  fistulae.  A method  of  dem- 
onstrating fistualae  by  intranasal  instillation  of 
Pantopaque  has  been  described  by  Teng  and  Edal- 
atpour18.  Ray  and  Bergland  developed  a method 
for  localizing  fistulae  during  operation  by  intro- 
ducing air  intranasally  and  observing  bubbles  in  the 
anterior  fossa  after  it  had  been  filled  with  saline19. 

Crow,  et  al20  introduced  an  isotope  counting 
method  using  radioactive  sodium  (Na24)  injected 
into  the  cisterna  magna  and  its  identification  on 
cotton  pledgets  placed  in  the  nasal  cavity. 

DiChiro,  et  al21  found  cisternography  using  radio- 
active iodinated  serum  albumen  (R1SA)  a very  help- 
ful method  of  localizing  the  fistula.  Three  dimen- 
sional scanning  is  ideal  but  requires  an  expensive 
tetrascanner.  Jacobson,  et  al22  evolved  a method 
for  localization  of  the  fistula  by  placing  in  the  nose 
6 cotton  pledgets,  respectively  at  the  anterior  mid 
and  posterior  cribriform  area,  sphenoethmoid  re- 
cess, anterior  part  of  the  middle  meatus,  and  in  the 
Eustachean  tube,  and  injecting  100  microcuries  of 
RISA  into  the  lumbar  subarachnoid  space  and  then 
measuring  radioactivity  on  the  cotton  pledgets  with 
a scintillation  counter.  Because  aseptic  meningitis 
may  sometimes  occur  with  the  use  of  RISA,  it  is 
now'  being  replaced  by  indium  (In111).23  Often  a 
single  test  may  not  give  all  the  information  required. 
A combination  of  different  diagnostic  procedures 
may  have  to  be  undertaken  before  the  exact  site 
is  identified. 

Conservative  treatment  of  non-traumatic  rhinor- 
rhea  includes  placing  the  patient  in  semi  Fowler 
position,  refraining  from  nose  blowing24  and  pro- 
phylactic antibiotics25.  Except  in  cases  of  rhinor- 
rhea  associated  with  inoperable  intracranial  tumor, 
conservative  management  should  not  be  used  as  a 
substitute  for  surgical  repair.  The  old  method  of 
cauterizing  the  nasal  mucosa  with  20%  silver  nitrate 
or  trichloroacetic  acid  will  not  achieve  a permanent 


cure.  Cases  have  been  reported  where  cure  occurred 
spontaneously26,  or  following  lumbar  puncture  and 
dye  injection27,  but  this  happy  outcome  is  rare  and 
seldom  permanent.  When  a tumor  is  present  it  *v 
should  be  treated  before  any  attempt  is  directed  at  jt. 
closing  the  fistula.  It  is  the  experience  of  many 
authors  that  the  rhinorrhea  often  disappears  after 
removal  of  the  tumor. 

Various  methods  of  surgically  closing  CSF  fistu-  | 
lae  have  been  described28'33.  Intracranial  methods  n 
involve  identification  of  the  fistula  and  closing  the  |i 
defect  with  muscle,  fascia,  dural  grafts19,  or  plastic 
materials31.  If  the  fistula  cannot  be  identified  at 
operation,  possible  sites  of  leakage  should  be  sealed. 

If  the  fistula  repair  is  around  the  cribriform  plate,  L 
permanent  anosmia  will  usually  result  from  disrup-  I; 
tion  of  the  olfactory  tract.  An  intranasal  method 
described  by  Vrabec  and  Hallberg  utilizes  an  ad- 
vancement flap  of  the  middle  turbinate  to  cover  j 
the  defect  in  the  cribriform  plate32.  The  intranasal  ( 
approach  is  useful  only  for  fistulae  through  the  * 
cribriform  plate. 

Summary 

This  case  illustrates  an  instance  of  non-traumatic 
CSF  rhinorrhea  that  presented  as  a lung  abscess 
with  postnasal  drip.  CSF  rhinorrhea  should  be  con-  i 
sidered  when  there  is  evidence  of  unexplained  i 
rhinorrhea,  postnasal  drip,  or  lung  abscess.  In  this 
case,  the  lung  abscess  was  due  to  the  aspiration  of 
CSF  — a perfect  medium  for  bacterial  growth.  Al- 
though the  condition  remains  fairly  rare,  the  dis- 
tinctive features  will  provide  a definite  diagnosis 
of  this  condition  and  indicate  the  need  for  corrective 
surgery. 
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Oral  Orthopedics 
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Abstract  — Oral  orthopedics,  known  in  the  dental 
literature  as  “orthodontic  surgery,”  and  recently 
popularized  in  the  lay-press  as  “instant  orthodon- 
tia” is,  in  reality,  surgical  orthopedics  applied  to 
the  jaws.  Numerous  techniques  of  osteoplasty  have 
been  utilized  to  shorten  or  lengthen  the  long  bones 
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for  the  correction  of  congenital  or  acquired  defects. 
These  techniques  are  now  being  applied  to  correct 
abnormalities  of  the  facial  skeleton. 

The  techniques  of  osteoplasty  differ  somewhat  for 
the  facial  bones,  but  the  time-tested  principles  of 
orthopedic  surgery  remain  essential.  Restoration 
or  correction  of  masticatory  function  is  the  prime 
goal,  but  esthetics  is  of  equal  importance  when 
surgically  altering  the  human  profile. 

Experience  with  these  procedures  at  Hartford  Hospi- 
tal from  1965  to  1972  will  be  reviewed,  with  discus- 
sion of  diagnostic  and  therapeutic  principles,  in 
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order  to  evaluate  the  functional,  cosmetic,  and  psy- 
chological results  of  osteoplasty.  Typical  cases  are 
cited. 

Diagnosis  and  Treatment  Planning 

Developmental  abnormalities  of  the  mandible 
and  maxilla  with  disharmony  in  the  relative  lengths 
of  the  jaws,  results  in  severe  malocclusion  and  mas- 
ticatory inefficiency.  Inasmuch  as  either  or  both  of 
the  jaws  may  be  grossly  hypertrophic  or  hypotro- 
phic,  or  the  teeth  of  either  jaw,  protuberant,  the 
basic  osseous  defect  may  be  quite  obvious  to  the 
examiner.  By  careful  examination  of  the  facial  pro- 
file, gross  abnormalities  of  the  middle-third  or 
lower-third  of  the  face  are  revealed,  and  by  inspec- 
tion of  the  oral  cavity,  the  surgeon  may  note  cross- 
bites or  other  occlusal  disharmonies  which  inhibit 
efficient  chewing.  Plaster  study  models  of  the  teeth 
are  essential  to  differentiate  abnormalities  in  the 
dentition  itself  from  true  osseous  defects. 

The  patient  may  have  already  undergone  ortho- 
dontic treatment  in  an  attempt  to  correct  dental 
alignment.  Consultation  with  the  orthodontist  is 
of  paramount  importance  to  help  clarify  the  etiology 
of  the  dental-skeletal  disharmony. 

Radiographs  of  the  facial  skeleton  are  useful  for 
supplying  supportive  evidence  of  the  clinical  diag- 
nosis. Cephalometric  measurements  of  the  skeletal 
angles  of  the  face  reveal  the  true  etiology  of  the 
bony  disharmony  in  cases  where  the  defect  is  only 
moderate  or  minimal.  Such  measurements  should 
be  interpreted  cautiously,  however,  due  to  the  wide 
biological  variance  in  the  human  facial  skeleton. 

Surgery  should  be  directed  at  correction  of  ab- 
normalities rather  than  revising  normal  structures. 
Pseudo-hypertrophy  of  the  mandible,  as  an  example, 
is  a normal  lower  jaw  that  merely  appears  hyper- 
trophic because  the  opposing  maxilla  is  hypotrophic. 
Surgery  is  thus  indicated  only  on  the  maxilla  rather 
than  the  mandible. 

Surgery  should  be  performed  after  growth  of  the 
bony  epiphyses  has  ceased.  Choice  of  technique  is 
dependant  on  correct  diagnosis  of  prognathism  or 
retrognathism,  the  experience  of  the  surgeon,  and 
the  personal  esthetic  goal  of  the  patient. 

Surgical  Techniques 

A variety  of  surgical  techniques  have  been  de- 
veloped for  altering  the  length  of  the  jaws  since 
first  described  in  1849.1*4  The  most  recently  suc- 
cessful techniques  are  the  posterior  oblique  osteot- 
on;  of  the  mandible5,  the  anterior  osteotomy  of  the 
ma  i:  . and  the  genioplasty7.  In  all  these  proce- 

dures, the  orthopedic  principles  of  anatomic  surgery. 


aseptic  surgical  fracture,  open  reduction  and  ade- 
quate stabilization  must  be  applied. 

In  mandibular  osteotomy,  the  vertical  rami  are 
divided  by  osteotome  after  a sub-mandibular  ap- 
proach and  careful  dissection  of  the  masseter  mus- 
cle and  facial  nerve  (fig.  No.  1).  The  tooth  bearing 
body  of  the  mandible  is  thus  released  from  its  con- 
dyles and  can  be  freely  moved  posteriorly  to  shorten, 
or  anteriorly  to  lengthen  its  dimensions.  In  the 
former,  the  fragments  are  overlapped  and  wired, 
while  in  the  latter,  bone  grafting  may  be  also  nec- 
essary. Interdental  wire  fixation  for  six  weeks  in- 
sures bony  union  and  satisfactory  dental  occlusion. 
Nutritional  supplementation  is  necessary  during  the 
fixation  period  as  with  any  jaw  fracture.8  Post- 
fixation exercises  help  to  restore  masticatory  func- 
tion. 


Fig.  1 

Mandibular  Osteotomy  site 

Anterior  maxillary  osteotomy  is  an  intra-oral 
procedure,  and  usually  requires  the  sacrifice  oi 
teeth,  bilaterally.  Surgical  fracture  lines  are  created 
through  the  maxillary  antra,  nasal  floor,  and  palate 
(fig.  No.  2).  After  repositioning  of  the  anterior  max- 
illa, stabilization  is  accomplished  by  ligating  the 
maxillary  teeth  with  wire  or  an  orthodontic  appli- 
ance. Larger  segments,  or  the  entire  maxilla  can  be 
mobilized,  if  necessary,9  with  bone  grafting. 

Genioplasty  (chin  revision)  is  a versatile  pro- 
cedure that  is  usually  performed  for  cosmetic  effect, 
and  does  not  correct  occlusion  or  function.  Augmen- 
tation genioplasty  is  accomplished  by  anterior  move- 
ment and  sliding  osteotomy  while  reduction  genio- 
plasty requires  only  removal  of  a portion  of  the 
pointed  chin.  Reduction  genioplasty  may  be  com- 
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)ined  with  mandibular  or  maxillary  osteotomy  and 
)rovides  a readily  accesible  source  of  bone  for  facial 
’rafting,  a technique  previously  described  by  the 
mthors.9 

Silicone  chin  implants  were  not  used  in  this  series 
or  augmentation  genioplasty.  While  satisfactory 
or  minor  degrees  of  microgenia,  the  authors  believe 
hat  osteotomy  is  physiologically  more  stable  where 
greater  augmentation  is  necessary. 


Improved  functional  (occlusal)  results  had  been 
accomplished  by  the  osteotomies  in  all  cases,  and 
cosmetic  results  were  deemed  to  be  equally  satis- 
factory (chart  No.  1).  The  former  is  a far  more  ob- 
jective evaluation  than  the  latter,  but  all  patients 
expressed  satisfaction  at  having  undergone  the  pro- 
cedures. 

CHART  NO.  1 


Fig.  2 

Maxillary  Osteotomy  site 


Results 

A review  of  fifty-five  cases  of  osteotomy  of  the 
iws  reveals  that  the  ratio  of  females  to  males  was 
:1  and  the  age  range  at  the  time  of  surgery  was 
rom  16  to  46  years.  Fifty-three  patients  were  white, 
wo  were  black,  and  33  had  had  previous  orthodon- 
ic  therapy.  Three  were  edentulous  and  had  surgery 
'erformed  so  that  they  might  wear  dentures  more 
uccessfully.  Eight  patients  underwent  genioplasty 
s a secondary  procedure  after  osteotomy  of  the 
nandible.  Approximately  one-third  admitted  to 
evere  social  problems  related  to  their  facial  and 
ental  deformity,  while  one  had  been  referred  from 
psychiatric  social  worker. 

Although  most  of  these  patients  were  treated  in 
onjunction  with  orthodontists,  thirty-five  of  them 
lad  been  considered  as  untreatable  by  classical 
•rthodontics,  or  were  incomplete  orthodontic  cases, 
n the  cases  of  hypertrophy  of  the  maxilla,  oral 
•rthopedics  reduced  treatment  from  two  years  of 
•rthodontia  to  two  hours  of  surgery. 


Mandibular  osteotomy: 

reduction  — 
advancement  — 


41  (3  with  genioplasty) 
2 (1  with  genioplasty) 


Maxillary  osteotomy: 

reduction  — 
advancement  — 
Isolated  genioplasty 


10  (2  with  genioplasty) 
1 ( 1 with  genioplasty) 
1 


55-total 


The  most  noticeable  psychological  change  was 
the  increased  self-esteem  of  the  patients.  Postopera- 
tive social  and  personality  changes  included  initia- 
tion of  dating,  marriage,  job  promotion,  or  lessening 
of  introversion.  One  case  represented  a radical  so- 
cial change  from  criminal  behavior  to  steady  em- 
ployment in  a 23  year  old  male10. 

Complications  encountered  included  transitory 
nerve  palsy  and  parotid  fistula;  malunion,  infection, 
and  hemorrhage  have  not  been  encountered.  The 
transitory  parasthesias  were  related  to  ramus  oste- 
otomy, and  were  not  seen  as  a result  of  genioplasty. 


COMPLICATIONS 

No.  cases  (total-55) 


transitory  5th  nerve  parasthesia  3 

transitory  7th  nerve  palsy  1 

parotid  fistula  (duration  2 weeks)  1 

hemorrhage  (requiring  transfusion)  0 

infection  0 

malunion  0 

non-union  0 


Case  No.  1 An  18  year  old  male  was  refused  admis- 
sion to  the  U.S.  Coast  Guard  Academy  because  of 
“gross  malocclusion.”  Examination  revealed  severe 
hypertrophy  of  the  mandible,  prognathism,  open- 
bite,  and  occlusion  on  only  four  teeth. 

After  placement  of  orthodontic  appliances  on  the 
teeth,  bilateral  sliding  osteotomies  were  performed 
for  correction  of  the  deformity,  in  April  1970.  All 
appliances  were  removed  six  weeks  later:  he  entered 
the  academy  as  a cadet  in  June  1970. 

Case  No.  2 A 22  year  old  edentulous  patient  was 
referred  by  the  prison  psychiatric  social  worker  in 
the  hope  of  altering  his  masticatory  efficiency,  pro- 
file, and  self  esteem.  There  had  been  a chronic  his- 
tory of  crime  and  imprisonment.  Dentures  had  been 
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Fig.  3 

Preoperative  prognathism  (hypertrophy)  of  mandible 

unsuccessful  because  of  the  extreme  mandibular 
prognathism. 

Bilateral  sliding  osteotomy  of  the  mandible  was 
performed.  Following  surgery,  dentures  were  uti- 
lized on  the  shortened  mandible.  The  patient  was 
subsequently  released,  and  obtained  steady  employ- 
ment. (Fig.  No.  3 and  4) 

Case  No.  3 A 17  year  old  high  school  “dropout”  had 
undergone  two  and  a half  years  of  orthodontia  in 
an  attempt  to  correct  a severe  hypertrophy  of  the 
maxilla  with  a “buck-tooth”  profile.  Examination 
revealed  a 20  m.m.  overjet  of  the  maxilla  in  relation 
to  the  mandible. 

Anterior  osteotomy  of  the  maxilla  was  performed 
to  shorten  its  length.  After  six  weeks  of  stabilization, 
all  appliances  were  removed.  Normal  occlusion  and 
lip  seal  had  been  attained,  and  the  patient  returned 
to  school. 

Conclusion 

The  union  of  orthopedic  principles,  orthodontic 
diagnosis  and  oral  surgery  techniques  has  resulted 
in  the  development  and  standardization  of  osteo- 
plasty of  the  jaws.  Post-operative  evaluation  reveals 
increased  masticatory  function,  normalization  of 
profile,  and  improved  emotional  status  as  the  results 
of  these  surgical  procedures.  Oral  orthopedics  has 
wide  application  as  a surgical  adjunct  to  classical 
orthodontia. 


Fig.  4 

Postoperative  osteotomy  of  mandible 
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* The  authors  thank  the  many  orthodontists,  especially  Dr. 
George  Sturman  and  Dr.  Marvin  Prescott,  who  contributed 
their  orthodontic  consultations,  and  assistance. 
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McLean -for  Connecticut  Residents 

“We  try  hard  to  serve  each  patient  as  art  individual 
and  to  maximize  each  patient’s  potential.” 

As  a physician  you  will  be  interested  in  the  following  features: 


McLean  Home : 


To  carry  out  the 
provisions  of 
Senator  McLean's 
Will  we  are  using 
this  means  to 
inform  Connecticut 
physicians  of 
McLean  Home’s 
facilities. 


• is  a Health  and  Rehabilitation  facility  with  a Chronic  and 

Convalescent  license. 

• is  a non-profit,  non-denominational  facility. 

• has  a Board  Certified  Internist  as  its  Medical  Director. 

• has  a Hemodialysis  Home  Training  Center. 

• has  weekly  Patient  Care  Conferences 

including  all  disciplines. 

• has  enthusiastic  adult  and  junior  Volunteers. 

• has  its  own  X-Ray,  Laboratory  service,  Occupational,  Speech 

and  Physical  Therapies  and  Social  Workers. 

• has  a patient-staff  ratio  of  one  to  one. 

• accepts  Medicare  patients. 

• has  a well-planned  Activity  Center  with  ADL  facilities  as 

well  as  a Day  Center. 

• has  programs  for  motivating  individuals  and 

programs  for  fun. 

• has  provisions  for  patient  feedback  through  Patient  Council 

and  Patient  Assemblies. 


Your  interest  is  invited: 


McLean  Home 
75  Great  Pond  Road 
Simsbury,  Conn.  06070 


'ol.  37,  No.  12 


Tel.  658-2254 
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The  President’s  Page 


In  1972,  NBC-TV  presented  a documentary  on  health 
care  in  the  United  States  which  caused  much  unhappi- 
ness in  medical  circles.  One  of  the  points  made  by  the 
AMA  was  that  rebuttals  delivered  months  later  had 
little  effect  in  correcting  the  impressions  left  by  the  orig- 
inal statement.  To  have  impact,  the  pros  and  cons  of  an 
issue  must  be  presented  simultaneously. 

Recently,  we  received  a telephone  call  from  the  re- 
portorial  staff  of  WTIC-TV  news,  alerting  us  to  the  fact 
that  on  the  following  day  there  would  be  a statement 
made  by  the  Connecticut  unit  of  Ralph  Nader’s  Citizen  Action  Committee  alleging 
that  there  are  “thousands  of  unnecessary  surgical  procedures  performed  yearly 
in  Connecticut.”  This  statement  was  derived  from  a pamphlet  written  by  the  insur- 
ance commissioner  of  Pennsylvania  which  also  suggested  various  criteria  by  which 
the  public  could  be  guided  in  selecting  a surgeon.  Having  been  asked  for  a rebuttal 
in  advance,  it  was  possible  for  us  to  arrange  for  a knowledgeable  surgeon  to  ap- 
pear on  the  TV  program  simultaneously  with  the  spokesman  for  the  Citizens  Com- 
mittee. To  us,  this  represented  fair  and  responsible  news  reporting,  and  we  so 
informed  WTIC. 

One  cannot  find  fault  with  the  publication  of  a “shopper’s  guide”  for  selecting 
a surgeon,  but  I do  question  two  other  facets  of  this  incident: 

1.  This  pamphlet  is  being  subsidized  for  reprinting  and  distribution  in  the  state 
by  Connecticut  Blue  Cross. 

2.  It  was  stated  that  “Blue  Cross  physicians”  reviewed  the  pamphlet  and  its 
statements  and  found  them  acceptable. 

Both  of  the  above  actions,  attributed  to  Connecticut  Blue  Cross,  were  used  by  the 
Citizens  Committee  to  lend  credence  to  the  criteria  of  competence  described  for 
surgeons,  and  to  the  Committee  spokesman’s  statement  re  unnecessary  surgery 
in  Connecticut. 

It  is  my  feeling  that  if  Connecticut  Blue  Cross  is  to  continue  in  its  strange  projects 
of  subsidizing  the  publication  of  partisan  pamphlets,  it  should  afford  an  opportunity 
to  spokesmen  for  organized  medicine  to  have  their  views  juxtaposed  with,  or  with- 
in, the  same  publication. 


Sidney  T.  Cramer,  M.D. 
President 
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Dignity  in  Life  and  in  Death 

Resolution  On  Death  With  Dignity,  E.  Tremain  Bradley,  M.D.,  delegate  to  the  AM  A, 
with  editorial  changes  by  the  Judicial  Committee,  adopted  by  the  CSMS  House  of  Dele- 
gates on  April  24,  1973.  Introduced  as  a resolution  to  House  of  Delegates  of  the  AM  A 
June,  1973  for  report  December,  1973.  Preface  formulated  by  Judicial  Committee. 

The  availability  of  medical  technology  does  not  eliminate  the  need  for  human  choices  re- 
garding its  use.  This  is  especially  true  when  a patient  is  irreversibly  ill.  The  decision  to  cease 
employment  of  artificial  means  or  heroic  measures  to  prolong  the  life  of  the  body  belongs  to 
the  patient  and/or  the  immediate  family  with  the  approval  of  the  family  physician.  Such  a 
decision  is  always  in  some  respects  unique,  for  even  the  determination  of  what  constitutes 
"heroic  measures",  or  "extraordinary  means",  is  relative  to  the  available  medical  resources, 
the  condition  of  the  patient,  and  the  consequences  of  the  treatment  for  both  the  patient  and 
other  affected  persons.  In  order  that  the  rights  of  patients  may  be  respected  even  after  they 
are  no  longer  able  to  participate  actively  in  decisions  about  themselves,  they  may  choose  to 
indicate  their  wishes  regarding  refusal  of  treatment  in  a written  statement  such  as  the  following: 


TO  MY  FAMILY,  MY  PHYSICIAN,  MY  CLERGYMAN,  MY  LAWYER  - 

If  the  time  comes  when  I can  no  longer  actively  take  part  in  decisions  for  my  own  future, 
I wish  this  statement  to  stand  as  the  testament  of  my  wishes. 

If  there  is  no  reasonable  expectation  of  my  recovery  from  physical  or  mental  and  spiritual 

disability,  I,  , request  that  I be  allowed  to  die  and  not 

be  kept  alive  by  artificial  means  or  heroic  measures.  I ask  also  that  drugs  be  mercifully 
administered  to  me  for  terminal  suffering  even  if  in  relieving  pain  they  may  hasten  the 
moment  of  death.  I value  life  and  the  dignity  of  life,  so  that  I am  not  asking  that  my  life  be 
directly  taken,  but  that  my  dying  not  be  unreasonably  prolonged,  nor  the  dignity  of  life 
destroyed. 

This  request  is  made,  after  careful  reflection,  while  I am  in  good  health  and  spirits.  Al- 
though this  document  is  not  legally  binding,  you  who  care  for  me  will,  I hope,  feel  morally 
bound  to  take  it  into  account.  I recognize  that  it  places  a heavy  burden  of  responsibility 
upon  you,  and  it  is  with  the  intention  of  sharing  this  responsibility  that  this  statement  is 
made. 

Date  Signed  

Witnessed  by: 


This  form  is  designed  only  to  provide  an  opportunity  for  patients  to  express  their  wishes 
in  this  regard,  and  to  aid  others  in  their  efforts  to  care  for  the  patient.  Its  availability  should 
not  be  interpreted  as  a recommendation  by  the  Connecticut  State  Medical  Society  that  patients 
be  persuaded  by  the  medical  profession  to  sign  it. 
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of  the  members 
of  the  Connecticut  State 
Medical  Society 


have  already  signed  up 
for  the  CSMS  endorsed 
liability  insurance  plan. 


Why  such  support?  Because  this  special  package  from 
/Etna  Life  & Casualty  is  a very  practical  approach  to  a doctor’s 
needs  in  liability  coverage.  Coverage  that  includes 
professional,  office  premise  and  catastrophe  liability  insurance 
all  in  one  package.  It  can  even  be  extended  to  cover  your 
professional  equipment,  too. 


Want  to  know  more?  Contact  your  CSMS  office  or  the  nearest 
/Etna  Life  & Casualty  agent. 


LI  FE&  CASUALTY 


You  get  action  with  /Etna 


Reflections  From  The  Dean’s  Office 

Robert  U.  Massey,  M.D. 


Recently  in  Science  there  was  an  article1  noting 
:he  return  of  Harvard  and  Yale  to  more  traditional 
forms  of  medical  education.  A conservative  temper 
is  on  the  land  and  everywhere,  whether  in  education, 
government  or  ecclesiastical  polity,  there  is  a feeling 
that  the  liberalism  and  innovation  of  the  ’60’s  has 
been  tried  both  by  the  serious  and  frivolous  and 
found  wanting.  We  human  beings  are  linked  together 
by  so  many  lines  of  sense  and  common  thought  that 
we  recognize  these  changes  of  intellectual  and  spiri- 
tual climate  whether  or  not  we  share  them. 

The  forms  of  medical  education  undoubtedly  are 
nfluenced  by  the  ambient  temper;  their  success  or 
ailure  depend  on  how  success  or  failure  are  de- 
ined  and  measured;  the  decision  to  retain,  modify, 
)r  discard  relates  to  faculty  acceptance  which  de- 
fends less  on  pedagogical  considerations  than  cli- 
nates  of  opinion. 

The  University  of  Connecticut  School  of  Medicine 
idopted  in  1965  the  interdisciplinary  organ  system 
ipproach  to  undergraduate  medical  education  which 
bas  become  traditional  at  Case  Western  Reserve. 
Since  that  curricular  form  determined  all  the  early 
faculty  and  facilities  planning  of  the  Health  Center 
in  Farmington,  it  is  now  traditional  here  as  well, 
and  to  return  to  the  earlier  forms  would  be  in  a 
sense  innovative. 

There  has  been  a spirit  of  change  in  medical  edu- 
cation for  more  than  twenty  years,  and  in  spite  of  the 
developing  conservative  climate,  medical  schools 
are  not  likely  ever  again  to  settle  into  any  fixed  or 
universal  pattern. 

Medical  schools  are  recognizing  that  they  may 
not  all  have  the  same  objectives.  The  Carnegie  Com- 
mission in  its  19702  report  identified  three  kinds  of 
medical  schools:  the  Flexner  or  research  model,  the 
health  care  delivery  model,  and  the  integrated  sci- 
ences model.  In  the  coming  years  we  shall  see  many 
variations  on  these  and  new  themes. 

The  University  must  define  its  product  in  a world 
whose  values  are  being  turned  upside  down  — or, 


ROBERT  U.  MASSEY,  M.D.,  Dean  and  Professor  of  Medi- 
cine, University  of  Connecticut,  School  of  Medicine,  Farming- 
ton,  Connecticut. 


depending  on  one’s  point  of  view,  right  side  up  — and 
where  knowledge  and  technology  increase  faster 
than  they  can  be  assimilated.  What  kinds  of  health 
professionals,  with  what  knowledge  or  what  atti- 
tudes, and  how  many  will  this  region,  state,  nation, 
or  the  world  need  in  1978  or  1998?  What  is  the 
“right”  number  of  neurophysiologists,  family  prac- 
titioners, and  X-ray  technologists  for  Connecticut 
in  1980?  Is  there  a right  number,  can  it  be  known, 
or  does  it  matter?  If  health  is  the  objective,  would 
limited  resources  be  better  spent  in  cleaning  up  the 
air  and  water,  and  providing  alternative  means  of 
safe  transportation  than  in  professional  education? 
Supposing  you  wanted  to  find  the  proper  proportion, 
what  questions  would  you  ask? 

The  distribution  of  resources  amongst  all  the 
claimants  can  be  determined  either  by  competition 
infused  by  a “climate  of  opinion,”  or  by  respected 
policy  makers  informed  by  experts.  It  may  come  to 
about  the  same  in  the  end;  in  fact,  the  processes 
fundamentally  may  be  indistinguishable. 

However,  we  are  not  dispensed  from  making  the 
effort  to  design  and  help  to  bring  into  being  a better 
society.  The  University  Health  Center  will  continue 
to  redefine  its  own  objectives,  to  shape  the  teaching 
content  and  pedagogy  to  achieve  those  objectives, 
which  hopefully  will  be  related  to  the  perceived 
needs  of  society  which  it  serves. 

Both  as  physicians  and  as  educators,  as  practi- 
tioners or  teachers  and  researchers,  we  will  need  to 
know  clearly  what  we  are  doing  and  why,  and  to  be 
able  to  explain  it  in  unambiguous  language  to  a 
society  that  understands  better  than  we  think! 
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COMPLIMENTARY  ONE  VISIT  PASS  * 

(Guest  must  be  21  or  over) 


This  card  entitles  bearer  to  the  use  of  facilities  at  no  cost  or 
obligation.  A slight  fee  for  Swedish  massage. 

(Guest  may  visit  only  once) 


NAME 


GUEST  OF ^ H * 

AUTHORIZED J * ' Valid  to 

health  spa 

All  Guests  Please  Sign  Guest  Register 
Hrs.  Mon.  thru  Fri.  10  A M -10  P.M.  Sat.  10  A M. -6  P.M 

40  RADIO  CIRCLE  ■ MT.  KISCO,  NEW  YORK  10549 
\ TELEPHONE  241-1772 


Contrary  to  popular  belief, 
laughter  is  not  the  best  medicine.  Exercise 
is.  And  if  it’s  been  some  time  since  you’ve 
had  a good  workout,  hear  us  out. 

Tomorrow  morning,  pick  up  two 
black  bags. 

Put  some  gym  shoes,  workout 
clothes  and  the  free  pass  at  the  bottom  of 
this  ad  to  the  Mt.  Kisco  Health  Spa  in  the 
second  black  bag.  When  your  schedule 
permits,  drop  by  the  Spa  and  enjoy  a 
workout— on  us. 

Do  some  exercises.  Play  handball 
or  racquet  ball.  Hit  the  steam  room.  Take 
a shower.  Relax  for  a few  minutes  in  the 
whirlpool.  Take  a swim.  Then  take  a 
shower  and  have  a sensible  lunch  in  the  new 
Spa  cocktail  lounge. 

That’s  the  prescription  for  good 
health,  that  over  100  other  physicians 
have  followed. 

Join  them  and  have  your 
prescription  filled  at  the  Mt.  Kisco  Health 
Spa.  We’re  located  on  Radio  Circle  Road  in 
Mt.  Kisco.  Approximately  2 miles  from 
the  Reader’s  Digest  exit  on  the  Saw  Mill 
River  Parkway.  For  more  detailed 
directions,  call  us  at:  241-1772. 


The  Mount  Kisco  Health  Spa. 

40  Radio  Circle,  Mt.  Kisco,  New  York  10549  Telephone  241-1772 


Politics  and  Scientific  Decision  Making 

Marian  Blissett,  Ph.D. 


The  greater  part  of  funds  for  medical  research 
is  provided  by  the  National  Institutes  of  Health 
(NIH)* *.  How  these  funds  are  managed  and  dis- 
persed has  been  a source  of  public  debate  since  1959 
when  the  House  Subcommittee  on  Intergovernmen- 
tal Relations  began  an  investigation  of  NIH  grant 
awarding  procedures.  In  1961  the  subcommittee 
issued  a report  questioning  the  adequacy  of  the  peer 
system  of  review  and  urged  that  the  scientific  merit 
of  each  application  be  balanced  against  its  financial 
requirements.1  Only  in  this  way,  the  subcommittee 
argued,  could  the  efficient  and  economical  use  of 
public  funds  be  guaranteed. 

The  reaction  of  the  biomedical  research  commu- 
nity was  swift  and  direct:  scientific  progress  might 
be  permanently  jeopardized,  its  members  insisted, 
if  extraneous  criteria  were  used  to  supplement  peer 
review  of  project  proposals.  This  fear  — verging  at 
times  on  paranoia  — has  been  a source  of  continuing 
irritation  between  biomedical  scientists  and  their 
governmental  patrons.  Moreover,  to  make  matters 
worse,  the  spectre  of  administrative  intrusion  into 
scientific  decision  making  has  risen  once  again. 
Rumors  are  currently  spreading  in  Washington  that 
the  Office  of  Management  and  Budget  has  prepared 
a report  criticizing  the  peer  review  system  in  NIH 
for  fostering  cronyism  among  scientists,  for  being 
self-serving,  and  for  being  managerially  inefficient.2 
Whatever  their  substance,  these  rumblings  provoked 
Philip  Handler,  President  of  the  National  Academy 
of  Sciences,  to  address  the  issue  extemporaneously 
at  the  spring  (1973)  meeting  of  the  Institute  of  Med- 
icine of  the  Academy.  Handler  urged  that  the  whole 
foundation  of  biomedical  research  could  be  damaged 
if  broad  participation  in  scientific  decision  making 
were  constrained  by  bureaucratic  modification 
of  peer  review.3 

The  tension  between  scientific  merit  and  public 
accountability  is  not  confined  to  NIH.  In  one  form 
or  another  it  has  come  to  describe  the  broad  relations 
between  science  and  government.  Scientists  insist 
upon  autonomy,  upon  free  and  open  inquiry.  Gov- 
ernment demands  control  and  favors  efficient  man- 
agement of  public  funds.  While  these  values  may  not 
be  mutually  exclusive,  they  have  a tendency  to  oo- 

MARLAN  BLISSETT,  Ph.D.,  Associate  Professor  of  Public 
Affairs,  Lyndon  B.  Johnson  School  of  Public  Affairs,  University 
of  Texas  at  Austin,  Texas. 

*ln  FY  1973,  NIH  was  obligated  for  slightly  more  than  one 
billion  dollars  of  research  and  development. 


scure  the  real  processes  of  decision-making  in  both 
the  science  and  government  communities.  Science 
is  not  an  open-minded  quest  for  new  knowledge,4 
and  policy  changes  are  rarely  the  product  of  cost- 
benefit  assessments  or  the  ability  to  fix  administra- 
tive responsibility. 

Decision  making  in  science  as  well  as  government 
depends  upon  political  processes  that  establish  the 
acceptable  range  of  choices.  To  the  extent  that  the 
problems  addressed  are  of  scientific  interest  only, 
the  two  communities  remain  separate.5  To  the  ex- 
tent that  the  problems  converge  — as  in  public  health, 
environmental  protection,  radiation  standards  for 
nuclear  power  plants,  the  safety  of  food  additives, 
etc.  — the  politics  of  science  and  government  clash. 
The  implications  of  this  conflict  for  scientific  in- 
quiry are  not  fully  apparent.  But  a new  form  of  poli- 
tics — the  politics  of  trans-science  — seems  to  be 
emerging  that  pits  the  traditional  processes  of  de- 
cision making  in  science  against  the  legal  and  legis- 
lative techniques  of  adversary  confrontation.6 

The  Internal  Politics  of  Science 

The  internal  politics  of  scientific  inquiry  refers 
to  strategies  for  controlling  or  influencing  decisions 
on  what  problems  to  investigate,  the  validity  of  re- 
search paradigms,  the  verification  of  hypotheses, 
and  the  relation  of  science  to  the  outside  world.7  The 
content  of  these  decisions  may  vary  from  one  disci- 
pline to  another,  but  the  process  itself  — the  ordered 
competition  among  individual  scientists  and  research 
groups  — is  maintained  throughout  the  scientific 
community. 

The  decision  rule  governing  this  process  is  that  of 
consensus.8  Indeed,  the  strength  of  science  lies  in 
its  specific  design  for  the  development  and  extension 
of  consensual  knowledge.  No  other  human  endeavor 
is  so  specifically  organized  for  the  mutual  instruction 
of  those  who  participate  in  it.  The  romantic  vision 
of  an  isolated  scientist  struggling  to  unlock  the 
secrets  of  nature  is  largely  myth  and,  if  taken  serious- 
ly, detrimental  to  scientific  practice. 

The  consensus  rule,  however,  does  not  explain  the 
politics  by  which  differing  scientific  opinions  are 
transformed  into  consensual  commitments.  This 
process  is  most  clearly  visible  under  conditions  of 
extreme  conflict  — where  competing  paradigms  or 
theories  appear  irreconcilable  — but  it  is  present  in 
less  obtrusive  patterns  at  all  levels  of  inquiry.  Since 
conflicts  may  vary  sharply  in  terms  of  size,  intensity, 
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and  complexity,  it  is  useful  to  establish  a continuum 
of  conflict-dimensions  before  moving  into  a discus- 
sion of  specific  disputes. 

Under  conditions  of  normal  science,  empirical 
disciplines  with  a high  degree  of  theoretical  unity 
tend  to  be  marked  by  small-scale  conflicts,  usually 
highly  technical  and  restricted  in  nature.  Perhaps 
a serviceable  example  of  this  kind  of  conflict  is  the 
current  disagreement  in  physics  over  the  possibility 
of  using  flames  as  sound  recorders  and  amplifiers. 
Neither  side  in  the  controversy  believes  that  it  is 
impossible  in  principle  for  flame  radiation  to  be  used 
as  a recording  medium.  Rather  the  dispute  is  over 
techniques  for  measuring  and  controlling  flame 
luminosity  and  sound  production.11 

In  contrast,  empirical  disciplines  with  intermediate 
or  poorly  developed  theories  are  characterized  by 
conflicts  that  are  considerably  more  fundamental. 
A typical  example  can  be  found  in  biology  where  the 
field  is  divided  between  physical,  chemical,  or  mo- 
lecular biologists  on  the  one  hand  and  organismal  or 
evolutionary  biologists  on  the  other.  Even  within 
these  areas  there  are  controversies  of  basic  impor- 
tance, such  as  the  one  in  molecular  biology  that 
questions  whether  DNA  is  a self-replicating  genetic 
material.  Similar  conflicts  exist  in  geology,  too,  that 
challenge  established  positions,  such  as  Gilvarry’s 
theory  that  the  ocean  basins  of  the  earth  were  formed 
by  the  impact  of  meteorites  before  the  continents 
existed,  or  Wegener’s  theory  of  continental  drift, 
which  suggests  that  the  present  location  of  the  con- 
tinents is  due  to  sea-floor  spreading.10 

in  all  scientific  disciplines  a balance  is  struck 
between  the  powers  of  orthodoxy  and  the  rights  of 
dissent.11  Peer  group  politics  in  tightly  integrated 
fields  such  as  physics  is  strongly  biased  against  gen- 
uine unorthodoxies  — a repudiation,  say,  of  the  theory 
of  relativity  or  a return  to  deterministic  electron 
theory.12  In  less  developed  disciplines  such  as  bi- 
ology and  geology  the  balance  is  different,  with  more 
opportunities  to  pursue  controversial  lines  of  inquiry. 
By  focusing  upon  two  specific  controversies  — one 
in  molecular  biology  and  one  in  physics  — a much 
clearer  picture  of  these  differences  can  be  developed. 

Politics  in  Molecular  Biology: 

The  Structure  of  Cell  Membranes 

Until  a short  time  ago,  the  thtory  of  mitochondrial 
structure  had  relatively  little  influence  upon  the 
direction  and  design  of  studies  of  the  mitochon- 
drion.12 Recently,  however,.  Green  and  MacLennan 
have  suggested  that  an  explanation  of  how  chemical 
energy  performs  work  in  a cell  (for  example,  the 
movement  of  molecules  through  a membrane)  great- 
ly depends  upon  clarifying  the  concept  of  what  sci- 


entists think  a membrane  really  is.  On  the  face  of  it, 
this  would  appear  a straightforward,  almost  benign 
request.  But  it  masks  one  of  the  most  intense  dis- 
putes in  biology  today.  The  account  that  follows  is 
a brief  sketch  of  the  controversy  as  seen  by  actual 
participants  in  the  struggle.  Only  their  names  have 
been  changed  to  prevent  injury  to  scientific  reputa- 
tions. 

Scientists  who  are  active  in  the  area  of  membrane 
research  are  keenly  aware  of  the  interpersonal  dy- 
namics of  inquiry.  While  the  dispassionate  prose  of 
their  published  works  may  obscure  this  perception, 
their  backstage  comments  point  to  eight  distinct 
political  roles: 

The  Orthodox  Scientists  occupy  the  center  of  the 
controversy.  Their  most  prestigious  spokesman  is 
D.J.  Foster  who  is  defending  a concept  of  the  unit 
membrane  that  he  developed  in  1959  based  on  the 
Dentler-Downs  model  of  1935. 

The  Powerful  Outsiders  are  represented  by  those 
who  are  now  invading  the  field  with  novel  ideas 
(which  are  probably  the  basis  for  a new  model):  for 
example,  D.B.  Brown  and  his  structural  protein 
model  (1961).  (Brown  uses  symposia  on  other  sub- 
jects to  inject  his  ideas.) 

The  “ Modern  Technique"  people  are  those  who  dis- 
dain electron  microscopy  and  use  only  fashionable 
new  methods  like  optical  rotatory  dispersion,  circu- 
lar dichroism,  and  spectral  analysis  to  study  protein 
lipid  associations  in  membranes.  They  contend  that 
traditional  studies  like  those  of  Foster  are  wrong;  but, 
ironically,  return  to  the  concepts  of  Livingston  ( 1933), 
although  they  do  not  refer  to  him.  This  group  is  repre- 
sented by  Rye,  Jones,  and  Smith. 

The  Broker  function  is  performed  by  those  who  col- 
lect various  new  ideas  and  draw  models  without 
doing  any  major  experiments  on  their  own.  They  also 
arrange  symposia  where  they  make  major  theoretical 
pronouncements.  Art  Black  is  a good  example  here. 
Notice  how  he  blankets  the  literature  with  his  story. 
Take  a look  at  his  latest  article  and  note  the  list  of 
references  to  himself.  There  is  also  Caravan,  who  is 
an  unsuccessful  broker  because  he  didn’t  get  enough 
papers  out. 

The  Traditional  Followers  are  men  like  Whiteway, 
who  got  X-ray  diffraction  patterns  out  of  myelin, 
which  confirmed  Foster’s  view,  but  couldn’t  get 
proper  patterns  out  of  other  membranes.  Whiteway 
keeps  trying  to  think  of  another  interpretation  which 
is  now  sneaking  up  on  him  through  the  work  of  others. 
Bullitt  is  following  along  with  a new  freeze-etch 
method. 

The  Modifiers  in  the  struggle  are  typified  by  scientists 
like  Sanders  (who  is  mad  at  Foster  because  he  beat 
him  to  the  unit  membrane).  Sanders  finds  globs  in 
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the  membrane,  which  he  considers  to  be  lipid  globs, 
thus  only  modifying  the  unit  membrane  concept.  His 
globs  will  probably  be  protein  units,  but  he  was  slow 
to  make  such  a drastic  prediction  and  Brown  beat 
him  to  it. 

The  Peripheralists  are  those  interested  in  nerve  im- 
pulse transmission,  salt  balance,  gastroenterology, 
etc.  whose  theories  depend  on  membrane  structure. 
They  tend  to  hang  on  to  old  ideas  because  all  their 
experimental  proposals  depend  on  the  old  concepts. 
The  best  example  is  the  soap-bubble  model  mem- 
brane people,  who  are  studying  electrical  transmis- 
sion and  water  transport  through  soap  bubbles  be- 
cause they  are  models  for  Foster’s  unit  membrane.  If 
his  theory  falls,  all  their  experiments  lose  signifi- 
cance, and  they  will  have  to  write  up  new  grant  re- 
quests. For  them  it  is  important  that  the  unit  mem- 
brane concept  hold  out  until  their  grants  run  out 
and  they  can  set  up  new  models  based  on  the  new 
concept. 

The  Mavericks  are  people  with  different  ideas  who 
are  ignored  by  the  established  experts  until  they 
create  enough  noise  to  be  worthy  of  attack.  Note  that 
Farmer  and  MacDonald  have  not  been  referred  to  by 
Black,  Brown,  and  Foster  even  after  three  years. 
Clark  had  his  evidence  for  a new  structure  rejected 
by  Science  on  the  basis  that  it  was  not  consistent 
with  the  well-established  Foster  unit  membrane 
theory.  If  the  maverick  point  of  view  is  not  published 
in  four  or  five  places,  it  can  safely  be  ignored  by 
leaders  in  the  field.  If  it  can’t  be  ignored,  then  it  is 
important  to  show  how  the  new  concept  evolved 
from  the  unit  membrane  theory.  Final  acceptance  is 
achieved  when  the  concept  is  incorporated  into  text- 
books and  becomes  the  object  of  attack  by  new 
mavericks  and  outsiders  and  newer  technique  people. 

Politics  in  Physics: 

The  Attack  Against  Quantum  Mechanics 

Unlike  biology  the  theoretical  structure  of  physics 
has  reached  a level  of  acceptance  that  rivals  canon 
law.  Most  disputes  are  over  matters  that  offer  little 
challenge  to  the  foundations  of  the  discipline.  Physi- 
cists who  have  seriously  questioned  established  con- 
cepts have  either  been  ignored  or  subjected  to  un- 
yielding criticism.  Take,  for  example,  the  conflict 
between  advocates  of  quantum  and  subquantum 
mechanics.14  The  essence  of  the  dispute  lies  in  a 
fundamental  disagreement  over  the  internal  behav- 
ior of  the  atom  and  the  nature  of  matter.  Quantum 
mechanics  holds  that  atomic  systems  (particles, 
atoms  or  molecules)  are  not  part  of  an  autonomous 
universe  of  cause-and-eflfect  events.  Quanta  of  radi- 
ant energy  have  no  external,  representational  char- 
acteristics. Instead,  they  are  defined  by  the  results 


of  physical  measurements.  Thus,  the  quantum  world 
is  an  artificial  reconstruction  of  experimental  prob- 
abilities. Without  the  tinkering  that  “experimentalists 
do  with  particles,  the  particles  would  have  no  prop- 
erties at  all  . . . [their]  only  mode  of  being  is  to  be 
observed.”15  In  contrast,  subquantum  theory  sug- 
gests that  there  may  be  a concealed  stratum  of 
atomic  phenomena  which  is  not  observation  depend- 
ent and  which  conforms  to  the  classical  laws  of  de- 
terminism. If  somehow  its  hidden  variables  can  be 
specified,  quantum  mechanics  can  be  freed  from  its 
probabilistic  structure  and  its  events  explained  in 
terms  of  causal  laws. 

Only  a few  scientists  actively  oppose  the  present 
concepts  of  quantum  mechanics  and  fewer  still  are 
able  to  get  their  articles  into  the  leading  physics 
journals.  Those  who  have  — for  example.  L.  de 
Broglie,  H.  Margenau,  L.  Cohen,  D.  Bohm,  and  J. 
Bub  — are  beset  by  a politics  of  orthodoxy  that  takes 
the  following  forms: 

•Ideological  Objection.  Advocates  of  subquan- 
tum mechanics  are  terribly  philosophical.  Un- 
til hidden  variables  can  be  supported  by  mas- 
sive and  conclusive  evidence,  they  are  no  more 
acceptable  than  a mental  aberration. 

• The  Measurement  Argument.  Orthodox  phys- 
icists are  completely  familiar  with  the  instru- 
mental apparatus  of  quantum  research  and 
have  achieved  measurements  with  a high  degree 
of  precision.  Why  should  all  of  this  be  scrapped 
for  the  uncertainties  of  measurement  that 
would  surely  attend  subquantum  mechanics. 

• The  Deviation  Warning.  It  is  always  possible 
to  contrive  novel  theories  that  deviate  from  a 
theory  in  use.  The  danger  of  such  a preoccu- 
pation is  that  it  can  mean  loss  of  focus  and 
productivity  for  a practicing  scientist. 

The  presence  of  orthodoxy  in  science  — while  at 
variance  with  publicly-defended  values  of  research 
— is  a necessary  result  of  consensus  building.  If 
scientists  had  no  orthodoxy,  if  they  embraced  each 
novel  idea  with  the  same  interest  and  curiosity, 
scientific  research  might  be  characterized  by  unruly 
discord  and  disagreement. 

In  limiting  scientific  choice,  the  politics  of  con- 
sensus serves  two  functions  that  are  essential  to 
professional  inquiry:  it  is  a method  of  achieving 
perceptual  economy  and  at  the  same  time,  it  is  a 
guide  to  areas  of  research  that  are  considered  likely 
to  produce  reliable  results.  On  the  other  hand,  the 
process  of  reaching  consensus  may  create  research 
options  that  are  dangerously  narrow  or  self-con- 
firming — perhaps  ones  impervious  to  new  lines  of 
thought.16  This  is  the  ever-present  dilemma  of  sci- 
entific inquiry  and  one  for  which  there  can  be  no 
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permanent  solution.  The  science  community  — like 
society  at  large  is  given  no  assurance  of  perpetual 
existence.  The  art  of  survival  depends  upon  an  intri- 
cate political  process  that  establishes  an  acceptable 
balance  between  the  powers  of  orthodoxy  and  the 
rights  of  dissent. 

The  Politics  of  Trans-Science 

On  balance,  the  institutional  mechanisms  for  re- 
solving conflicts  within  the  scientific  community 
have  worked  reasonably  well.  Questions  of  equity 
do  emerge  occasionally17  but  they  have  not  been 
sufficient  to  weaken  the  integrity  of  peer  group  evalu- 
ation. The  challenge  to  scientific  decision  making 
is  rather  a result  of  the  gradual  erosion  of  scientific 
autonomy.  It  occurs  when  the  interests  of  science 
and  government  converge  on  a problem  with  ele- 
ments of  mutual  concern  — a decision,  for  example, 
to  build  a supersonic  transport  (SST),  or  to  assess 
the  safety  criteria  of  nuclear  reactors,  or  to  concen- 
trate huge  sums  of  money  in  a single  agency  to  find 
a cure  for  cancer. 

In  these  and  similar  areas,  scientific  knowledge 
is  drawn  upon  to  resolve  political  questions  genera- 
ted by  society  at  large.  Society  wants  to  know:  Will 
the  SST  create  unnecessary  and  irreversible  en- 
vironmental hazards?  How  reliable  is  the  emergency 
core  cooling  system  of  nuclear  reactors?  What  is 
the  cumulative  effect  of  low-level  radiation  on  hu- 
man health?  Is  it  possible  to  develop  a method  for 
immunizing  against  cancer  at  reasonable  cost?  While 
important  to  decisions  of  public  choice,  these  con- 
cerns ask  more  from  science  than  science  can  deliver. 
In  Alvin  Weinberg’s  terminology,  they  are  trans- 
scientific  questions,  requiring  knowledge  that  the 
traditional  processes  of  scientific  decision  making 
cannot  provide.  Yet  embedded  within  each  of  these 
issues  are  questions  of  legitimate  interest  to  the 
scientific  community  — the  role  of  viruses,  for  ex- 
ample, in  carcinomatosis;  the  amount  of  low-level 
radiation  given  off  by  nuclear  reactors;  the  dissipa- 
tion pattern  of  nitric  oxides  in  the  stratosphere. 

Significantly,  most  decisions  of  pubiic  policy 
center  around  issues  that  are  trans-scientific  in 
nature.  To  the  extent  that  scientists  are  drawn 
into  public  controversies,  they  must  operate  with- 
in legal,  administrative,  and  legislative  forums  of 
decision  making.  This  means,  more  often  than  not, 
that  there  is  no  consensus  about  goals  and  prior- 
ities; and  no  firmly  established  criteria  for  the  com- 
parison of  achievements.  Under  these  circumstances, 
the  analysis  of  trans-scientific  problems  occurs 
within  a context  of  indeterminancy  — a condition  in 
which  science-related  quandaries  are  assessed  in 
the  light  ot  plausible  but  nevertheless  imagined 


alternative  states.  Thus,  the  consensus-building  ac- 
tivities of  science  are  replaced  by  attempts  to  iden- 
tify, evaluate,  and  control  the  impact  of  hypothetical 
events  or  courses  of  action. 

Several  examples  will  illustrate  this  point. 

Weapons  Technology 

In  1955,  roughly  a year  after  research  had  begun 
on  the  development  of  the  first  United  States  inter- 
continental ballistic  missile  (ICBM),  the  Army  en- 
gaged the  Bell  Telephone  Laboratories  to  make  a 
study  on  the  feasibility  of  building  an  antiballistic 
missile  (ABM).  After  careful  investigation,  the  Bell 
Laboratories  determined  that  it  was  indeed  possible, 
and  late  in  1956  the  Nike  Zeus  project  was  launched. 
Subsequent  consideration,  however,  revealed  that 
missile  defense  might  be  made  immensely  more 
difficult  if  missile  offense  took  advantage  of  several 
hypothetical  “penetration  aids.”  The  Defense  De- 
partment set  up  a committee  to  examine  this  possi- 
bility, and  in  the  early  part  of  1958  the  committee 
reported  that  missile  defense  might  be  seriously 
handicapped  if  it  were  confronted  by  such  offensive 
devices  as  decoys,  tank  fragments,  chaff,  and  multi- 
ple warheads.  By  1960,  the  ICBM  developers  were 
keenly  aware  of  these  prospects  and  gradually  began 
adapting  their  hardware  to  include  a new  offensive 
strategy  called  “multiple  independently-targeted 
reentry  vehicles”  (MIRV)  — which  led  in  turn  to  the 
redesign  of  hypothetical  defensive  strategies.18 

Nuclear  Safety 

The  operational  safety  of  nuclear  power  plants  is 
an  issue  of  great  complexity,  involving,  among  oth- 
ers, questions  of  reactor  design,  radioactive  releases, 
and  emergency  core  cooling  systems.  Although  the 
Atomic  Energy  Commission  (AEC)  and  the  nuclear 
industry  give  assurances  that  under  routine  opera- 
tion the  public  has  nothing  to  fear,  widespread 
concern  has  been  expressed  over  the  probability  of 
catastrophic  accidents.  As  one  might  expect,  assess- 
ing the  potential  consequences  of  such  events  has  be- 
come a matter  of  intense  dispute 

The  first  and  most  thorough  study  of  extreme 
reactor  failure  was  performed  by  the  Brookhaven 
National  Laboratory  and  published  in  1957  under 
the  AEC  code  name  WASH — 740.  Assuming  a var- 
iety of  possible  conditions,  the  report  showed  what 
would  happen  in  the  event  of  a major  accident  to  a 
hypothetical  reactor  of  100  to  200  megawatts,  located 
near  a large  body  of  water  thirty  miles  from  a city 
of  one  million.  Although  consideration  was  given  to 
different  percentages  of  radioactive  release,  the  most 
extreme  estimate  was  for  50  percent  of  the  fission 
products  in  the  reactor  core  to  escape  to  the  atmos- 
phere. The  anticipated  impact  of  this  event  was 
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awesome:  3,400  killed  up  to  15  miles  away;  43,000 
injured  at  a distance  of  45  miles;  an  area  of  150,000 
square  miles  contaminated. 

Critics  of  the  study  have  pointed  out  that,  while 
theoretically  possible,  the  assumptions  analyzed 
were  highly  arbitrary  and  purposefully  biased 
toward  increasing  the  possibility  of  imagined  haz- 
ards.19 Moreover,  they  contend  that  the  worst  im- 
aginable accident  is  not  a convincing  statistical 
measure  of  public  health  significance.20  Rather,  it 
is  the  average  accident  and  its  probability. 

To  further  complicate  matters,  counter  critics  have 
recently  asserted  that  the  effects  of  the  50-percent 
release  from  the  WASH-740  reactor  can  be  achieved 
by  the  release  of  only  3 percent  of  the  fission  ma- 
terials in  present  day  reactors.  Should  20  percent 
be  released,  the  lethal  range  could  extend  as  far  as 
75  miles  from  the  plant  and  radiation  damage  to 
several  hundred  miles.21  The  use  of  contaminated 
lands  might  be  restricted  for  hundreds  of  years. 
Moreover,  the  death  toll  would  be  higher  than  that 
predicted  by  WASH-740,  since  the  Brookhaven  es- 
timate did  not  include  the  greater  sensitivity  of 
children  to  radiation  exposure. 

Descriptions  of  catastrophic  scenarios  continue 
to  mount.  They  now  include,  for  example,  compari- 
sons between  nuclear  accidents  and  the  probability 
of  fatal  injury  from  natural  disasters,  fossil  fuel 
power  plants,  firearms,  smoking,  automobiles,  and 
all  diseases.22 

Environmental  Impact 

Perhaps  the  most  visible  and  pervasive  instance 
of  trans-science  falls  in  the  area  of  environmental 
impact.  The  National  Environmental  Policy  Act  of 
1969  requires  a detailed  statement  of  all  major  fed- 
eral actions  that  significantly  affect  the  quality  of 
the  human  environment.  Each  statement  must  in- 
clude an  assessment  of  five  imagined  events: 

• the  environmental  impact  of  the  proposed  action. 

• any  adverse  environmental  effects  which  cannot 
be  avoided  should  the  proposal  be  implemented. 

• alternatives  to  the  proposed  action. 

• the  relationship  between  local  short-term  uses 
of  man’s  environment  and  the  maintenance  and 
enhancement  of  long-term  productivity. 

• any  irreversible  and  irretrievable  commitments 
of  resources  which  would  be  involved  in  the 
proposed  action  should  it  be  implemented. 

The  diversity  of  projects  for  which  impact  state- 
ments must  be  written  is  enormous;  and  includes  for 
example,  the  construction  of  highways  and  airports, 
the  siting  of  power  plants,  the  use  of  pesticides  and 
herbicides,  the  disposal  and  acquisition  of  lands, 
weather  modification,  watershed  protection,  flood 


control,  the  creation  of  wildlife  sanctuaries,  the  de- 
velopment of  recreational  facilities,  and  many  more. 
To  provide  a complete  estimate  of  all  potential  en- 
vironmental impacts  associated  with  events  of  this 
nature  is  virtually  impossible.  Yet  the  law  demands 
that  an  attempt  be  made.  The  results  appear  to  be 
that  while  scientifically  questionable,  the  postulated 
events  serve  to  identify  the  range  of  interests  out  of 
which  policy  options  can  be  constructed. 

Conclusion 

Since  hypothetical  alternatives  are  developed  in 
response  to  different  views  and  interests,  they  fre- 
quently become  the  focal  point  of  adversarial  be- 
havior. Environmentalists,  zero-growth  advocates, 
utility  companies,  commercial  developers,  national 
defense  groups,  government  administrators  and 
politicians  find  increasing  use  for  imagined  sce- 
narios as  instruments  of  policy  change.  Because  ad- 
vocates are  likely  to  have  unequal  combinations  of 
influence,  competence,  and  financial  resources,  the 
resolution  of  trans-scientific  questions  depends 
upon  weighing  the  credibility  of  alternatives  within 
established  legal,  political,  and  administrative  for- 
ums of  decision  making.  The  role  of  scientific  peer 
groups  in  this  process  is  limited  to  assessing  the 
problems  and  techniques  for  which  there  is  wide- 
spread professional  agreement.  To  assume  a larger 
role  will  surely  jeopardize  the  internal  governance 
of  science  and  force  peer  group  decisions  to  conform 
to  the  rules  of  judicial  reasonableness,  administra- 
tive due  process,  and  political  feasibility  that  charac- 
terize the  governmental  community. 
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Important  Advances  In  Clinical  Medicine 

Epitomes  of  Progress  — Obstetrics  and  Gynecology 


The  Scientific  Board  of  the  California  Medical 
Association  presents  the  following  inventory  of  items 
of  progress  in  Obstetrics  and  Gynecology.  Each  item, 
in  the  judgment  of  a panel  of  knowledgeable  phy- 
sicians, has  recently  become  reasonably  firmly  es- 
tablished, both  as  to  scientific  fact  and  important 
clinical  significance. 

The  items  of  progress  listed  below  were  selected 
by  the  Advisory  Panel  to  the  Section  on  Obstetrics 
and  Gynecology  of  the  California  Medical  Associa- 
tion and  the  summaries  were  prepared  under  its 
direction. 

The  Hirsute  Patient 

Although  hirsutism  in  the  majority  of  women  has 
a genetic  basis,  any  sudden  change  in  the  quan- 
tity or  distribution  of  hair  at  times  other  than  pu- 
berty, pregnancy  or  menopause  is  abnormal  and 
should  be  carefully  investigated.  Hirsutism  accom- 
panied by  signs  of  virilization  or  defeminization 
usually  is  of  endocrinologic  origin.  Determination 
of  urinary  17-ketosteroid  (ks)  excretion  and  serum 
testosterone  should  be  performed  in  these  patients. 
Only  if  elevated  levels  of  17-ks  — greater  than  25  mg 
in  24  hours  — are  found  should  an  adrenal  source  be 
suspected.  If  17-ks  are  elevated,  urinary  pregnaetriol 
should  be  measured  to  rule  out  adult  onset  of  con- 
genital adrenal  hyperplasia.  An  overnight  dexa- 
methasone  suppression  test  (1  mg  taken  orally  at 
11  pm  followed  by  an  8 am  serum  cortisol  deter- 
mination) can  rule  out  Cushing’s  disease,  or  an 
adrenal  tumor  if  the  cortisol  is  less  than  5 pg  per  100 
ml.  The  most  common  endocrinological  cause  for 
hirsutism  is  polycystic  sclerotic  ovaries.  These  pa- 
tients almost  always  have  17-ks  less  than  25  mg  per 
24  hours,  elevated  serum  lh,  normal  serum  fsh 
and  only  slightly  or  moderately  elevated  serum 
testosterone.  Treatment  may  include  clomiphene 
citrate,  gonadotrophin  suppression  with  oral  steroid 
contraceptives  and  occasionally  ovarian  wedge  re- 
section. If  the  serum  testosterone  is  markedly  eleva- 
ted and  17-ks  are  normal,  an  ovarian  tumor  should 
be  suspected.  If  catheterization  of  the  ovarian  veins 
shows  pronounced  difference  between  the  two  tes- 
tosterone levels,  an  androgen-producing  unilateral 
ovarian  tumor  is  probably  present.  If  testosterone 
levels  are  similar,  a severe  form  of  pco  is  probably 
the  cause  of  the  hirsutism. 

Daniel  R.  Mishell,  Jr.,  md 
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Clinical  Application  of  Genetic 
Detection  and  Counseling 

It  is  now  recognized  that  7 percent  of  all  con- 
ceptuses  have  chromosomal  errors;  most  are  aborted. 
The  incidence  of  chromosomal  errors  in  newborns 
is  0.5  percent  but  they  produce  recognizable  pheno- 
typic changes  in  fewer  than  half  of  the  cases.  Quin- 
acrine  staining  of  chromosomes  allows  identification 
of  Y chromosome  not  only  in  mitosis  but  in  all  cells. 
It  is  imperative  that  this  technique  and  the  rapid 
Giemsa  banding  technique  be  employed  in  all  chro- 
mosome studies.  It  allows  specific  identification  of 
all  elements  and  detects  rearrangements  not  visible 
before.  Its  application  is  important  in  evaluation  of 
habitual  aborters  (6  to  10  percent  of  husbands  or 
wives  are  abnormal),  of  unexplained  infertility  pa- 
tients, and  of  repeated  congenital  anomalies.  In  my 
opinion  all  semen  donors  should  be  karyotyped.  Am- 
niotic  fluid  analysis  is  now  successful  in  95  percent 
between  14  and  16  weeks  of  gestation.  Numerous 
centers  will  assist  in  analysis  and  counseling  for 
chromosomal  and  genetic  errors. 

Kurt  Benirschke,  md 
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Important  Advances  in 
Paracervical  Block  Anesthesia 

Should  paracervical  block  (pcb)  anesthesia  be 
banned?  Recently,  the  Food  and  Drug  Administra- 
tion considered  and  then  decided  against  this  ex- 
treme action.  Despite  a growing  number  of  reports 
regarding  the  fetal  hazards  of  paracervical  block, 
this  easily  administered  anesthetic  remains  popular 
and  often  useful. 

Fetal  bradycardia  is  the  most  common  complica- 
tion, occurring  in  20  to  30  percent  of  patients.  Brady- 
cardia usually  develops  within  2 to  10  minutes  and 
lasts  from  3 to  20  minutes.  When  bradycardia  occurs, 
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fetal  acidosis  and  high  fetal  blood  levels  of  local 
anesthetics  are  found.  Increased  uterine  activity  has 
also  been  reported  by  some  authors. 

There  is  evidence  that  local  anesthetics  are  the 
direct  cause  of  bradycardia: 

1.  Local  anesthetics  administered  intravenously 
to  the  mother  can  produce  fetal  bradycardia  with  no 
accompanying  maternal  hypotension  or  acidbase 
changes. 

2.  Increasing  the  dosage  of  local  anesthetic  can 
increase  the  likelihood  and  severity  of  bradycardia. 

3.  Using  a less  toxic  local  anesthetic  (propito- 
caine)  can  result  in  a lower  incidence  and  shorter 
period  of  fetal  bradycardia. 

We  have  postulated  that  in  20  to  30  percent  of 
patients  undergoing  pcb,  local  anesthetic  reaches 
the  fetus  in  unusually  high  concentrations  via  dif- 
fusion across  the  uterine  arterial  walls.  This  results 
in  transient  fetal  bradycardia,  decreased  cardiac 
output,  hypoxia  and  metabolic  acidosis.  On  the  other 
hand,  some  investigators  have  questioned  this  etio- 
logic  postulation  for  bradycardia  and  acidosis.  They 
have  found  that  local  anesthetics,  when  injected 
directly  into  the  (human  anencephalic)  fetus  in  huge 
amounts,  do  not  produce  fetal  bradycardia  nor  the 
same  ekg  changes  as  those  found  during  PCB-brady- 
cardia.  Fetal  ekg  changes  during  PCB-bradycardia 
are  very  similar  to  those  found  during  fetal  asphyxia. 
Consequently,  those  workers  postulate  that  the  local 
anesthetic  compromises  uterine  blood  flow,  either 
directly  by  uterine  vasoconstriction  or  indirectly  by 
uterine  muscle  hyperactivity  which  results  in  fetal 
hypoxia  and  bradycardia. 

While  the  precise  cause  of  fetal  bradycardia  may 
be  controversial,  the  significance  is  not.  PCB-brady- 
cardia  indicates  fetal  distress.  Increased  neonatal 
morbidity  and  indeed  mortality  occurs  when  brady- 
cardia follows  pcb.  Currently,  American  and  Euro- 
pean medical  journals  contain  reports  of  50  perinatal 
deaths  associated  with  pcb. 

Because  of  the  potential  fetal  and  neonatal  haz- 
ards of  pcb,  we  believe  that  this  technique  should 
not  be  used  in  cases  of  utero-placental  insufficiency 
or  prematurity  or  where  there  is  pre-existing  fetal 
distress.  There  may  be  exceptions  if  other  anesthetic 
techniques  are  contraindicated  or  pose  a greater 
hazard  to  the  mother  or  fetus. 

When  the  technique  is  used,  drug  dosage  must  be 
kepi  to  a minimum.  The  fetal  heart  rate  should  be 
carefully  monitored  for  30  minutes  after  pcb.  One 
must  be  prepared  to  treat  neonatal  depression  with 
oxygen,  position  pressure  ventilation,  and  bicar- 


bonate administration  if  fetal  bradycardia  develops 
after  the  block. 

D.  H.  Ralston,  md 
Sol  M.  Shnider,  md 
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Genetic  Counseling 

Although  treatment  of  genetic  disorders  is  making 
progress,  many  of  these  diseases  are  still  untreatable 
and  successful  management  lies  in  prevention.  In 
this,  genetic  counseling  plays  a significant  role  by 
establishing  the  risk  of  a disorder  to  occur  or  recur  in 
a family  and  in  giving  a couple  the  choice  of  whethei 
they  wish  to  take  that  risk  for  having  an  affected 
child.  Optimum  genetic  counseling  requires  an  ac- 
curate diagnosis,  a complete  accurate  family  history 
(pedigree),  a good  fundamental  knowledge  of  genetic 
principles,  and  a familiarity  with  the  latest  literature 
concerned  with  the  disorder  in  question. 

Genetic  counseling  is  based  on  the  Mendelian  laws 
of  inheritance  for  single  gene  problems,  and  on  em- 
pirical recurrence  risks  for  polygenic  and  multifac- 
torial traits.  Some  diseases,  such  as  the  Marfan 
syndrome,  are  inherited  in  an  autosomal  dominant 
fashion  with  each  affected  person  having  a 50  per- 
cent risk  for  having  an  affected  child  with  each  preg- 
nancy. Other  disorders,  such  as  some  inborn  errors 
of  metabolism  (phenylketonuria  and  galactosemia, 
for  example,  are  inherited  in  an  autosomal  recessive 
manner  with  each  parent  being  a carrier  of  the  mu- 
tant gene;  each  pregnancy  of  such  a couple  has  a 25 
percent  risk  of  being  homozygous  for  the  mutant 
gene  and  having  the  disorder.  Most  sex-linked  (X- 
linked)  disorders,  such  as  hemophelia,  are  recessive 
in  nature  and  manifest  almost  exclusively  in  males, 
with  females  being  carriers  who  have  a 25  percent 
chance  of  transmitting  the  gene  to  any  offspring. 
However,  because  females  have  two  X chromosomes 
and  males  only  one  X chromosome,  almost  no  female 
offspring  are  affected  while  50  percent  of  the  males 
are  affected. 

Empirical  recurrence  risks  are  available  for  traits 
in  which  many  different  genes  may  be  responsible 
(polygenic)  or  in  which  environmental  factors  play 
a significant  role  (multifactorial),  and  in  the  chromo- 
some problems.  Since  the  basic  cause  of  the  disorder 
is  not  known  in  most  of  these  problems,  it  is  not  pos- 
sible to  predict  from  basic  principles  what  the  risks 
or  recurrence  risks  are  for  a given  disorder.  However, 
by  observing  a large  number  of  affected  families,  it 
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is  possible  to  determine  an  average  risk  figure.  Al- 
though this  approach  makes  certain  assumptions 
which  may  not  be  completely  accurate  at  the  bio- 
logical level,  there  currently  is  no  better  approach  to 
counseling  for  these  problems. 

The  recent  major  advance  of  amniocentesis  for 
prenatal  diagnosis  considerably  increases  the  ac- 
curacy of  genetic  counseling  in  some  genetic  prob- 
lems. Amniotic  fluid  can  be  obtained  at  about  the 
fourteenth  week  of  pregnancy  and  examined  for 
manifestation  of  a mutant  gene  or  chromosome  ab- 
normality. Generally  it  is  desirable  to  grow  amniot- 
ic cells  in  culture  to  examine  their  chromosome  and 
sex  chromatin  constitution  and  to  search  for  evidence 
of  inborn  errors  of  metabolism.  As  to  genetic  traits 
that  are  expressed  in  the  amniotic  cells,  it  offers 
opportunity  to  establish  whether  a fetus  is  affected 
with  a given  disorder  at  essentially  the  100  percent 
level  of  accuracy.  This  test  is  usually  performed  only 
if  a therapeutic  abortion  is  contemplated  for  a gen- 
etically defective  fetus. 

With  the  increasing  trend  toward  limiting  the  size 
of  families  with  the  associated  desire  to  have  normal 
children,  and  because  of  the  general  desirability  of 
utilizing  preventive  means  in  management  of  certain 
disorders,  it  seems  likely  that  the  importance  and 
significance  of  genetic  counseling  for  clinical  prac- 
tice, especially  in  obstetrics,  will  greatly  increase  in 
the  near  future. 

Robert  S.  Sparkes,  md 
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Respiratory  Distress  Syndrome: 

How  It  Can  Be  Prevented 

The  respiratory  distress  syndrome  can  be  prevent- 
ed in  most  Cesarean  or  elective  deliveries. 

With  the  assistance  of  a new  test  performed  on 
the  amniotic  fluid  of  the  mother,  the  intrauterine 
fetus’s  lung  maturity  can  be  determined  quite  ac- 
curately so  that  delivery  can  be  performed  with  the 
least  degree  of  morbidity  for  the  newborn. 

The  “Gluck  test”  which  determines  the  lecithin 
and  sphingomyelin  ratio  (l/s  ratio)  on  the  aspirated 
amniotic  fluid  makes  this  possible. 

It  has  been  determined  that  when  the  lung  tissue 
becomes  mature,  the  percentage  of  sphingomyelin 
to  lecithin  increases  markedly  so  that  an  l/s  ratio 
of  1 to  1 means  the  lung  is  immature  and  delivery  at 


that  time  is  associated  with  almost  100  percent 
mortality  of  the  newborn,  whereas  a 1 to  1.5  gives 
about  50  percent  mortality,  and  a 1 to  2 gives  moder- 
ate to  mild  symptoms  in  the  newborn;  and  when  the 
l/s  ratio  is  above  1 to  2 the  percentage  of  compli- 
cations is  markedly  decreased. 

The  technique  of  aspirating  amniotic  fluid  has 
been  perfected  to  the  point  where  it  produces  a very 
low  risk  to  the  fetus  and  the  mother.  Approximately 
2 ml  of  amniotic  fluid  is  needed  for  this  test. 

In  all  elective  Cesarean  sections  or  induction  de- 
liveries for  therapeutic  reasons,  this  test  should  be 
performed  before  operation  so  that  the  physician 
can  be  assured  that  the  maturity  of  the  infant’s  lung 
is  adequate  to  support  life.  If  this  is  carried  out,  in 
almost  all  cases  the  infant  can  be  delivered  with 
minimal  risk  of  the  respiratory  distress  syndrome. 

Simon  C.  Brumbaugh,  Jr.,  md 
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Hypothalamic  Hormones 

It  is  now  well  known  that  the  hypothalamus  is 
the  ultimate  controller  of  the  secretion  of  anterior 
pituitary  hormones.  Polypeptides  of  hypothalamic 
origin  have  been  identified  and  successfully  syn- 
thesized for  trf  (thyrotropin-releasing  factor,  1971), 
lrf  (luteinizing  hormone-releasing  factor,  1972),  and 
srif  (somatotropin-release  inhibiting  factor,  1973), 
by  Drs.  R.  Guillemin  and  A.V.  Schally’s  laboratories. 
Unexpectedly,  trf  not  only  causes  pituitary  release 
of  tsh  but  also  a prompt  release  of  prolactin.  Thus, 
the  association  of  thyroid  dysfunction  and  galac- 
torrhea may  now  be  explained  and  trf  may  be  con- 
sidered as  a specific  prolactin-releasing  factor,  lrf 
induces  a prompt  gonadotropin  secretion  which  is 
greater  for  lh  than  for  fsh.  It  has  been  shown  that 
estrogen  exerts  a direct  influence  on  pituitary  gon- 
adotropic cell  as  evidenced  by  a change  in  i.rf  re- 
sponses. Both  trf  and  lrf  have  provided  a direct 
and  sensitive  test  in  distinguishing  disorders  of  hypo- 
thalamic versus  pituitary  origin.  Hypogonadotropic 
amenorrhea  with  normal  or  not  infrequently  exagger- 
ated response  to  lrf  may  be  assured  of  a functional 
disturbance  of  hypothalamus  as  a cause  rather  than 
pituitary  neoplasm.  The  usefulness  of  lrf  in  the 
induction  of  ovulation  and  future  development  of 
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blocking  agents  for  lrf  (LRF-analogs)  in  the  con- 
ception control  is  promising.  Most  recently,  a peptide 
hormone  was  synthesized  which  inhibits  growth 
hormone  release.  Indeed,  a new  era  of  neuroendo- 
crinology has  begun  with  expectation  that  soon  it 
will  apply  to  clinical  medicine. 

S.  S.  C.  Yen,  md 
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Use  of  Amniotic  Fluid: 

Assessment  of  the  Fetus 

Amniotic  fluid,  obtained  early  in  the  second  tri- 
mester by  transabdominal  amniocentesis,  can  be 
used  to  diagnose  a number  of  hereditary  and  con- 
genital disorders  in  the  fetus.  Biochemical  enzyme 
tests  on  uncultivated  or  cultivated  cells,  sex  deter- 
mination and  karyotyping  may  then  be  performed 
in  time  to  consider  therapeutic  abortion. 

Management  of  the  rhesus  sensitized  pregnancy 
mainly  rests  on  the  results  of  spectophotometric 
analysis  of  amniotic  fluid.  As  the  concentration  of 
bilirubin  in  amniotic  fluid  reflects  the  severity  of 
fetal  hemolytic  disease,  the  optical  density  at  450 
microns  is  used  to  indicate  if  fetal  transfusion  or 
premature  delivery  is  necessary. 

The  amniotic  fluid  creatinine  concentration,  opti- 
cal density  and  cytologic  study  are  all  useful  in  de- 
termining the  duration  of  the  gestation,  size  of  the 
fetus,  and  fetal  hepatic  and  renal  maturity.  Phos- 
pholipid analysis  of  the  fluid  reflects  fetal  lung  ma- 
turity and  helps  in  predicting  whether  respiratory 
distress  will  develop  in  the  newborn. 

Robert  K.  Creasy,  md 
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Current  Concepts  of  Fetal  Monitoring 

Recent  studies  of  perinatal  brain  damage  in  fetal 
monkeys  support  the  concept  that  “ominous”  fetal 
fhr)  patterns  are  difficult  to  detect  by 


auscultation  but  are  readily  detected  with  electron- 
ic techniques. 

At  present,  fetal  monitors  are  used  mainly  for 
management  of  high-risk  patients,  not  only  to  record 
fhr  patterns  but  also  to  provide  an  accurate  assess- 
ment of  uterine  contractions.  The  importance  of  the 
latter  as  a repetitive  stress  to  the  fetus  is  now  be- 
ing recognized. 

Clinical  experience  with  fetal  monitoring  having 
suggested  that  it  is  of  benefit  to  the  high-risk  fetus, 
serious  consideration  is  being  given  to  the  advis- 
ability of  monitoring  all  patients  in  labor  in  order 
to  decrease  the  birth  hazards  for  uncomplicated  as 
well  as  complicated  pregnancy. 

Edward  H.  Hon,  md 
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Serum  FSH-LH  Determinations  in 
Gynecologic  Practice 

The  development  of  radioimmunoassay  for  the 
measurement  of  protein  hormones  has  made  it  pos- 
sible to  measure  the  small  amounts  of  follicle-stimu- 
lating hormone  (fsh)  and  luteinizing  hormone  (lh) 
present  in  serum.  Therefore,  it  is  no  longer  necessary 
to  depend  upon  bioassay  of  urinary  gonadotropins. 
The  latter  methods  were  cumbersome  because  of 
the  necessity  of  collecting  24-hour  specimens  of 
urine  and  because  of  the  lack  of  sensitivity  of  the 
methods,  particularly  those  for  the  measurement 
of  LH. 

Serum  fsh  and  lh  have  been  measured  during 
the  various  phases  of  life  such  as  childhood,  men- 
struating years,  and  postmenopausal  years.  They 
have  also  been  measured  at  frequent  intervals  during 
normal  and  abnormal  menstrual  cycles.  In  the  latter, 
it  has  been  noted  that  fsh  and  lh  levels  change  very 
rapidly  and  dynamically,  particularly  at  the  time  of 
ovulation:  The  amount  of  lh  may  double  over  a six- 
hour  period  and  then  quadruple  over  the  ensuing 
six  hours. 

1 hese  reports  make  it  clear  that  single  determina- 
tions of  fsh  and  lh  are  of  value  for  the  detection 
of  some  conditions.  Absence  of  pituitary  function  in 
this  sphere  will  be  reflected  by  undetectable  fsh 
and  lh.  Ovarian  failure,  for  whatever  reason  will  be 
reflected  by  very  high  levels  of  fsh  and  lh. 

For  the  evaluation  of  menstrual  disorders  such  as 
oligomenorrhea,  amenorrhea,  and  inadequate  corpus 
luteum,  single  measurements  of  fsh  and  lh  are  not 
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sufficient.  In  these  situations  the  pattern  of  fsh  and 
lh  levels  during  complete  cycles  is  essential  for 
proper  understanding.  The  ratio  between  fsh  and  lh 
may  well  be  important  in  some  of  these  conditions. 
Therefore  it  is  necessary  to  collect  daily  specimens 
of  blood  for  the  delineation  of  those  patterns. 

Single  determinations  will  not  suffice  because  the 
levels  of  fsh  and  lh  may  both  be  well  within  the 
range  of  normal  for  a menstrual  cycle  and  yet  the 
complete  pattern  for  a full  cycle  will  differ  signifi- 
cantly from  that  for  a normal  cycle.  Patients  with 
polycystic  sclerotic  ovaries  may  have  lh  levels  which 
are  chronically  elevated  but  not  outside  of  the  range 
for  a normal  menstrual  cycle.  Similarly,  some  pa- 
tients with  amenorrhea  will  have  chronically  de- 
pressed levels  of  lh.  A patient  with  an  inadequate 
corpus  luteum  may  have  lower  than  usual  levels  of 
fsh  in  the  early  part  of  the  cycle  but  still  within  the 
range  noted  in  normal  cycles. 
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Laminaria  Tents  as  an 
Aid  for  Suction  Abortion 

Rapid  instrumental  dilatation  of  the  cervix  before 
suction  abortion  is  frequently  the  most  difficult  and 
traumatic  part  of  the  procedure.  The  use  of  laminaria 
tents  formed  from  seaweed  (laminaria  digitata)  to 
accomplish  this  dilatation  has  greatly  simplified 
the  operation. 

The  laminaria  tent  is  inserted  without  anesthesia 
into  the  cervical  os  so  that  only  the  tip  of  the  tent  can 
be  seen  at  the  external  os.  By  hygroscopic  action 
the  tent  expands  from  a diameter  of  2 to  3 mm  to  9 
to  12  mm.  At  the  time  of  suction  curettage,  12  to 
18  hours  later,  the  laminaria  tent  is  removed,  almost 
always  without  difficulty.  Suction  curettage  is  com- 
pleted in  the  usual  fashion. 

In  at  least  two  out  of  three  cases,  the  cervix  is 
dilated  a minimum  of  9 mm  at  the  time  of  suction. 
Further  dilatation,  if  needed,  is  almost  always  easily 
accomplished.  Complications  have  been  few.  The 


rare  impaction  of  the  tent  in  the  cervix  can  apparent- 
ly be  treated  by  careful  mechanical  dilatation  of  the 
cervix  adjacent  to  the  tent,  thus  allowing  its  re- 
moval. The  risk  of  infection  does  not  seem  to  be  in- 
creased by  the  use  of  the  tent.  Use  of  the  tent  has 
permitted  us  to  accomplish  abortion  in  almost  all 
instances  without  general  anesthesia  and  without 
significant  discomfort  to  the  patient. 

Kenneth  Niswander,  md 
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Vaginal  Adenosis 

Vaginal  adenosis  (submucosal  glands  lined  by 
mullerian-type  epithelium)  was  rarely  described  in 
the  past.  It  has  been  seen  frequently  in  young  women 
whose  mothers  took  diethylstilbestrol  and  similar 
compounds  during  pregnancy.  The  adenosis  can  ap- 
pear as  a red  granular  lesion.  Biopsy  of  these  red 
areas  as  well  as  those  that  initially  appear  normal 
but  fail  to  stain  with  Schiller’s  iodine  can  usually  be 
accomplished  in  the  office.  Although  these  glands 
appear  to  be  benign,  they  have  been  observed  in 
close  proximity  to  clear-cell  adenocarcinomas  that 
have  also  occurred  in  young  females  whose  mothers 
took  stilbestrol  during  pregnancy.  Present  estimates 
suggest  that  the  carcinomas  are  rare  among  the  ex- 
posed population  while  adenosis  occurs  frequently. 
Although  adenosis  has  been  treated  by  surgical  ex- 
cision and  local  destruction  (cauterization),  the  nat- 
ural history  of  stilbestrol-associated  adenosis  is 
unknown.  Close  follow-up  of  patients  with  vaginal 
adenosis  is  certainly  indicated  and  in  many  instances 
might  prove  to  be  the  most  prudent  approach. 

Arthur  L.  Herbst,  md 
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Herpes  Genitalis 

Herpes  Genitalis  is  a common  venereal  disease, 
caused  most  usually  by  herpes  simplex  virus  (hsv) 
type  2,  which  occasionally  results  in  neonatal  herpes 
and  may  be  causally  related  to  cervical  cancer.  Al- 
though often  subclirtical,  primary  cases,  occurring 
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in  persons  with  no  nsv  antibodies,  tend  to  be  more 
severe  clinically  than  recurrent  cases. 

In  females,  the  cervix  is  most  commonly  involved, 
and  the  vulva,  vagina  and  perineal  areas  can  also  be 
affected.  In  males,  vesticles  or  ulcers  can  be  noted 
on  the  penis,  scrotum  or  adjoining  skin  areas  and  the 
virus  can  be  isolated  from  the  urethra,  prostate  and 
testicles  in  asymptomatic  cases.  In  either  sex,  iisv-2 
can  also  involve  the  anus  or  mouth.  Complications 
of  genital  herpes  include  neuralgia,  meningitis  and 
myelitis.  In  diagnosis  it  is  most  often  confused  with 
other  venereal  diseases,  particularly  chancroid, 
but  can  be  confirmed  by  virological  or  cytological 
methods. 

Because  of  the  association  with  cervical  cancer, 
infected  women  should  have  frequent  Papanicolaou 
screening  tests;  and  because  of  risk  to  the  newborn, 
abdominal  delivery  should  be  considered  it  the  geni- 
tal infection  is  noted  around  the  time  of  delivery. 
Since  topical  antiviral  agents  do  not  appear  to  be 
beneficial,  treatment  is  symptomatic.  However, 
three  new'  approaches  are  currently  under  evalua- 
tion: (a)  Photodynamic  inactivation;  (b)  hsv-2  vac- 
cines, currently  available  only  in  Europe;  (c)  use 
of  systemic  antiviral  drugs,  reserved  so  far  for  the 
immunosuppressed  patient  with  severe  lesions. 

Andre  J.  Nahmias,  md 
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Use  of  Estriol  Levels  to 
Permit  Delivery  of  Frank 
Diabetics  at  Term 

The  use  of  urinary  estriol  determinations  to  mon- 
itor fetal-placental  well-being  in  “high-risk”  preg- 
nancies has  been  accepted  practice  for  a number  of 
years.  In  1965  Greene  et  al,  among  others,  reported 
on  the  usefulness  of  estriol  determinations  in  the 
management  of  diabetes  complicated  by  pregnancy. 

Perinatal  morbidity  and  mortality  statistics  have 
demonstrated  that  the  optimum  time  to  deliver  in- 
sulin requiring  diabetics  (White’s  classes  B to  F)  is 
at  36  to  38  weeks  of  gestation.  In  large  clinical  popu- 
lations incorrect  estimation  of  fetal  gestational  age 
is  the  most  frequent  cause  of  prematurity,  a par- 
ticular hazard  to  the  diabetic  infant.  Recently  Goe- 
belsmann  et  al  have  shown  that  pregnant  diabetic 
women  in  hospital  can  be  allowed  to  continue  to 
term  and  spontaneous  labor,  provided  daily  estriol 
determinations  do  not  indicate  fetal  jeopardy. 


The  prime  prerequisites  for  such  management  of 
the  frank  diabetic  patient  are  continuous  stay  in 
hospital,  a reliable  laboratory  with  daily  estriol  as- 
say capabilities,  continuous  fetal  monitoring  cap- 
ability and  a neonatal  intensive  care  unit. 

Frederick  W.  Hanson,  md 
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The  Role  of  Colposcopy  in 
Gynecologic  Practice 

Cervical  colposcopy  recently  has  been  recognized 
as  a valuable  means  of  evaluating  clinical  abnor- 
mality of  the  cervix. 

A reddened,  raw,  inflamed  cervix  may  represent 
infection,  an  outgrowth  of  endocervical  epithelium 
onto  the  ectocervix  (ectopy),  or  cancer.  The  lesion 
may  or  may  not  be  assocated  with  excessive  vaginal 
discharge  or  post-coital  spotting.  Since  the  presence 
of  carcinoma  is  a definite  possibility,  steps  must  be 
taken  to  establish  a diagnosis. 

Since  the  early  1940’s  the  Papanicolaou  smear  has 
been  the  most  popular  method  of  detecting  cervical 
neoplasia  in  the  United  States.  This  screening 
method  is  limited,  however,  since  10  percent  or  more 
cervical  lesions  may  be  missed.  Neoplastic  disease 
which  is  not  detected  by  the  cervical  smear  may  be 
revealed  by  random  cervical  biopsy.  However,  it  is 
not  possible  to  definitely  exclude  invasive  carcinoma 
even  if  the  biopsy  reveals  a preinvasive  cancer,  and 
the  need  for  cervical  conization  is  apparent.  Since 
cervical  conization  is  not  without  serious  sequellae 
a procedure  which  decreases  its  necessity  would  be 
of  great  advantage. 

In  colposcopy,  the  13X  magnification  provided 
by  the  colposcope  allows  easy  visualization  of  the 
ectocervix.  By  direct  visualization  the  non-neoplastic 
causes  of  the  abnormal  cervical  appearance  are 
recognized  and  the  need  for  other  than  routine  cyto- 
logic screening  is  eliminated.  However,  if  colpo- 
scopic  patterns  of  neoplasia  are  detected,  the  most 
abnormal  areas  of  the  ectocervix  are  located  and 
biopsy  specimens  are  taken. 

When  neoplasm  is  present,  the  colposcope  is  also 
used  for  determining,  without  resort  to  cervical  coni- 
zation, the  treatability  of  the  lesion.  Treatment  with 
cryosurgery  or  primary  hysterectomy  for  dysplasia  or 
carcinoma  in  situ  is  carried  out  under  the  following 
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special  conditions  after  colposcopic  evaluation  by 
an  experienced  colposcopist: 

1.  The  entire  area  of  neoplasia  is  present  on  the 
ectocervix; 

2.  A well-defined  squamocolumnar  junction  is 
located  near  the  external  cervical  os; 

3.  The  possibility  of  endocervical  extension  is 
eliminated  by  a negative  endocervical  curettage. 
When  these  criteria  are  met,  invasive  cancer  is  ex- 
cluded and  cervical  conization  is  avoided  in  more 
than  85  percent  of  patients  with  abnormal  Papani- 
coloau  smears. 

Donald  R.  Ostergard,  md 
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QUIRE GENERAL  HOSPITAL  CARE  AND  WANT  TO  BE  HELPED  TO  "GET  UP  AND  GET  WELL  FASTER." 
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WHICH  IS  WELL  KNOWN  TO  THE  MORE  THAN  150  AREA  PHYSICIANS  WHO  HAVE 
ADMITTED  THEIR  PATIENTS  TO  OUR  FACILITY. 

OUR  LARGE  NURSING  STAFF,  PHYSICAL  THERAPISTS,  OCCUPATIONAL  THER- 
APIST, SPEECH  THERAPIST  AND  SOCIAL  WORKER  ARE  CONTINUOUSLY  INVOLVED. 
PLANNING  AND  ADMINISTRATING  A REHABILITATION  PROGRAM  FOR  EACH  PATIENT. 

THREE  RESIDENT  PHYSICIANS  ARE  AVAILABLE  TO  ASSIST  THE 
^patient’s  PERSONAL  PHYSICIAN.  J 
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Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg  ; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg  ); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorai 
with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  formi 
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Basic  System  Concepts  and  Health  Care 

J.  D.  Bronzino,  Ph.D. 


“Before  we  speak,  let  us  define  our  terms.  ” 

— Voltaire. 

The  United  States,  as  an  overdeveloped  urban 
nation  with  underdeveloped  techniques  for  handling 
its  urban  problems,  has  a number  of  major  problems, 
not  the  least  of  which  is  the  development  of  a more 
adequate  approach  for  the  delivery  of  health  ser- 
vices. Among  the  problems  that  have  been  identi- 
fied by  George  H.  Milly  of  the  Health  Services  and 
Mental  Health  Administration  are:  inefficient  use 
of  resources,  including  shortages  of  key  professional 
personnel;  duplication  of  facilities  and  expensive 
equipment;  spiraling  costs;  variations  in  insurance 
coverage,  including  lack  of  insurance  for  high-risk 
groups;  variations  in  the  quality  of  services  indicated 
by  unwarranted  hospital  admissions  and  unneces- 
sary surgery. 

In  an  effort  to  solve  some  of  these  problems,  many 
recommendations  have  been  suggested  which  in- 
clude increasing  or  reallocating  available  resources 
by  training  more  physicians,  substituting  allied 
health  personnel  for  the  physician  in  particular  tasks, 
developing  new  allied  health  specialties,  motivating 
physicians  to  settle  in  critical  areas  or  establishing 
group  practices.  Alternatives  proposed  to  combat 
the  ever-increasing  costs  include  more  efficient  use 
of  personnel  and  automated  equipment  to  offset 
higher  salaries,  centralized  support  services,  and 
comprehensive  medical  information  systems.  Solu- 
tions offered  to  correct  the  inequities  of  insurance 
coverage  include  more  comprehensive  coverage, 
prepaid  group  health  plans  that  reward  the  doctor 
for  keeping  policy  holders  healthy,  and  liberalized 
insurance  coverage  for  high-risk  groups  while  those 
for  improving  quality  of  services  include  post-op- 
erative tissue  inspection  and  required  pre-surgery 
consultation. 

Confronted  with  these  multi-faceted  proposals, 
the  unanswered  question  remains,  “What  happens 
when  one  or  several  of  these  alternatives  is  imple- 
mented?” For  example,  does  an  improvement  in 
one  area  cause  a decline  in  another?  To  be  effective 
any  of  these  alternatives  must  be  evaluated  in  rela- 
tion to  its  impact  upon  the  entire  medical  health 
care  community.  Therefore,  any  tool  or  technique 
that  will  assist  in  this  endeavor  warrants  considera- 
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tion.  It  is  with  this  objective  in  mind  that  the  em- 
ployment of  “systems  engineering”  techniques  are 
presently  being  encouraged.  However,  in  order  to 
incorporate  these  “system”  concepts  into  the  medi- 
cal community  and  put  them  into  action  a certain 
degree  of  understanding  of  the  jargon  being  em- 
ployed must  be  attained. 

Initially,  one  must  be  careful  to  skirt  the  semantic 
quicksands  into  which  all  discussions  of  “systems” 
engineering  seem  to  be  drawn.  One  of  the  difficul- 
ties encountered  is  that  almost  any  short  answers 
that  have  been  provided  to  date  to  describe  “sys- 
tems” sounds  suspiciously  like  “simple  good  engin- 
eering practice.”  With  this  as  a warning,  some  of 
the  basic  concepts  of  “systems”  will  be  presented. 

The  concept  of  system  as  a conglomeration  of 
parts  has  been  employed  for  hundreds  of  years. 
However,  what  is  dramatically  new  is  the  desire  and 
necessity  to  study  systems  as  an  entity.  This  “sys- 
tem” movement  to  study  the  individual  units  of  a 
system  in  combined  action  has  evolved  to  such  a 
point  that  in  a time  of  ever-increasing  specialization, 
individuals  from  a variety  of  widely  differing  dis- 
ciplines have  felt  the  need  for  a general  systems 
theory  to  bridge  the  gaps  between  their  respective 
areas  and  have  developed  specific  concepts  to  dis- 
cuss the  general  relationship  of  the  real  world.  It  is 
a vigorous  approach  to  the  basic  similarities  believed 
to  exist  between  certain  properties  of  all  systems. 
At  its  best,  this  activity  is  a creative  and  imaginative 
attempt  to  deal  with  complicated  phenomena  in  a 
simple  fashion  while  still  attempting  to  be  inclusive. 
Some  of  these  basic  concepts  include  those  per- 
taining to  system  levels,  closed  and  open  systems, 
differentiation  and  integration,  and  feedback. 

Systems  Levels 

The  concept  of  hierarchical  levels  of  systems  is 
basic.  According  to  Frank  Baker  of  the  Harvard 
Medical  School,  the  classification  of  systems  levels 
can  be  viewed  essentially  as  follows:  (1)  static  sys- 
tems— systems  with  steady  and  consistent  struc- 
ture; (2)  simple  dynamic  systems  — systems  with 
predetermined,  predictable,  necessary  motions; 

(3)  cybernetic  systems  — systems  concerned  with 
self-regulation  — the  maintenance  of  equilibrium; 

(4)  open-systems  — self-maintaining  systems  such  as 
living  organisms  (the  cell);  (5)  genetic  societal  sys- 
tems— systems  of  cell  society,  characterized  by  a 
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division  of  labor  among  cells;  (6)  human  systems - 
systems  exhibiting  the  ability  of  the  individual  hu- 
man to  interpret  symbols  and  communicate  ideas; 
(7)  social  systems  — systems  of  human  organization, 
the  composite  effort  of  individual  man. 

It  has  been  possible  to  develop  theoretical  models 
at  the  first  two  levels,  and  indeed  some  progress  has 
been  made  in  recent  years  in  understanding  certain 
classes  of  cybernetic  or  open  systems.  However,  be- 
yond them,  systems  theory  is  only  beginning  to  be 
developed.  Regardless  of  the  success  to  date,  the 
major  thrust  has  been  in  using  analogies  between 
lower  and  higher  levels  in  an  attempt  to  find  uni- 
versal that  cut  across  all  levels  in  order  to  develop 
the  understanding  of  higher  levels. 

Closed  and  Open  Systems 

An  ideal  closed  system  is  one  into  which  no  energy 
is  expended  to  its  surroundings.  In  this  case,  the 
system  has  essentially  impermeable  boundaries 
through  which  no  matter,  energy  or  information 
transmissions  of  any  sort  can  occur.  It  is  apparent 
from  this  definition  that  no  real,  naturally  occur- 
ring system  is  ever  in  fact  completely  closed.  There- 
fore, living  systems  can  be  considered  only  relatively 
closed.  In  contrast  with  such  relatively  closed  sys- 
tems are  the  “open  systems”  that  commonly  charac- 
terize living  cells  and  organisms.  Open  systems  are 
those  through  which  there  is  a continuing  flow  of 
component  materials  from  the  environment,  and  a 
continuous  output  of  products  of  the  system’s  action 
back  to  the  environment.  Open  systems  take  in  in- 
put, i.e.,  they  import  some  form  of  energy  from  the 
external  environment,  and  then  transform  or  re- 
organize it.  For  example,  the  body  converts  starch 
and  sugar  into  heat  and  action  while  the  personality 
converts  chemical  and  electrical  forms  of  stimulation 
into  sensory  qualities,  and  information  into  thought 
patterns.  This  type  of  organization  creates  a new 
product,  processes  materials,  trains  people,  or  pro- 
vides a service.  Open  systems  export  some  products 
into  the  environment,  i.e.,  they  produce  outputs 
which  in  turn  become  available  for  use  as  inputs  for 
another  system.  This  basic  conception  of  an  open 
system  as  a cycle  of  input-conversion-output  facili- 
tates the  analysis  of  living  systems  at  a variety  of 
levels  from  the  cell  to  the  society. 

Differentiation  and  integration 

There  is  movement  in  open  systems  towards  dif- 
ferentiation and  elaboration  whereby  specialized 
functions  replace  diffuse  global  patterns.  For  ex- 
ample, primitive  nervous  tissue  evolves  into  highly 
differentiated  structures  of  sense  organs  and  the 
rest  of  the  nervous  system.  In  the  process  of  dif- 
ltiation  there  is  a tendency  toward  the  breaking 


up  of  the  unity  of  the  whole,  that  is,  the  danger  of 
disintegration.  This  tendency  is  normally  counter- 
balanced by  the  integrating  function  of  the  whole. 
In  this  case  the  whole  exerts  its  influence  not  by 
opposing  differentiation  but  by  coordination  of  the 
differentiated  functions  of  each  part  of  the  whole. 
When  this  latter  phase  is  successfully  accomplished 
the  whole  reaches  a higher  degree  of  efficiency  and 
becomes  capable  of  more  adequately  differentiated 
functioning.  The  evolution  of  this  type  of  a higher 
system  level  is  itself  accomplished  in  steps  of  suc- 
cessive differentiation  and  systematic  reintegration. 

Feedback 

Cybernetics,  which  one  may  consider  to  be  the 
study  of  self  regulation  or  feedback  control  has  also 
led  to  the  recognition  of  certain  formal  identities 
among  various  sorts  of  living  and  non-living  systems. 
A living  system  can  be  viewed  as  just  such  a self- 
regulating system  since  the  input  not  only  affects 
output,  but  output  also  adjusts  the  input.  For  ex- 
ample, homeostasis  (such  as  the  physiological  tem- 
perature regulating  system)  may  be  achieved  only 
by  application  of  the  feedback  principle.  The  process 
implied  by  the  term  feedback  is  almost  self-explana- 
tory. Signal  information  is  delivered  to  a system; 
the  input  signal  is  processed  by  the  system  and  the 
processed  information  is  returned  (feedback)  to  the 
signal  source  to  modify  the  effectiveness  of  the  signal 
stimulant.  Negative  feedback  is  a situation  in  which 
the  information  comes  back  to  the  system  as  input  in 
such  a way  as  to  decrease  the  deviation  of  output 
from  a steady  state,  while  positive  feedback  occurs 
when  signals  are  fed  back  over  the  feedback  channel 
in  such  a manner  that  they  increase  the  deviation 
of  the  output  from  a steady  state.  Simply  stated,  if 
there  is  no  corrective  device  to  get  the  system  back 
on  its  course,  it  will  expend  too  much  energy  or  it 
will  require  too  much  energy  input  and  no  longer 
survive  as  a system. 

The  Systems  Approach  — Community  Health  Care 
Delivery  Viewed  as  a System 

As  stated  previously,  when  one  is  confronted  by  a 
system  characterized  by  the  interaction  of  many 
elements,  some  of  which  can  only  be  described  in  a 
probabilistic  manner,  it  is  difficult  to  accurately  pre- 
dict the  total  impact  of  changes  in  one  or  more  ele- 
ments of  the  system.  Community  health  care  delivery 
may  be  viewed  as  such  a complex  system.  Some  ol 
the  inherent  complexities  of  this  system  are  appar 
ent.  It  is  subject  to  changing  patterns  of  demanc 
and  utilization,  while  many  of  the  system  resource: 
remain  fixed  over  relatively  long  periods  of  time 
The  funding  mechanisms  and  administrative  require 


640 


Connecticut  Medicine,  December,  197: 


ments  for  financing  are  varied  and  produce  complex 
budgeting  problems  and  there  is  no  single  measure 
for  the  performance  of  such  a system.  In  addition, 
community  health  service  activities  are  affected  by 
decisions  outside  the  system,  such  as  those  imple- 
mented by  federal  and  state  programs. 

In  the  systems  approach,  it  is  necessary  to  define 
measures  of  effectiveness,  or  criteria  against  which 
the  system’s  performance  can  be  evaluated.  These 
include  measures  of  availability  and  accessibility, 
patient  satisfaction,  provider  satisfaction,  system 
capacity,  cost,  and  quality  of  care.  Numerical  results 
such  as  waiting  times,  utilization,  number  of  patients 
served,  services  rendered,  system  cost,  spectrum  of 
services  and  rate  of  return  on  investment,  can  be 
used  and  related  to  these  indicators  of  performance. 
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Figure  1 Schematic  representation 
of  population/health  care  system 
interaction  shoving  major  components 
for  consideration 

As  illustrated  in  Figure  1,  there  are  two  open  sub- 
systems within  the  composite  system  linked  together 
by  a feedback  loop  created  by  the  flow  of  patients 


to  and  from  the  general  population  to  the  health  care 
system  itself.  This  simplistic  model  can  be  used  as  a 
vehicle  to  communicate  what  factors  are  being  con- 
sidered, what  alternatives  are  selected,  and  what 
measures  are  being  evaluated.  In  this  way  one  be- 
gins to  unravel  the  spiderweb  of  details  and  to  em- 
phasize the  important  and  necessary  elements  for 
consideration. 

It  is  beyond  the  scope  of  this  article  to  provide  an 
indepth  mathematical  description  of  how  one  pro- 
ceeds to  achieve  this  end.  It  will  suffice  to  say  that 
numerous  journals  have  examples  to  illustrate  the 
application  of  system  simulation  techniques. 

However,  it  is  to  be  emphasized  that  a simulation 
of  the  health  care  delivery  system,  with  the  associa- 
ted measures  of  performance,  is  one  approach  to 
study  alternative  solutions.  These  alternatives  may 
range  from  minor  variations  in  one  part  of  the  sys- 
tem, such  as  substituting  personnel  of  lesser  educa- 
tion and  training  to  perform  selected  procedures,  to 
a totally  new  system  that  has  yet  to  be  defined.  Such 
alternatives  must  be  described  quantitatively  as 
inputs  to  the  proper  model,  the  variations  tested  for 
their  impact  on  the  total  system,  and  the  results  ex- 
amined in  terms  of  the  evaluation  criteria.  In  this 
way  promising  alternative  health  systems  can  be 
documented  describing  structure,  operating  charac- 
teristics, resource  requirements,  funding  mechan- 
isms, and  the  associated  target  population  enabling 
plans  to  be  developed  for  implementation  of  the 
selected  prototype  systems.  Therefore,  “systems” 
techniques  have  application  and  utility  that  will 
assist  in  the  assessment  of  direction  for  health  care 
delivery  system  in  the  near  and  distant  future. 
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OSLER’S  DEATH.  — In  the  first  shock  of  grief  at  the  news  of  Sir  William  Osier’s 
death  it  is  difficult  for  anyone  who  felt  close  to  him  to  say  what  is  in  his  heart.  And 
the  strange  thing  about  this  unusually  gifted  and  versatile  man  is  that  everyone 
fortunate  enough  to  have  been  brought  in  contact  with  him  shares  in  this,  feeling 
of  devotion,  for  he  gave  of  himself  much  to  all.  This  was  true  of  his  patients  as  might 
be  expected,  and  he  was  sought  far  and  wide  not  only  because  of  his  wide  knowl- 
edge of  medicine  and  great  wisdom,  but  because  of  his  generosity,  sympathy  and 
great  personal  charm.  It  was  true  also  — and  this  more  rare  — of  the  members  of  his 
profession  for  whom,  high  or  low,  he  showed  a spirit  of  brotherly  helpfulness  un- 
tinctured by  those  petty  jealousies  which  sometimes  mar  their  relationships.  — 
Cushing,  H.:  Obituary  of  William  Osier  Boston  Evening  Transcript,  Jan.  3,  1920. 
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Polio  Outbreak  In  A Private  School 

Franklin  M.  Foote,  M.D.,  Dr.  P.H.,  George  Kraus,  M.D., 

M.  DeWayne  Andrews,  M.D.,  James  C.  Hart,  M.D.,  M.P.H. 


Abstract  — The  11  cases  of  Type  1 polio  among 
students  ages  7 to  18  at  a private  school  in  Green- 
wich in  October  1972,  were  the  first  cases  reported 
in  Connecticut  since  a single  case  in  1969  in  a 2 year 
old  girl  and  2 cases  in  1964.  Previously  in  1960  there 
were  36  cases  with  3 deaths,  5 cases  in  1961,  2 in 
1962  and  2 in  1963.  The  number  of  cases  in  a small 
population  group  in  this  private  school  indicate  how 
serious  the  situation  can  be  among  a non-immunized 
population  group.  At  the  same  time  it  demonstrates 
that  the  infection  will  not  spread  in  the  community 
if  the  immunization  level  is  sufficiently  high. 

During  October  1972  there  were  reports  in  stu- 
dents with  muscle  weakness  or  paralysis  in  a private 
school  in  Greenwich,  Connecticut  in  which  the  entire 
faculty  and  student  body  were  Christian  Scientists. 
The  school  is  not  operated  by  the  Christian  Science 
Church  but  has  an  independent  board  of  trustees 
and  a president  who  serves  as  headmaster.  There 
were  128  students  enrolled  of  whom  about  one-half 
were  boarding  students  and  the  remainder,  day  stu- 
dents. All  grade  levels  from  nursery  school  through 
twelfth  grade  were  represented;  girls  made  up  about 
55%  of  the  student  population. 

The  first  patient  to  come  to  the  attention  of  the 
Greenwich  and  state  departments  of  health  was  a 17 
year  old  boy  who  was  in  a hospital  in  Long  Island 
with  paraplegia,  reported  October  18,  1972  by  the 
New  York  State  Department  of  Health.  He  had 
marked  paresthesia  of  the  legs  with  complete  motor, 
sensory  and  autonomic  loss  below  the  level  of  L-l. 
He  reported  having  a headache  and  malaise  around 
October  11,  1972,  paresthesia  of  the  legs  October 
16,  and  paralysis  on  October  17.  The  diagnosis  of 
acute  transverse  myelitis  was  made  and  it  was  noted 
he  had  not  been  immunized  against  polio. 

Because  of  the  marked  sensory  disorders,  the  diag- 
nosis of  polio  was  not  made  at  that  time  but  was 
among  the  possibilities  considered. 

Subsequent  epidemiological  investigations  showed 
that  the  first  case  of  muscle  paralysis  occurred  in  a 
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16  year  old  boy  on  October  9,  1972  following  symp- 
toms which  started  September  27,  1972.  On  the  same 
day  an  18  year  old  boy  developed  loss  of  leg  control 
following  symptoms  which  started  with  a stiff  neck 
October  4.  A third  case  of  muscle  weakness  occurred 
on  October  9 in  a 12  year  old  boy  with  weakness  of 
all  four  extremities  and  symptoms  which  started 
with  a headache  October  5. 

A subsequent  case  occurred  in  a 15  year  old  boy 
who  became  paraplegic  October  10  following  symp- 
toms of  malaise  beginning  October  5.  A 17  year  old 
boy  developed  right  arm  paralysis  on  October  10, 
earlier  symptoms  starting  October  8 with  vomiting. 

A 16  year  old  boy  noted  abnormal  gait  October 
13  following  malaise,  dizziness,  fever  and  vomiting, 
beginning  October  1 1 . 

A 15  year  old  boy  developed  paralysis  of  the  left 
arm  on  October  16  following  dizziness  and  other 
symptoms  which  began  October  12. 

A 12  year  old  boy  noted  some  leg  weakness  on 
October  15  together  with  fever,  headache  and  stiff 
neck.  The  leg  weakness  increased  and  on  October 
27  was  found  to  have  produced  a severe  left  foot 
drop  along  with  weakness  of  the  upper  extremities. 

Two  girls  at  the  school  became  ill  in  addition  to 
the  9 boys.  A 7 year  old  girl  developed  paralysis  of 
the  left  leg  on  October  21  following  lethargy,  fever 
and  headache  which  began  October  16.  An  18  year 
old  girl  noted  weakness  of  the  thighs  on  October 
22  following  symptoms  beginning  October  17. 

Throat  swabs,  rectal  swabs  and  blood  specimens 
were  taken  October  19  for  study  at  the  state  virus 
laboratory,  and  epidemiological  investigations  were 
started.  It  was  noted  that  the  symptoms  of  the  first 
case  began  around  September  29,  the  next  four  cases 
between  October  3 and  8,  the  next  four  cases  be- 
tween October  11  and  13,  and  the  last  two  had  symp- 
toms starting  October  15  and  17.  While  the  overall 
attack  rate  among  students  was  about  8.5  per  100 
population,  among  the  male  students  it  was  15.5. 
Because  of  their  religious  beliefs  the  students  and 
faculty  in  the  school  were  accustomed  to  ignoring 
minor  sensations  and  symptoms,  making  it  difficult 
to  elicit  meaningful  accounts  of  what  had  occurred 
among  the  students.  A Christian  Science  nurse  was 
on  duty,  but  it  was  not  her  practice  to  carry  out 
such  procedures  as  taking  the  temperature  with  a 
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thermometer.  It  was  recognized  quickly  that  none 
of  the  known  cases  of  young  people  with  muscle 
weakness  or  paralysis  had  had  any  polio  immuni- 
zation. However,  Coxsackie  B-5  virus  had  been  iso- 
lated in  large  numbers  elsewhere  in  Connecticut 
and  there  was  a remote  possibility  that  this  might 
be  the  virus  involved. 

Efforts  were  made  to  check  the  polio  immuniza- 
tion status  of  the  128  students  in  the  school  and  it 
was  found  that  69  were  reported  as  never  having 
received  any  polio  immunization.  I wenty-seven 
students  had  received  3 or  more  doses  of  the  Sabin 
oral  vaccine;  13  had  received  1 or  2 doses  and  in  24 
instances  it  was  not  possible  to  get  a report  from 
the  parents.  Therefore,  the  1 1 cases  represent  an 
attack  rate  16  per  100  among  the  69  students  known 
not  to  have  been  immunized  and  it  might  be  assumed 
that  many  others  had  a subclinical  infection. 

On  October  24  some  changes  in  the  stool  virus 
cultures  were  noted.  Neutralization  antibody  tests 
on  blood  from  the  first  three  boys  observed  with 
muscle  weakness  or  paralysis  in  Connecticut  showed 
titers  of  1:512,  1:512  and  1:128  to  Type  I polio  virus. 
On  the  next  day  the  virus  laboratory  reported  that 
a Type  1 polio  virus  had  been  isolated  from  the  stool 
of  the  index  case. 

In  the  meantime  Type  1 monovalent  vaccine  was 
received  from  the  national  stockpile.  Immunization 
was  started  October  26  at  the  school  and  completed 
on  October  27.  This  included  the  entire  student  body, 
the  faculty  and  all  other  employees.  Authorities  at 
the  school  cooperated  fully  in  the  immunization 
program.  The  families  of  students  in  the  school  who 
resided  outside  Greenwich  were  instructed  to  have 
all  children  in  the  families  vaccinated  with  trivalent 
oral  polio  vaccine  and  this  was  followed  up  care- 
fully for  the  Connecticut  cases  in  cooperation  with 
local  health  departments  in  Greenwich,  Darien, 
Westport,  Fairfield  and  Stamford. 

All  Christian  Science  families  living  in  Greenwich 


whose  children  did  not  attend  Daycroft  School  were 
contacted.  These  children  and  their  parents  received 
trivalent  oral  polio  vaccine,  if  they  had  not  had  a full 
course  of  polio  immunization. 

A lively  question  arose  whether  to  institute  mass 
immunizations  in  the  town  of  Greenwich  where  the 
school  is  located.  However,  discussion  with  physi- 
cians and  health  officials  suggested  a high  level  of 
immunity  among  children  in  the  general  population 
based  on  continuing  immunization  programs.  There- 
fore, it  was  concluded  necessary  to  carry  on  only  a 
selective  immunization  program  among  the  general 
population  for  those  not  previously  immunized.  This 
decision  subsequently  proved  correct  in  that  no  fur- 
ther cases  developed  in  the  community. 

A subsequent  check  of  immunization  on  a 10% 
sample  of  children  in  the  Greenwich  public  schools 
showed  that  82%  of  second  grade  children  had  re- 
ceived 3 or  more  doses  of  oral  vaccine  while  4%  had 
received  none.  Seventy-four  percent  of  children  in 
sixth  grade  had  received  3 or  more  doses  and  4%  had 
received  none.  Among  the  12th  graders  65%  had  re- 
ceived 3 or  more  doses  of  the  oral  vaccine  while  5% 
had  received  none.  The  Salk  injection  vaccine  status 
of  the  12th  graders  indicated  that  67%  had  received 
complete  Salk  immunization.  The  data  for  com- 
pleting oral  polio  vaccination  were  not  as  high  as 
we  expected  in  a community  as  sophisticated  as 
Greenwich,  but  there  were  a number  of  instances 
where  the  immunization  status  could  not  be  deter- 
mined accurately  and  it  may  actually  have  been 
higher  than  reported. 

It  was  not  possible  to  determine  just  how  the 
infection  was  introduced  into  this  private  school. 
The  students  come  from  a wide  variety  of  areas, 
but  no  determination  could  be  made  of  reported 
cases  among  persons  with  whom  any  of  the  students 
had  contact. 

Follow  up  of  laboratory  tests  showed  that  Type  1 
virus  was  grown  from  the  stools  of  9 patients. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


160  St.  Ronan  Street,  New  Haven,  Conn.  0651 1 
Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


William  R.  Richards,  M D. 
Executive  Director 
Josephine  P Lindquist 
Associate  Executive  Director 


Leonard  R Tomat 
Assistant  Executive  Director 
Scientific  Activities 


Summary  of  Actions 
Council  Meeting 

Thursday,  October  11,  1973 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.  A. 
Grendon,  and  the  Vice  Chairman,  Dr.  C.  W.  John- 
son, were:  Drs.  Cramer,  Root,  Jr.,  Van  Syckle,  Spitz, 
Backhus,  Granoff,  Gardner,  Fabro,  Bradley,  Nem- 
oitin,  Ragland,  Jr.,  James,  Pelz,  Krinsky,  Canzonetti, 
Rubinow,  Freedman  and  Klare. 

Also  present:  Mrs.  Lindquist,  Mr.  Tomat,  Mr. 
Sweeney,  Mr.  Sullivan  (AMA),  Associate  Dean  Flee- 
son  (UConn)  and  Dr.  Richards. 

Members  absent  were:  Drs.  Brandon,  Nolan,  Hess, 
Dambeck,  Roch,  Hecklau,  Harkins,  Magram,  Milles, 
Barrett  and  Hastings. 

II.  Routine  of  Business 
Approval  of  Minutes 

As  published  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  September 
19,  1973. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

William  B.  Curtis,  1020  Mt.  Carmel  Avenue,  Ham- 
den (NH)—  1/1/74. 

John  A.  DePasquale,  732  Prospect  Street,  Wethers- 
field (H)— 1/ 1/74. 

Robert  Dinolt,  158  Main  Street,  Putnam  (W)  — 
1/1/74. 

Franklin  M.  Foote,  300  Russell  Road,  Wethersfield 
(H) — 1/1/74. 

Louis  D.  Harris,  242  Trumbull  Street,  Hartford  (H) 
-1/1/74. 

Irving  H.  Krall,  39  Pratt  Street,  Hartford  (H)  — 
1/1/74. 

Richard  C.  Meo,  18  Cliff  Street,  Waterbury  (NH)  — 
1/1/74. 

Joseph  Rafifa,  2638  Main  Street,  Glastonbury  (H) 
-1/1/74. 


Theodore  Rosen,  808  Main  Street,  Manchester  (H) 
-1/1/74. 

Thomas  A.  Rourke,  88  Milbank  Avenue,  Greenwich 
(F)  — 1/1/73. 

Louis  Spekter,  48  Maplewood  Avenue,  West  Hart- 
ford (H) — 1/1/74. 

Date  of  Next  Meeting 

The  Chairman  announced  that  the  next  meeting 
of  the  Council  will  be  held  on  Wednesday,  November 
14,  1973. 

III.  Old,  New  and  Special  Business 
Election  of  Student  Members 

It  was  VOTED  to  elect  to  Student  Membership 
thirty-seven  Connecticut  residents  who  are  enrolled 
in  U.S.  medical  schools.  A list  of  those  elected  will 
be  published  in  an  early  issue  of  the  Journal. 

Resignations,  Appointments,  Etc. 

(a)  Editorial  Committee  of  Connecticut  Medi- 
cine: It  was  VOTED  to  appoint  Robert  M.  Burd, 
Bridgeport,  to  membership  on  the  Committee 
for  the  balance  of  the  1973-74  term.  Dr.  Burd 
practices  Internal  Medicine. 

(b)  Professional  Advisory  Committee  to  Commis- 
sioner of  Finance  and  Control:  It  was  VOTED 
to  accept  for  filing  a letter  received  from  the 
subject  State  Commissioner,  Adolf  G.  Carlson, 
which  requested  the  Council  to  designate  a 
qualified  physician  to  serve  as  a member  of  the 
Professional  Advisory  Committee  (on  medical 
assistance  programs)  required  under  Section 
4-67d  of  the  General  Statutes.  It  was  recalled 
that  this  PAC,  which  antedated  the  Medicaid 
program,  is  for  the  purpose  of  advising  the 
Commissioner  (who  is  PAC  chairman)  on  ap- 
propriate “fee  schedules”  for  the  various  types 
of  providers  rendering  services  to  welfare  bene- 
ficiaries. It  was  further  VOTED  to  designate 
Charles  Polivy,  Hartford,  to  serve  as  the  So- 
ciety’s representative  on  the  subject  PAC. 

(c)  Medical  Advisory  Committee  to  Commissioner 
of  Welfare:  It  was  VOTED  to  accept  for  filing 
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a letter  received  from  Governor  Meskill  by 
President  Cramer  which  requested  that  four 
qualified  members  of  the  Society  be  appointed 
to  serve  on  the  subject  Medical  Advisory  Com- 
mittee. It  appears  that  the  purpose  of  the  MAC 
will  be:  to  assist  the  Commissioner  of  Welfare 
to  create  more  efficient  paperwork  procedures 
for  Medicaid;  help  in  preparation  of  handbooks 
explaining  Medicaid  procedures  to  physicians; 
and  to  provide  a forum  for  the  resolution  of 
specific,  difficult  case  problems.  It  was  further 
VOTED  to  appoint  four  CSMS  members  for 
service  with  the  MAC  as  follows:  Morris  A. 
Granoff,  New  Haven;  Charles  Polivy,  Hartford; 
Charles  Stabinsky,  Norwalk;  and  Leo  P.  Giar- 
di,  Hartford. 

Professional  Standards  Review  Organization 

(a)  Committee  on  PROs,  Foundations  and  HMOs: 
It  was  VOTED  to  accept  for  filing  a written 
report  for  the  Committee,  submitted  by  James 
D.  Kenney,  New  Haven,  chairman.  In  the  main, 
the  report  covered  the  matters  discussed  at  the 
meeting  of  the  Committee  held  on  10/5/73.  It 
was  further  VOTED  to  approve  the  report,  with 
commendation,  and  to  urge  the  Committee  to 
continue  the  course  of  action,  including  plan- 
ning, outlined  in  the  report  as  follows: 

1 . Exploratory  talks  with  American  Health  Sys- 
tems were  to  be  arranged. 

2.  That  a subcommittee  meet  with  the  Connec- 
ticut Hospital  Association,  with  respect  to 
its  data  system. 

3.  That  research  was  to  be  made  into  possible 
relationships  between  an  “institute”  (Cen- 
tral Data  Bank,  etc.)  and  C.S.M.S.  Ohio  was 
to  be  a model  for  this. 

4.  There  are  to  be  discussions  with  the  Hartford 
County  Health  Plan,  with  respect  to  their 
desires  of  American  Health  Systems,  Inc., 
and  the  services  which  it  provides. 

5.  To  discuss  the  availability  of  professional 
agencies,  such  as  American  Health  Systems, 
with  various  interested  parties. 

(b)  Report  on  HCMA  “Poll"  on  PSRO:  It  was 
VOTED  to  receive  as  information  a report  of 
Carl  W.  Johnson,  HCMA  Councilor,  on  the  re- 
sults of  a subject  poll  of  HCMA  members  car- 
ried out  at  the  semi-annual  meeting  of  the 
Hartford  Association  on  10/10/73.  In  brief, 
the  results  were  as  follows:  Out  of  an  estimated 
500  members  who  registered  for  the  meeting, 
201  turned  in  written  ballots.  Of  the  ballots 
counted,  137  indicated  support  for  PSRO  im- 


plementation, 14  indicated  non-support;  42 
indicated  “no  opinion”;  and  8 indicated  mis- 
cellaneous opinions  not  germane  to  the  ques- 
tions asked. 

N.B.:  In  conjunction  with  accepting  this  report, 
it  was  noted  that  the  Fairfield  Association  had 
made  a similar  report  (received  without  vote) 
at  the  Council  meeting  on  9/19/73.  In  brief, 
the  FCMA  report  stated  that  168  members  had 
attended  a special  meeting  on  PSRO,  held  on 
9/ 18/73,  and  had  approved  two  subject  motions 
as  follows:  (1)  that  the  membership  comply 
with  the  law  and  implement  it,  and  (2),  that 
the  Association  be  placed  on  record  as  con- 
cerned with  the  underlying  philosophy  of  the 
law  and  its  implied  harmful  effects  upon  medi- 
cal care,  and  that  the  sense  of  this  motion  be 
conveyed  to  the  Council  of  the  Connecticut 
State  Medical  Society. 

Report  — Subcommittee  on  Administrative  Organi- 
zation and  Planning 

It  was  VOTED  to  accept  for  filing  a report  of  the 
Subcommittee  which  was  submitted  in  response  to 
the  Council’s  charge  (11/2/72)  to  the  Subcommittee 
“to  make  a review  of  all  annual  reports  of  commit- 
tees, representatives  and  advisors  submitted  to  the 
1973  annual  meeting  of  the  House  of  Delegates  and/ 
or  the  Council  to  determine  the  relevance,  efficiency 
and  accomplishments  of  each,  and  the  use  of  bud- 
geted funds,  and  to  report  to  the  Council  its  find- 
ings and  recommendations.”  After  giving  seriatim 
consideration  to  the  various  portions  of  the  report 
and  making  several  minor  amendments,  it  was  fur- 
ther VOTED  to  approve  the  report,  as  amended, 
with  commendation,  and  to  approve  accompanying 
recommendations  as  follows: 

1.  That  the  Council  transmit  the  report,  as 
amended,  to  the  next  meeting  of  the  House  of 
Delegates  with  the  recommendation  that  it 
be  approved  by  the  House. 

2.  That  copies  of  the  report,  as  approved  by  the 
Council,  be  furnished  to  the  members  of  the 
Committee  on  Statewide  Medical  Planning 
as  information  and  for  guidance. 

Resolution  in  Commendation  of 
Franklin  M.  Foote,  M.D.,  Dr.  P.H. 

Having  been  apprised  of  the  impending  retirement 
(11/1/73)  of  Franklin  M.  Foote,  Hartford,  as  State 
Commissioner  of  Health,  the  Council  VOTED  unan- 
imously to  adopt  a resolution  in  commendation  of 
his  services  and  administration  as  Commissioner 
during  the  past  fourteen  years.  The  “resolves”  follow: 
RESOLVED:  That  the  Council  of  the  Connecticut 
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State  Medical  Society  note  with  re- 
gret the  retirement  of  Franklin  M. 
Foote,  M.D.,  Dr.  P.H.,  as  Commission- 
er of  Health  of  the  State  of  Connect- 
icut; commend  Dr.  Foote  for  the  ex- 
cellence of  his  administration  of  the 
office  of  Commissioner  and  of  his  pro- 
fessional services  to  the  people  of  the 
state;  express  thanks  to  Dr.  Foote  for 
his  efforts  to  coordinate  public  health 
measures  with  medical  practice  in 
order  to  assure  the  maximum  effec- 
tiveness of  such  measures;  and  wish 
Dr.  Foote  well  in  whatever  undertak- 
ings he  may  pursue  following  his  re- 
tirement; and  be  it  further 

RESOLVED:  That  the  Council  apprise  Dr.  Foote  of 
this  action  and  that  copies  thereof  be 
be  sent  to  the  Governor  of  the  State 
and  be  released  to  the  Connecticut 
communications  media. 

Introduction  of  Newly-Appointed 
Commissioner  of  Health 

By  invitation.  Health  Commissioner  Franklin  M. 
Foote  joined  the  Council  for  the  purpose  of  intro- 
ducing to  the  members  of  the  Council  Dr.  Douglas 
S.  Lloyd,  Durham,  North  Carolina,  who  Governor 
Meskill  has  appointed  to  succeed  Dr.  Foote  as  Com- 
missioner of  Health,  effective  November  1,  1973. 
Both  Dr.  Foote  and  Dr.  Lloyd  made  brief,  informal 
remarks  as  to  their  respective  roles  as  retiring  and 
incoming  commissioners,  and  their  remarks  were 
received  with  the  thanks  of  the  Council. 

Communication  re  Appointment  of 
Ad  Hoc  Committee  on  Acupuncture 

It  was  VOTED  to  accept  for  filing  a communica- 
; tion  received  from  Sung  J.  Liao,  Waterbury,  which 
requested  the  Council  to  appoint  an  Ad  Hoc  Com- 
mittee on  Acupuncture  and  offered  a list  of  the 
names  of  physicians  who  Dr.  Liao  considered  might 
make  contributions  to  the  work  of  such  a committee. 
In  brief.  Dr.  Liao  indicated  that  the  purpose  of  the 
ad  hoc  committee  he  proposed  would  be  to  “"set  up 
guidelines”  for  acupuncture  in  areas  such  as:  Clini- 
cal applications  by  licensed  physicians;  research  of 
' its  scientific  validity;  CSMS  position  on  claims  of 
. malpractice  involving  acupuncture;  and  CSMS  po- 


sition on  third  party  payments  for  the  performance 
of  acupuncture.  Following  a considerable  period  of 
discussion,  the  Council  VOTED  to  approve  the 
establishment  of  an  Ad  Hoc  Committee  on  Acupunc- 
ture, as  outlined  by  Dr.  Liao,  and  to  request  the 
President  to  appoint  the  members,  and  name  the 
chairman,  of  such  a Committee,  giving  due  regard 
to  Dr.  Liao’s  suggestions  for  Committee  member- 
ship, and  that  the  Ad  Hoc  Committee  be  urged  to 
make  a subject  report,  with  recommendations,  to 
the  Council  at  the  earliest  possible  time.  With  re- 
spect to  these  actions  the  Council  also  recommended 
that  this  Committee  include  in  its  report  the  status 
of  acupuncture  in  Connecticut  at  the  present  time. 

Communications  — Judicial  Committee 

(a)  Judicial  Committee  Chairman:  It  was  VOTED 
to  accept  for  filing  notice  received  from  Kurt 
Pelz,  Clinton,  Committee  chairman,  that  the 
Judicial  Committee  is  undertaking,  in  consulta- 
tion with  legal  counsel,  a review  of  the  Bylaws 
pertaining  to  the  Judicial  Committee  and  the 
procedures  prescribed  for  its  operation  in  vari- 
ous situations.  In  addition.  Dr.  Pelz  invited  all 
members  of  the  Council  to  submit  to  him  in 
writing  any  suggestions  they  may  have  con- 
cerning changes  in  the  composition,  powers, 
duties,  procedures,  etc.  pertaining  to  the  Com- 
mittee that  they  wish  to  have  considered  in 
connection  with  the  review  process. 

(b)  Jerome  K.  Freedman,  New  Haven:  It  was 
VOTED  to  accept  for  filing  a letter  received 
from  Dr.  Freedman  in  which  he  presented  his 
views  on  several  aspects  of  the  Judicial  Com- 
mittee’s present  powers  and  procedures  and 
made  a series  of  suggestions  concerning  same. 
It  was  further  VOTED  to  transmit  the  letter 
to  the  chairman  of  the  Judicial  Committee  to 
be  considered  in  connection  with  the  review 
process  being  undertaken  by  the  Committee 
(see  (a)  above). 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  action  of  the  Council  on  October 
11,  1973.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New  Ha- 
ven, for  perusal  by  any  interested  member 
of  the  Society. 
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Executive  Director’s  Office — Continued 

Thirty-seven  student  members  were  elected  to 
the  Society: 

STUDENT  MEMBERS 

Michael  F.  Altieri,  591  Congress  Ave.,  Waterbury,  Conn. 

George  Washington  University  — Class  of  1977 
Pre-Med:  Colgate  University 
Parent:  Francis  A.  Altieri 

Paul  A.  Barcewicz,  603  Oak  St.,  East  Hartford,  Conn. 

University  of  Rochester  — Class  of  1977 
Pre-Med:  Holy  Cross  College 
Parent:  Anthony  Barcewicz 

John  W.  Bender,  Jr.,  125  Murray  St.,  Norwalk,  Conn. 

Georgetown  Medical  School  — Class  of  1977 
Pre-Med:  The  Johns  Hopkins  University 
Parent:  John  J.  Bender,  Sr. 

Robert  S.  Bernstein,  126  New  Britain  Ave.,  Plainville,  Conn. 

University  of  Connecticut  — Class  of  1977 

Pre-Med:  U.  Pa.  (AB),  Penn  St.  U.  (Ph.D),  Yale  (post-doc) 

Parent:  Aaron  A.  Bernstein 

Joseph  J.  Bowen,  111,  60  Country  Club  Rd.,  Waterbury,  Conn. 

Georgetown  University  — Class  of  1977 

Pre-Med:  Fordham  University 

Parent:  Joseph  J.  Bowen,  Jr.,  M.D.  (deceased) 

William  F.  Bria,  II,  16  Delwood  La.,  Greenwich,  Conn. 
Georgetown  University  — Class  of  1977 
Pre-Med:  Georgetown  University 
Parent:  Dr.  William  F.  Bria 

Thomas  K.  Burkhard,  2061  Huntington  Tpke.,  Trumbull,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Harvard 
Parent:  Thomas  Burkhard 

Richard  E.  Chernecky,  41  Emma  St.,  Seymour,  Conn. 

Emory  Medical  School  of  Medicine  — Class  of  1977 
Pre-Med:  Emory  College 
Parent:  Edward  Chernecky 

John  A.  Collins,  111,  12  Park  View  Dr.,  Avon,  Conn. 

University  of  Connecticut  — Class  of  1977 
Pre-Med:  Boston  College 
Parent:  John  A.  Collins,  Jr. 

Joseph  G.  Coroso,  24  Day  Rd.,  West  Hartford,  Conn. 

Albany  Medical  College  — Class  of  1977 
Pre-Med:  College  of  the  Holy  Cross 
Parent:  Joseph  T.  Coroso 

Thomas  S.  Echeverria,  309  West  Main  St.,  Milford,  Conn. 
Dartmouth  Medical  School  and  University  of  Texas  — Class  of  1975 
Pre-Med:  Brown  University 
Parent:  Charles  M.  Echeverria 

Barry  D.  Elson,  356  Fern  Street,  West  Hartford,  Conn. 

University  of  Connecticut  — Class  of  1977 
Pre-Med:  Yale  College 
Parent:  Matthew  Elson 

Vincent  Falanga,  2 Orient  Lane,  North  haven.  Conn. 

Harvard  Medical  School  — Class  of  1977 
Pre-Med:  Holy  Cross  College 
Parent:  Pasquale  Falanga 

John  M.  Goldenring,  53  Pine  Orchard  Rd.,  Branford,  Conn. 
Georgetown  University  — Class  of  1977 
Pre-Med:  Georgetown  University 
Parent:  Herbert  Goldenring,  M.D. 

Leonard  J.  Horwitz,  1964  Chapel  St.,  New  Haven,  Conn. 


Albert  Einstein  — Class  of  1976 
Pre-Med:  Yale  University 
Parent:  Morton  R.  Horwitz 

Lawrence  S.  Hotez,  11  Lovelace  Dr.,  West  Hartford,  Conn. 
George  Washington  University-  Class  of  1977 
Pre-Med:  Trinity  College,  Hartford,  Conn. 

Parent:  Edward  J.  Hotez 

David  R.  Hubbard,  Jr.,  37  Blue  Ridge  La.,  West  Hartford,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Yale  University 

Alan  J.  Katz,  47  Shelter  Rock  Rd.,  Stamford,  Conn. 

New  York  University  — Class  of  1977 
Pre-Med:  Yale  University 
Parent:  David  Katz 

Michael  M.  Krinsky,  943  Ocean  Ave.,  New  London,  Conn. 
Columbia  University  — Class  of  1974 
Pre-Med:  Syracuse  University 
Parent:  Charles  M.  Krinsky,  M.D. 

Ronald  A.  Kross,  25  Minerva  St.,  Derby,  Conn. 

University  of  Connecticut  Class  of  1977 
Pre-Med:  University  of  Connecticut 
Parent:  Peter  J.  Kross 

Samuel  J.  Lassoff,  I Jennifer  La.,  Westport,  Conn. 

Tulane  University  — Class  of  1977 

Pre-Med:  New  York  University  and  Columbia  University 

Judith  A.  Levine,  100  Foxcroft  Rd.,  West  Hartford,  Conn. 
University  of  Chicago  — Class  of  1976 
Pre-Med:  Wellesley  College 
Parent:  Herschel  Levine 

Stewart  A.  Levine,  Waterford,  Conn. 

New  York  Medical  College  Class  of  1976 

Pre-Med:  Copper  Union,  Conn.  College,  Mitchell  College 

Parent:  William  Levine 

William  A.  Longo,  344  Main  St.,  Portland,  Conn. 

Georgetown  University  — Class  of  1977 
Pre-Med:  Providence  College 
Parent:  Americo  D.  Longo,  M.D. 

Jane  R.  Lubin,  950  Farmington  Ave.,  New  Britain,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Goucher  College 
Parent:  Bernard  Lubin 

Karen  M.  Magnuson,  132  Hampton  Ct.,  Newington,  Conn. 
University  of  Connecticut  -Class  of  1977 

Pre-Med:  Central  Conn.  State  College  and  University  of  Conn. 
Parent:  Harold  E.  Magnuson 

Fred  W.  Markham,  Jr.,  64  Boston  St.,  Guilford,  Conn. 
Dartmouth  Medical  School — Class  of  1976 
Pre-Med:  Wesleyan  University 
Parent:  Fred  W.  Markham,  Sr. 

Joel  B.'Metelits,  44  Stonecrop  Rd.,  Norwalk,  Conn. 

George  Washington  University  — Class  of  1977 
Pre-Med:  Pennsylvania  State  University 
Parent:  Leonard  1.  Metelits 

Russell  J.  Nauta,  53  Cedar  Grove  Ave.,  New  London,  Conn. 
Georgetown  University  — Class  of  1977 
Pre-Med:  Wesleyan  University 
Parent:  Russell  W.  Nauta 

Robert  A.  Pike,  31  Gillett  St.,  Hartford,  Conn. 

University  of  Connecticut  — Class  of  1977 
Pre-Med:  Duke  University 
Parent:  Arthur  I.  Pike 
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Stephen  J.  Roberts,  187  Flatbush  Ave.,  Hartford,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Heidelberg  College  and  Central  Conn.  State 
Parent:  Donald  E.  Roberts 

Joel  B.  Rosenberg,  85  Birchwood  Hgts.  Rd.,  Storrs,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Harvard  University 
Parent:  Murray  B.  Rosenberg 

Joseph  Rosenblatt,  87  Bentwood  Rd.,  West  Hartford,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Brandeis  University 
Parent:  Henry  Rosenblatt 

Michael  D.  Shaw,  346  Rockwell  Ave.,  Bloomfield,  Conn. 
Meharry  Medical  College  — Class  of  1976 
Pre-Med:  Fisk  University 
Parent:  Dawson  E.  Shaw 

Mike  H.  Summerer,  193  Broad  St.,  Plainville,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  University  of  Connecticut 
Parent:  Kenneth  H.  Summerer 

Peter  H.  Van  Brunt,  82  Crestwood  Dr.,  Stamford,  Conn. 
University  of  Rochester  — Class  of  1977 
Pre-Med:  Ohio  Wesleyan  University 
Parent:  George  E.  Van  Brunt 

Carol  1.  Williams,  55  Elizabeth  St.,  Hartford,  Conn. 
University  of  Connecticut  — Class  of  1977 
Pre-Med:  Connecticut  College 
Parent:  Charles  S.  Williams 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Connecticut  State  Medical  Society  maintains  a 
placement  service  for  the  convenience  of  Connecticut 
physicians,  hospitals  and/or  communities  in  search  of 
candidates  for  positions  available  in  our  state.  A de- 
scription of  such  opportunities  should  be  forwarded  to 
the  Physician  Placement  Service,  160  St.*Ronan  Street, 
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INTERNIST-GASTROENTEROLOGIST:  31,  ABIM  Board. 
Eligible  GI,  1974.  Full  Endoscopy,  x-ray.  University  Trained. 
Seeks  position  in  Northeast  esp.  New  England,  New  York,  New 
Jersey.  Write:  S.  S.,  c/o  Connecticut  Medicine , 160  St.  Ronan 
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personal  money  management. 

Physicians  Planning  Service  regularly  assists 
more  than  75,000  physicians  locally  throughout 
the  United  States. 
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Recommendations1  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visitsto  a physician’s  of- 
fice or  clinic.” 

*For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis 
ory  Committee  on  Immunization  Prac 
tices  of  the  United  States  Public  Healtl 
Service  presented  recommendations  oi 
the  use  of  combination  live  virus  vaccines 
The  committee  stated  that: 

• “Data  indicate  that  antibody  respons 
to  each  component  of  these  combinatioi 
vaccines  is  comparable  with  antibody  re 
sponse  to  the  individual  vaccines  give] 
separately. 

• “There  is  no  evidence  that  ad 
verse  reactions  to  the  combine) 
products  occur  more  fre 
quently  or  are  more  sever 
than  known  reactions  to  th 
individual  vaccines  (see  pei 
tinent  ACIP  recommenda 
tions). 

• “The  obvious  convenienc 
of  giving  already  selectei 
antigens  in  combined  forr 
should  encourage  considera 
tion  of  using  these  product 
when  appropriate.” 
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(MEASLES.  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child.  , 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

’Trademark  of  Merck  & Co..  Inc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES.  MUMPS  AND  RUBELLA 
..  VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i.e.,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (human)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines, given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity;  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4*  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis; 
thrombocytopenia  and  purpura;  allergic  reactions  such  as 
urticaria;  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F);  less  common- 
ly, high  fever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  ma^ 
also  occur  with  the  combined  vaccine.  Experience  froir  , 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  “a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause)  occurred  per  million  children,  ages  1-9  years  pei 
30-day  period.”  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  “the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine’.’  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis-i 
tration  remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females1 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff-1 
ness,  etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days’  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCID50  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  ^'needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck  & 

Co.,  Inc.,  West  Point,  Pa.  19486. 
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Bactrim  and  Septra 

Structure  and  Mode  of  Action  — The  first  Medical 
Letter  appraisal  of  sulfamethoxazole-trimethoprim 
stated  that  trimethoprim  is  an  analog  of  methotrex- 
ate. Literature  distributed  by  Burroughs  Wellcome 
detail  men  disputed  this  description  and  presented 
the  structural  formulas  of  methotrexate  and  tri- 
methoprim as  evidence.  Trimethoprim  and  metho- 
trexate having  structural  similarities  in  a portion  of 
the  molecule  and  have  been  described  as  “relatives” 
(S.B.  Kahn  et  al.,  Clin.  Pharmacol.  Ther.,  9:550, 
1968).  More  important,  they  have  a similar  function; 
they  are  both  inhibitors  of  dihydrofolate  reductase, 
although  trimethoprim  is  much  less  active  in  human 
cells  than  methotrexate  (G.H.  Hitchings,  Postgrad. 
Med.  J.,  45  Suppl:7,  1969). 

Indications  — Although  sulfamethoxazole-trimeth- 
oprim has  been  used  abroad  for  a variety  of  in- 
fections, the  only  indication  approved  by  the  FDA 
is  for  the  treatment  of  chronic  urinary  tract  infec- 
tions due  to  susceptible  organisms,  usually  E.  coli, 
Klebsiella,  Enterobacter,  and  Proteus.  The  combina- 
tion is  effective  for  this  indication.  As  with  most 
other  antimicrobial  drugs,  however,  sulfamethoxa- 
zole-trimethoprim is  likely  to  be  successful  when 
the  infecting  organisms  are  susceptible  and  likely  to 
fail  when  they  are  resistant,  whether  the  infection 
is  chronic  or  not.  In  acute  or  chronic  urinary  tract 
infection,  many  Medical  Letter  consultants  prefer 
to  use  older  drugs  such  as  sulfonamides  alone,  am- 
picillin,  or  a tetracycline,  when  the  infecting  organ- 
isms are  susceptible  to  them. 

Although  not  approved  for  such  use  by  the  FDA, 
sulfamethoxazole-trimethoprim  is  the  drug  of  choice 
for  patients  with  typhoid  fever  resistant  to  both 
chloramphenicol  and  ampicillin. 

Susceptibility  Tests  — Discs  containing  sulfameth- 
oxazole and  trimethoprim  in  the  correct  ratio  are 
now  available.  The  combination  is  inactivated  in 
vitro  by  thymidine,  which  may  be  present  in  the 
usual  Mueller-Hinton  medium  used  for  routine  anti- 
microbial susceptibility  tests.  Unless  a medium  with 
a low  thymidine  content  is  used,  clinical  laboratories 
may  give  false  reports  of  resistance  (S.R.M.  Bushby, 
Med.  J.  Aust.,  1 Special  SuppLIO,  June  30,  1973). 

Toxicity — Trimethoprim  is  a folate  antagonist  and 
many  hematologic  reactions  to  the  combination  have 
been  reported;  some  Medical  Letter  consultants  be- 
lieve that  these  are  poorly  documented,  however, 
and  that  serious  hematologic  reactions  are  rare. 

Reports  of  serious  nephrotoxicity  in  patients  with 
diminished  renal  function  (S.  Kalowski  et  al.,  Lancet, 
1:394,  1973)  indicate  a need  for  caution,  especially 
since  many  patients  with  chronic  urinary  tract  in- 


fections already  have  some  loss  of  renal  function. 
Until  the  effect  on  renal  function  is  clarified,  it 
would  be  prudent  not  to  use  this  combination  in  pa- 
tients with  a serum  creatinine  above  2 mg/ 100  ml 
and  to  reserve  its  use  in  any  patient  with  diminished 
renal  function  for  urinary  infections  that  are  resis- 
tant to  other  antimicrobial  agents  (Medical  Letter 
Handbook  of  Antimicrobial  Therapy,  January  21, 
1972,  p.  42). 

Conclusion  — The  combination  of  trimethoprim 
and  sulfamethoxazole  (Bactrim  — Roche;  Septra  — 
Burroughs  Wellcome)  is  now  available  for  treatment 
of  chronic  urinary  tract  infections.  This  combination 
is  effective  in  urinary  tract  infections  but  in  patients 
with  diminished  renal  function,  other  antimicrobial 
drugs  may  be  safer.  One  hundred  tablets  of  Bac- 
trim or  Septra  generally  cost  patients  between  $30 
and  $40,  compared  with  about  $3  for  generic  sul- 
fonamides. 

Reprinted  from  The  Medical  Letter  on  Drugs  and  Therapeu- 
tics, New  York,  N.  Y.,  Vol.  15,  No.  21,  October  12,  1973. 

SPECIAL  NOTICES 

January  18,  1974  — Friday  — All  Day  Conference. 

“The  Successfully  Treated  Cancer  Patient  — New 
Problems  and  Challenges.” 

The  Lombardi  Cancer  Research  Center  of  the 
Georgetown  University  School  of  Medicine,  Wash- 
ington, D.C. 

In  Memoriam 

BEHAN,  EDMUND  J.,  McGill  Medical  School, 
1922.  Dr.  Behan  was  a practicing  obstetrician  in  the 
New  Haven  area  since  1925.  He  was  a past  presi- 
dent of  the  medical  staff  of  the  Hospital  of  St.  Ra- 
phael, a member  of  the  New  Haven  County  Medical 
Association  and  the  Connecticut  State  Medical  So- 
ciety. Dr.  Behan  died  October  6,  1973,  at  the  age 
of  79. 

CONNOR,  GERVASE  J.,  University  of  Rochester 
School  of  Medicine,  1939.  Dr.  Connor  was  a prac- 
ticing surgeon  in  the  New  Haven  area  since  1939. 
He  joined  the  staff  of  New  Haven  Hospital  in  1936. 
He  was  on  the  faculty  of  the  Yale  Medical  School 
as  an  assistant  professor  of  surgery  from  1940  to 
1948  when  he  left  the  university  for  full-time  private 
practice.  Dr.  Connor  was  a member  of  the  New  Ha- 
ven County  Medical  Association  and  the  Connecticut 
State  Medical  Society.  He  died  September  29,  1973, 
at  the  age  of  61. 
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Phenylbutazone  And 
Oxyphenbutazone 

One  manufacturer  of  phenylbutazone  recom- 
mends “If  it  doesn’t  work  in  a week,  forget  it,”  im- 
plying that  it  is  effective  and  safe  for  acute  condi- 
tions and  that  if  it  does  work  in  a week,  it  may  be 
used  for  chronic  disorders.  Phenylbutazone  (Buta- 
zolidin  Geigy;  Azolid  - USV)  and  its  congener, 
oxyphenbutazone  (Tandearil  — Geigy;  Oxalid 
USV),  are  extensively  promoted  for  patients  with 
rheumatoid  arthritis  and  frequently  prescribed  for 
a variety  of  acute  and  chronic  inflammatory  con- 
ditions. 

INDICATIONS  Medical  Letter  consultants 
consider  these  drugs  effective  in  relieving  symp- 
toms of  rheumatoid  ankylosing  spondylitis  and 
acute  gout,  but  they  are  not  preferred  drugs  for 
either  disorder.  They  should  not  generally  be  used 
for  any  chronic  condition  and  are  not  first-choice 
drugs  for  any  indication. 

ADVERSE  EFFECTS  Phenylbutazone  and 
oxyphenbutazone  can  produce  such  severe  adverse 
effects  as  aplastic  anemia  and  agranulocytosia. 
Other  harmful  effects  include  ulceration  of  the 
esophagus  and  the  stomach,  hepatitis,  nephritis, 
serum  sickness,  purpura,  and  sodium  and  water 
retention.  Many  of  these  appear  to  be  due  to  hyper- 
sensitivity and  therefore  may  occur  early  or  after 
intermittent  doses. 

USE  IN  ELDERLY  PATIENTS  Because 
toxic  effects  of  these  drugs  are  believed  to  be  more 
severe  in  older  patients,  phenylbutazone  and  oxy- 
phenbutazone may  not  be  appropriate  for  elderly 
people  like  the  seamstress  pictured  in  recent  Buta- 
zolidin  advertisements.  Salt  and  water  retention 
occurs  routinely,  which  contraindicates  the  use  of 
these  drugs  in  patients  with  edema  or  hypertension. 
A cause-and-effect  relationship  between  leukemia 
and  the  drugs  has  been  proposed  but  not  established. 

CONCLUSION  Phenylbutazone  and  its  con- 
gener, oxyphenbutazone,  are  effective  in  the  treat- 
ment of  ankylosing  spondylitis  and  acute  gout,  but 
the  hazards  associated  with  their  use  are  unpredict- 
able and  occasionally  fatal.  The  phenylbutazones 
generally  should  not  be  given  to  elderly  patients 
and  should  not  be  used  for  sprains  or  other  self- 
limited inflammatory  conditions. 


Reprinted  from  The  Medical  Letter  on  Drugs  and  Thera- 
peutics, New  York.  N.  Y..  Vol.  15.  No.  9.  April  27,  1973. 


Teething  is  easier 
ivhen  you  prescribe 
DENTOCAIN  MILD 


Easter  on  the  Baby  . . . Dentocain  Mild  makts 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 


Easter  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  15% 
Benzocaine. ) 

FORMULA 


Alcohol  70% 

Benzocaine  10% 


Chloroform,  4 mins, 
per  fluidounce 


DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive  literature  sent  on  request. 


Active  Ingredients: 
Alcohol  by  vo.  70% 
Chloroform 
4 min.  per  fl.  oz. 
Benzocaine  in  a 
special  base. 


Net  V2  fluid  ounce 


. 
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ANSWER  TO  CONTROVERSIAL  PA.  INSURANCE  COMMISSIONER'S  QUESTION:  “Why  should  a sick  old  man 
lying  on  his  back  in  a hopsital  have  to  spend  part  of  his  savings  to  give  someone  else’s  kid  a 
medical  education?”  A Hartford  Hospital  study  shows  that  the  cost  of  replacing  the  145 
member  house  staff  and  other  personnel  in  training  with  full-time  salaried  graduates  would  be 
far  greater  than  the  present  cost  of  the  training  programs.  In  addition  to  providing  essential 
services,  it  is  estimated  that  in-training  physicians,  nurses  and  technicians  also  provide  some 
$2-4  million  worth  of  “bonus”  non-essential  services  annually  that  could  not  be  expected  from 
salaried  replacements. 

FAILURE  TO  REPORT  the  threat  of  a malpractice  suit  to  the  Medicolegal  Committee  of  the  Colorado 
Medical  Society  by  the  physician  in  question  will  bar  him  from  the  assistance  of  the  Society  in 
his  defence.  Should  a member  of  the  society  learn  of  a suit  or  threatened  suit  against  any  member 
of  the  medical  profession  it  will  be  his  duty  to  report  it.  In  addition  no  claims  or  law  suits  may 
be  settled  without  the  consent  in  writing  of  the  Medicolegal  Committee  except  on  advice  of 
the  insurance  carrier. 

A MARYLAND  COURT  OF  APPEALS  has  handed  down  a ruling  which  states  that  unsuccessful  treatment 
in  itself  does  not  constitute  evidence  of  negligence  or  malpractice.  The  court  action  came 
following  corrective  surgery  on  a patient  with  degenerative  Arthritis  of  the  hip,  the  surgery 
replaced  the  joint  of  the  right  hip  with  a femoral  head  (Austin-Moor  prosthesis) . However  the 
prosthesis  became  partially  dislocated  about  three  weeks  following  the  operation.  The  surgical 
procedure  left  the  patient  with  a permanently  shorter  leg  and  a turned  out  foot. 

NEWTON  W.  MINOW,  a Chicago  Attorney  who  was  formerly  with  the  FCC,  has  been  retained  by  the 
AMA  to  present  the  case  against  the  National  Broadcasting  Company  concerning  the  documen- 
tary “What  Price  Health”  shown  on  national  television  December  19,  1972.  The  AMA  has  asked 
the  Federal  Communications  Commission  to  order  NBC  to  make  “a  reasonable  amount  of  broad- 
cast time  available  both  to  the  AMA  for  a response  to  the  personal  attack  on  our  organization  and 
to  a responsible  spokesman  of  NBC’s  choosing  for  presentation  of  contrasting  views  on  the 
controversial  question  of  what  measures  can  or  should  be  taken  to  improve  the  national  health 
care  system.” 

CONNECTICUT  HOLDS  THE  KEY  TO  LONGEVITY  in  New  England  according  to  a study  of  four  causes  of 
death,  average  number  of  patient-days  spent  in  hospitals  and  overall  life  expectancy.  The  study 
showed  that  Connecticut  had  a life  expectancy  of  71.02  years  compared  to  the  other  New 
England  states  which  recorded  a life  expectancy  of  70.62  years. 


YOU  can  donate  BLOOD  MORE  OFTEN  at  Hartford  Hospital  due  to  a machine  known  as  “a 
Continuous  Flow  Blood  Separator”.  The  machine,  acquired  last  March,  is  capable  of  separating 
blood  components  (Plasma,  Platelets  and  White  Cells)  as  it  draws  the  blood  and  then  returns 
the  red  cells  to  the  donor,  permitting  the  donor  to  give  more  often. 

THE  122nd  AMERICAN  MEDICAL  ASSOCIATION  CONVENTION  will  be  held  June  23  through  28  in  New 

York  City.  Over  20,000  physicians  from  the  50  states  are  expected  to  attend.  Connecticut’s 
delegation  will  include  Sidney  L.  Cramer,  M.D.,  President  of  the  Society,  James  H.  Root,  Jr., 
M.D.,  President  Elect.  Delegates  will  be  E.  Tremaine  Bradley,  M.D.,  of  Norwalk,  Norman  H. 
Gardner,  M.D.,  of  East  Hampton,  J.  Alfred  Fabro,  M.D.,  of  Torrington.  Alternates  will  be 
Orvan  W.  Hess,  M.D.,  of  New  Haven  and  Morris  A.  Granoff,  M.D.,  of  New  Haven. 

OPPOSITION  TO  PSRO  FORMING  as  two  state  Societies  vote  against  it.  Louisiana  reaffirmed  a 1970 
policy  of  not  entering  into  PSRO  agreements,  while  Nebraska  urged  repeal  of  the  law.  Two 
other  state  Societies,  Oklahoma  which  expressed  opposition  but  did  not  take  a stand  and  Texas 
which  is  both  for  and  against,  approving  creation  of  PSRO  as  well  as  a campaign  to  repeal  the 
law. 

THREE  HARTFORD  area  CLERGYMAN  DIVIDED  ON  RIGHT  TO  DIE.  Franz  Ollerman,  Asst.  Minister  at 

St.  John’s  Espiscopal  Church  said  “I  would  have  to  give  a lot  of  thought  before  I ever  signed 
such  an  authorization.”  Msgr.  LaFontaine  of  St.  Thomas  Apostle  Church  stated  that  “Extra- 
ordinary means  to  preserve  life  need  not  be  used.  But  ordinary  means  should  be  employed. 
Rabbi  Howard  Singer  of  Emanuel  Synagogue  claims  that  “death  with  dignity  is  a perfectly 
humane  concept  within  the  Jewish  framework.” 

PHYSICIANS'  MEDICARE  CHARGES  DROP  according  to  the  Social  Security  Administration.  Charges  for 
outpatient  medical  care  are  11.5  per  cent  lower  then  when  Medicare  was  first  instituted. 
Surgical  services  are  reported  down  by  5.2  per  cent  while  hospital  bills  have  risen  to  83  per 
cent.  Statistics  are  compared  on  the  basis  of  costs  at  the  beginning  of  the  Medicare  program  in 
the  summer  of  1966  to  the  latest  figures  available  in  1971. 

A SWEEPING  health  DEPT.  REOR ANIZATION  is  expected  to  be  announced  soon  by  HEW  The 

Health  Services  and  Mental  Health  Administration  apparently  will  be  the  agency  most  affected 
by  the  shake-up.  There  are  indications  that  HSMHA  will  be  broken  up  into  three  agencies, 
one  of  which  will  have  a consumer  orientation.  The  National  Institute  of  Mental  Health  is 
expected  to  leave  HSMHA  and  return  to  NIH. 

INCREASED  EMPHASIS  ON  CONTINUING  EDUCATION  will  be  evident  at  the  AMA  122nd  Annual  Con- 
vention, June  23-28  in  New  York  City.  There  will  be  18  postgraduate  courses,  ten  more  than  last 
year  covering  a broad  range  of  medical  subjects.  Under  coordination  of  the  AMA’s  Council 
on  Scientific  Assembly,  the  scientific  program  is  developed  by  26  Section  Councils.  Spokesmen 
for  the  council  said  that  the  program  is  specifically  designed  to  meet  the  current  needs  of 
practicing  physicians. 

AN  FDA  EVALUATION  OF  PREGNANCY  TEST  KITS  has  forced  the  nationwide  recall  of  some  of  these  kits. 
The  kits,  Ova  II  and  LPT  Pregnancy  Test,  are  considered  by  the  FDA  to  be  inaccurate, 
unreliable  and  prone  to  give  false  results. 

THE  AMA  reports  that  four  booklets  on  pollution  are  now  available,  they  are;  Physician’s  Guide 
to  Air  Pollution,  Physician’s  Guide  to  Water  Pollution,  Physician’s  Guide  to  Noise  Pollution 
and  Physician’s  Guide  to  Odor  Pollution.  Copies  are  available  at  75  cents  each  or  $2.50  for  the 
set  of  four.  They  can  be  ordered  from  the  Order  Department  AMA  Headquarters. 
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CSMS  MEMBERSHIP 

An  exact  statement  of  membership  requirements  appears  in  the  Bylaws  of  the  Connecticut  State  Met 
cal  Society. 

Active  Members: 

Active  membership  shall  be  limited  to  those  members  of  component  associations  who  are  certified 
the  Executive  Director  of  The  Society  as  entitled  to  exercise  all  rights  of  membership  in  their  comp 
nent  associations  including  the  rights  to  vote  and  hold  office.  A physician  eligible  for  active  memb( 
ship  in  The  Society  becomes  an  active  member  of  The  Society  upon  receipt  by  The  Society  of  annu 
dues,  which  are  established  annually  by  the  House  of  Delegates. 

Associate  Members: 

Individuals  interested  in  the  science  of  medicine  and  public  health,  but  are  not  licensed  to  practice  mec 
cine  in  the  State  of  Connecticut  may  apply  for  associate  membership  in  The  Society.  Once  elected,  an  a 
sociate  member  may  attend  meetings,  serve  on  committees,  present  papers  before  The  Society,  but  mj 
not  vote  or  hold  elective  office. 

Honorary  Members: 

Eminent  physicians  may  be  made  honorary'  members  by  a majority  vote  of  the  House  of  Delegates.  Ho 
orary  members  may  not  vote  or  hold  office  and  are  not  expected  to  pay  dues. 

Life  Members: 

Any  member  of  The  Society  who  has  been  an  active  member  of  The  Society  or  of  the  American  Medic 
Association  for  thirty-five  consecutive  years  or  who  has  reached  his  sixty-fifth  birthday  anniversary  ar 
has  been  an  active  member  of  The  Society  or  of  the  American  Medical  Association  for  fifteen  or  mo 
years,  or  any  active  member  of  The  Society  who  becomes  totally  and  permanently  disabled  shall  1 
eligible  for  life  membership.  A physician  eligible  for  life  membership  may  apply  for  such  membership 
the  Executive  Director  of  The  Society  and  shall  become  a life  member  on  approval  by  the  Counc 
Life  members  shall  not  be  subject  to  dues  or  assessments  but  shall  be  accorded  all  the  rights  and  priv 
leges  of  active  membership  in  The  Society  including  the  rights  to  vote  and  hold  office. 

Exemption  from  payment  of  dues  for  Life  Members  shall  become  effective  on  January  1 of  the  ye; 
following  the  thirty-fifth  year  of  membership  or  of  the  anniversary  year  of  their  sixty-fifth  birthda 
whichever  is  applicable. 

Student  Members: 

Any  bona  fide  medical  student  in  the  State  of  Connecticut  or  any  Connecticut  resident  attending  an  oi 
of  state  medical  school  may  become  a student  member  of  The  Society.  Interns  and  residents  in  hospita 
in  Connecticut  may  obtain  student  membership.  Student  members  file  special  applications  for  membe 
ship  to  the  Council.  Student  members  may  not  vote  or  hold  office  and  are  not  required  to  pay  dues. 

Members  who  become  inactive  or  are  expelled  or  suspended  from  a county  association  will  be  placed  i 
the  same  category  with  The  Society. 

THE  HOUSE  OF  DELEGATES 

Powers  and  Duties: 

The  House  of  Delegates  is  the  ultimate  legislative  and  policy-making  body  of  the  Society  and  assum< 
primary  responsibility  for  the  management  of  the  affairs  of  the  Society.  As  such,  it  elects  the  Society 
officers,  boards  and  committees,  formulates  the  bylaws,  approves  budgets  and  assesses  membership  due 

Composition: 

The  membership  of  the  House  consists  of  the  delegates  elected  by  the  component  county  medical  ass< 
ciations  (one  delegate  for  each  thirty-five  members  or  fraction  thereof),  the  members  of  the  Counci 
and  the  past  presidents  of  the  Society,  ex-officio  and  without  vote.  All  members  of  the  House  must  ha\ 
been  members  of  the  Society  for  at  least  two  years  immediately  prior  to  being  seated. 
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eetings: 

me  House  of  Delegates  holds  two  regular  meetings  each  year,  one  in  the  fall  and  one  in  the  spring, 
jecial  meetings  of  the  House  may  be  called  by  the  Speaker  on  written  requests  of  twenty-five  or  more 
degates  or  by  a majority  of  the  voting  members  of  the  Council.  At  special  meetings,  no  business  other 
an  that  stipulated  in  the  call  for  the  meeting  may  be  considered.  Meetings  of  the  House  of  Delegates 
e open  to  all  members  who  wish  to  attend  as  observers. 

troduction  of  Resolutions: 

^solutions  for  consideration  by  the  House  may  be  submitted  by  any  member  of  the  Society.  Resolu- 
rns  must  be  in  the  hands  of  the  Speaker  not  later  than  72  hours  prior  to  the  convening  of  the  House 
order  to  be  considered  as  regular  business.  Resolutions  presented  later  than  the  72  hour  deadline 
ay  be  considered  if  accepted  by  a majority  vote  of  the  House. 

iferendum: 

referendum  on  any  issue  may  be  conducted  among  the  members  of  the  Society,  if  approved  by  a two- 
irds  vote  of  the  delegates.  The  majority  vote  of  those  members  responding  to  the  referendum  shall 
;termine  the  question  and  be  binding  on  the  House  of  Delegates. 

THE  COUNCIL 

noers  and  Duties: 

le  Council  is  granted  by  the  House  of  Delegates  all  powers  necessary  to  act  as  the  executive  and 
[ministrative  body  of  the  Society  while  the  House  is  not  in  session. 

imposition: 

le  Council  consists  of  the  general  officers  of  the  Society,  any  member  who  is  serving  as  a general 
icer  of  the  American  Medical  Association,  and  the  Councilors  and  Associate  Councilors  elected  by  the 
mponent  county  medical  associations. 

eetings: 

ader  normal  circumstances  the  Council  meets  at  monthly  intervals  throughout  the  year.  On  occasion, 
e Council  may  hold  additional  meetings  for  the  purpose  of  considering,  or  completing  action  on, 
atters  of  special  importance.  Meetings  other  than  those  scheduled  by  consent  of  the  Council  may  be 
lied  by  the  Chairman  or  upon  petition  of  three  members  of  the  Council. 

ocedure: 

> with  the  House  of  Delegates,  any  member  of  the  Society  or  any  group  of  members  may  submit  mat- 
rs  to  the  Council  for  consideration.  Such  communications  are  to  be  addressed  in  writing  to  the  Chair- 
an  of  the  Council  care  of  the  Society’s  headquarters,  160  St.  Ronan  Street,  New  Haven,  and  will  be 
aced  on  the  agenda  of  the  earliest  meeting  possible  following  receipt.  In  most  instances,  the  decision  of 
e Council  is  equivalent  to  a decision  by  the  House  of  Delegates.  However,  in  certain  instances,  the 
juncil  may  elect  to  transmit  the  matter,  with  recommendations,  to  the  House  of  Delegates  for  final 
sposition. 


MEDICAL  ETHICS 

ie  Bylaws  of  the  Connecticut  State  Medical  Society  state  that  “the  Principles  of  Medical  Ethics  of 
nerican  Medical  Association  shall  govern  the  conduct  of  members  in  their  relations  to  each  other  and 
the  public”. 

ie  amble:  These  principles  are  intended  to  aid  physicians  individually  and  collectively  in  maintaining 

high  level  of  ethical  conduct.  They  are  not  laws  but  standards  by  which  a physician  may  determine 
e propriety  of  his  conduct  in  his  relationship  with  patients,  with  colleagues,  with  members  of  allied 
ofessions,  and  with  the  public. 
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Section  l:  The  principal  objective  of  the  medical  profession  is  to  render  service  to  humanity  with  fi 

respect  for  the  dignity  of  man.  Physicians  should  merit  the  confidence  of  patients  entrusted  to  their  cai 
rendering  to  each  a full  measure  of  service  and  devotion. 

Section  2:  Physicians  should  strive  continually  to  improve  medical  knowledge  and  skill,  and  shou 

make  available  to  their  patients  and  colleagues  the  benefits  of  their  professional  attainments. 

Section  3:  A physician  should  practice  a method  of  healing  founded  on  a scientific  basis;  and  he  shou 

not  voluntarily  associate  professionally  with  anyone  who  violates  this  principle. 

Section  4:  The  medical  profession  should  safeguard  the  public  and  itself  against  physicians  deficie  : 

in  moral  character  or  professional  competence.  Physicians  should  observe  all  laws,  uphold  the  digni 
and  honor  of  the  profession  and  accept  its  self-imposed  disciplines.  They  should  expose,  without  hesit 
tion,  illegal  or  unethical  conduct  of  fellow  members  of  the  profession. 

Section  5:  A physician  may  choose  whom  he  will  serve.  In  an  emergency,  however,  he  should  rend  i 

service  to  the  best  of  his  ability.  Having  undertaken  the  care  of  a patient,  he  may  not  neglect  him;  ai 
unless  he  has  been  discharged  he  may  discontinue  his  services  only  after  giving  adequate  notice.  I 
should  not  solicit  patients. 

Section  6:  A physician  should  not  dispose  of  his  services  under  terms  or  conditions  which  tend  to  i I 

terfere  with  or  impair  the  free  and  complete  exercise  of  his  medical  judgment  and  skill  or  tend  to  cau 
a deterioration  of  the  quality  of  medical  care. 

Section  7 : In  the  practice  of  medicine  a physician  should  limit  the  source  of  his  professional  income 

medical  services  actually  rendered  by  him,  or  under  his  supervision,  to  his  patients.  His  fee  should  1 
commensurate  with  the  services  rendered  and  the  patient’s  ability  to  pay.  He  should  neither  pay  nor  i 
ceive  a commission  for  referral  of  patients.  Drugs,  remedies  or  appliances  may  be  dispensed  or  supplii 
by  the  physician  provided  it  is  in  the  best  interests  of  the  patient. 

Section  8:  A physician  should  seek  consultation  upon  request;  in  doubtful  or  difficult  cases;  or  whe  I 

ever  it  appears  that  the  quality  of  medical  service  may  be  enhanced  thereby. 

Section  9:  A physician  may  not  reveal  the  confidences  entrusted  to  him  in  the  course  of  medical  atten  j 

ance,  or  the  deficiencies  he  may  observe  in  the  character  of  patients,  unless  he  is  required  to  do  so  by  la  I 
or  unless  it  becomes  necessary  in  order  to  protect  the  welfare  of  the  individual  or  of  the  community.  | 

Section  10:  The  honored  ideals  of  the  medical  profession  imply  that  the  responsibilities  of  the  ph 

sician  extend  not  only  to  the  individual,  but  also  to  society  where  these  responsibilities  deserve  his  inte 
est  and  participation  in  activities  which  have  the  purpose  of  improving  both  the  health  and  the  we 
being  of  the  individual  and  the  community. 

ANNUAL  RENEWAL  OF  MEDICAL  LICENSES 

Section  19-45  (b)  of  the  Connecticut  statutes  requires  renewal  of  medical  licenses  annually  during  ti 
month  of  January.  An  IBM  application  is  sent  at  the  end  of  December.  The  registration  fee  is  $150.C' 
There  is  no  pro-rating. 

No  fee  is  required  of  practitioners  residing  and  practicing  outside  of  Connecticut,  in  military  service, 
retired,  but  there  is  no  exemption  for  anyone  from  the  registration  requirement.  Everyone  must  registi 
The  penalty  for  failure  to  renew  is  $100.00. 

Registration  is  handled  through  the  State  Department  of  Health,  79  Elm  Street,  Hartford,  Connectic 
06115. 

CHANGE  OF  ADDRESS 

Practitioners  are  required  to  report  to  the  State  Department  of  Health  within  thirty  days  any  change  < j 
address  for  his  or  her  office  and/or  residence.  (Section  19-46) 
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DIRECTORY  OF  KEY  NAMES  AND  ADDRESSES  FOR  THE 
STATE  DEPARTMENT  OF  HEALTH 

Connecticut  State  Department  of  Health 

79  Elm  Street 

Hartford,  Connecticut  06115 

Franklin  M.  Foote,  M.D.,  Dr.  P.H.,  Commissioner 
Tel:  566-2279 

Deputy  Commissioners: 

Harold  S.  Barrett,  M.D.,  M.P.H. 

Office  of  Public  Health 
Gareth  D.  Thorne 

Office  of  Mental  Retardation 

gional  Offices  and  Directors: 

John  S.  Wisely,  M.D.,  M.P.H. 

Northeastern  Regional  Office 
P.O.  Box  155,  Mansfield  Center  06250 
Tel:  423-6348 

Mila  E.  Rindge,  M.D.,  M.P.H. 

Southwestern  Regional  Office 
401  W.  Thames  Street,  Norwich  06360 
Tel:  889-8341 


Tel:  566-4080 
Tel.  566-2617 


Paul  P.  Liscio,  D.D.S. 

Southwestern  Regional  Office 
32  Old  Ridgefield  Road,  Wilton 
Tel:  762-8301 

Michael  Weber,  D.D.S. 

South  Central  Regional  Office 
Laurel  Heights  Hospital 
Shelton  06487 
Tel:  735-9513 


AVAILABLE  LABORATORY  SERVICES 

the  Connecticut  State  Department  of  Health  for  the  diagnosis  and 


e laboratory  tests  are  provided  by 
,trol  of  the  following  preventable  diseases: 

-hr ax — Cultures  for  anthrax  bacilli. 

cellosis  (undulant  fever) — Agglutination  tests;  blood 

altures. 

htheria — Cultures;  virulence  tests. 

eric  Bacillary  Infections — Stool  examinations  for 
almonella.  Shigella  and  Enteropathogenic  E.  Coli. 

d Infections  and  Food  Poisoning — Tests  for  causative 
rganism,  including  salmonellae,  staphylococci  and  Clos- 
idium  perfrigens;  tests  for  botulism  toxin. 

iorrhea — Pus  smears  and  cultures. 

ectious  Mononucleosis — Serologic  tests. 

d Poisoning — Blood  specimens  for  lead  determinations. 
[rine  specimens  for  ALA  determinations. 

tospirosis — Serologic  tests. 

laria — Blood  smears  for  parasite. 

hoses  or  Fungus  Infections — Microscopic,  cultural,  and 
irologic  examinations  for  pathogenic  molds  and  yeasts. 


Parasitic  Diseases — Stool  examinations  for  amebae,  other 
protozoa  and  helminths;  vaginal  smears  for  trichomonads; 
serologic  tests;  anal  swabbings  for  pinworms. 

Rabies — Animal  brains  for  Negri  bodies. 

Rickettsial  Infections — Serologic  tests  on  paired  blood 
serums. 

Staphylococcal  Infections — For  epidemiological  investi- 
gations by  bacteriophage  typing  of  isolants. 

Strepococcal  Infections — Throat  cultures;  serologic 
grouping. 

Syphilis — VDRL  flocculation  tests;  FTA — ABS  tests;  dark- 
field  examinations. 

Tuberculosis — Microscopic,  cultural,  biochemical  tests,  and 
antibiotic  sensitivity  tests. 

Tularemia — Agglutination  tests. 

Typhoid  and  Other  Salmonella  Infections — Agglutina- 
tion tests;  cultural  tests  on  blood,  feces  and  urine. 

Vincent’s  Infection — Pus  smears. 

Viral  Infections — Serologic  tests  on  paired  blood  speci- 
mens; cultural  tests. 


ND  ALL  SPECIMENS  TO  LABORATORY  DIVISION,  STATE  DEPARTMENT  OF  HEALTH 
P.O.  Box  1689,  HARTFORD,  CONNECTICUT  06101 

Containers  for  forwarding  specimens  can  be  obtained 
from  local  directors  of  health  or  direcdy  from 
Laboratory  Division. 

10  Clinton  St.,  Hartford,  Conn.  06101  TEL:  566-2536,  566-3971 
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MEDICAL  ASSISTANCE  PROGRAM 

Through  the  Connecticut  State  Welfare  Department,  special  provisions  may  be  made  to  assist  with  pa 
ment  of  medical  care  for: 

1.  Beneficiaries  of  money  payments  under  the  Old  Age  Assistance,  Aid  to  the  Blind,  Aid  to  the  D 
abled  and  Aid  to  Families  with  Dependent  Children  programs; 

2.  Children  committed  to  the  State  Welfare  Commissioner; 

3.  Children  under  18  who  are  members  of  a family  receiving  basic  maintenance  under  the  Gener 
Assistance  program; 

4.  Medically  needy  persons  who  meet  all  the  eligibility  requirements  of  OAA,  AB,  AD  or  AFC1 
except  that  income  and  resources  are  sufficient  to  meet  basic  maintenance  needs. 

5.  Medically  needy  children  under  18  not  included  in  any  welfare  maintenance  program. 

These  programs  are  administered  through  the  sub-offices  of  the  State  Welfare  Department.  Physicia 
are  advised  to  contact  the  nearest  office: 


Location 

Address 

Tel.  No. 

Hartford 

2550  Main  Street 

566-3060 

New  Haven 

194  Bassett  Street 

787-6181 

Bridgeport 

434  State  Street 

384-1761 

Norwich 

279  Main  Street 

889-2351 

Torrington 

352  Main  Street 

482-5531 

Waterbury 

79  Linden  Street 

756-7291 

Middletown 

Main  Street  Ext. 

347-4411 

Stamford 

1642  Bedford  Street 

348-9245 

Manchester 

Suite  205,  364  West 

Middle  Tpke. 

647-1441 

Danbury 

405  Main  Street 

744-2494 

New  Britain 

233  Main  Street 

224-2601 

Meriden 

139  Charles  Street 

238-1991 

Bristol 

308  Main  Street 

583-1671 

DEPARTMENT  OF  MENTAL  HEALTH 

Physicians  may  obtain  detailed  descriptions  of  the  various  programs  sponsored  for  the  care  of  the  me: 
tally  ill  by  contacting  the  State  Department  of  Mental  Health,  90  Washington  Street,  Hartford,  Conned 
cut.  Telephone  566-3650. 

Department  of  Mental  Health  Hospitals 


Connecticut  Valley 
Middletown,  06547 
Phone:  347-5651 

Norwich  Hospital 
Norwich,  06360 
Phone:  889-7361 


Connecticut  Mental  Health  Center 
34  Park  Street 
New  Haven  06508 
Phone:  772-3300 


Fairfield  Hills 
Newtown,  06470 
Phone:  426-2531 

Undercliff  Mental 
Health  Center 
Meriden,  06450 
Phone:  235-5743 


Inquiries  concerning  drug  and  alcohol  dependency  may  also  be  made  at  the  following  locations: 


Regional  Outpatient  Clinic 
Alcohol  & Drug  Dependence  Div. 
Dept,  of  Mental  Health 
160  Grandview  Avenue 
Waterbury,  Conn.  06710 
Phone:  755-7517 


Regional  Outpatient  Clinic 
Alcohol  & Drug  Dependence  Div 
Dept,  of  Mental  Health 
322  Main  St. 

Stamford,  Conn.  06901 
Phone:  324-5372 


Regional  Outpatient  Clinic 
Alcohol  & Drug  Dependence  Div. 
Dept,  of  Mental  Health 
50  Ridgefield  Avenue 
Bridgeport,  Conn.  06610 
Phone:  335-6137 

Regional  Outpatient  Clinic 
Alcohol  & Drug  Dependence  Div. 
2 Holcomb  St. 

Hartford,  Conn.  06112 
Phone:  243-0343 


Regional  Outpatient  Clinic 
Alcohol  & Drug  Dependence  Div. 
Dept,  of  Mental  Health 
412  Orange  St. 

New  Haven,  Conn.  06511 
Phone:  787-5931 


Regional  Outpatient  Clinic 
Alcohol  & Drug  Dependence  Div 
Dept,  of  Mental  Health 
110  Broadway 
Norwich,  Conn.  06360 
Phone:  889-3824 


Drug  information  is  available  at  the: 

Connecticut  Mental  Health  Center 
New  Haven,  Phone:  772-3300 
Capitol  Region  Drug  Information  Center 
179  Allvn  Street,  Suite  403.  Hartford.  Conn.  06102  Tel.  547-1300 
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dmission  into  state  sponsored  treatment  facilities  is  defined  in  a number  of  Connecticut  statutes. 
Decific  information  on  the  various  statutes  is  available  through  the  Public  Information  Officer  of  the 
ate  Department  of  Mental  Health. 

he  following  are  some  of  the  modes  of  admission  to  state  facilities : 

Informal — request  made  by  patient;  free  to  leave  at  any  time.  (Section  17-187b.) 

Voluntary — request  made  in  writing  by  patient;  may  not  be  confined  more  than  ten  days  after 
written  request  to  leave.  ( Section  17-187a. ) 

Informal  or  Voluntary  for  drug  dependent  person— inpatient  treatment  available;  patient  shall  not 
be  discharged  for  at  least  90  days  after  admission.  ( Section  19-494. ) 

Physicians  Emergency  Certificate — issued  by  a physician;  commitment  for  no  more  than  15  days. 
(Section  17-183.) 

Court  Commitments — certain  courts  may  commit  a person  on  grounds  of  insanity,  mental  retarda- 
tion, alcoholism  or  drug  dependency  to  certain  facilities  of  the  Department  of  Mental  Health 
and/or  to  the  Commissioner  for  treatment.  (Section  54-37  and  Section  17-155  and  185.) 


REPORTABLE  DISEASES 

action  19-13-A3  of  the  Connecticut  statutes  requires  that  a physician  report  to  the  local  director  of  health 
ithin  whose  jurisdiction  such  patient  is,  the  full  name,  age,  address  and  occupation  of  the  patient,  with 
le  name  of  the  disease.  The  report  may  be  made  by  telephone  if  practicable,  but  must  also  be  submitted 
l writing  within  twelve  hours  after  the  recognition  of  the  disease.  Special  forms  for  reporting  this  infor- 
mation are  available  from  the  State  Department  of  Health. 


ctinomycosis 

mebiasis 

athrax 

otulism  (see  Food  Poisoning) 
rucellosis  ( Undulant  Fever) 
hancroid 

hickenpox  (Varicella) 
holera  (Asiatic) 
onjunctivitis,  infectious 
( all  types  except  trachoma ) 

During  first  14  days  of  life 
reported  as  ophthalmia  neonatorum ) 
See  ophthalmia  neonatorum ) 

'iarrhea  of  Newborn 
Epidemic  ( Institutional ) 
iphtheria  ( all  forms ) 

'ysentery,  Amebic  ( see  Amebiasis ) 
'ysentery  Bacillary  ( Shigellosis ) 
ncephalitis  ( all  types ) 
ood  Poisoning 

A.  Staphylococcus 

B.  Botulism 

C.  Other 

lerman  Measles  ( Rubella ) 
landers 

lomerulonephritis  ( acute ) 

Gonorrhea 

iranuloma  Inguinale 
[emorrhagic  Jaundice 
( see  Leptospirosis ) 
lepatitis.  Infectious 
(Acute  catarrhal  jaundice) 
lepatitis,  Serum 


Histoplasmosis 
Hookworm  Infection 
Impetigo  of  the  Newborn 

( Pemphigus  neonatorium  Instituti 
Influenza 

Lead  Poisoning — (Abnormal  body 
burden  of  lead ) 

Leprosy  ( Hansen’s  disease ) 
Leptospirosis  ( Including 
Hemorrhagic  Jaundice  and 
Weil’s  disease) 

Lymphogranuloma  Venereum 
( Inguinale ) 

Malaria 

Measles  (Rubeola) 

Meningitis 

A.  Meningococcal  and 
Meningococcemia 

B.  Hemophilus  Influenzae 

C.  Other  Types 
Mononucleosis  Infectious 

( Glandular  fever ) 

Mumps  ( Infectious  parotitis ) 
Ophthalmia  Neonatorum 

( Includes  any  infection  of  the  babies’ 
eyes  during  the  first  14  days  of  life ) 
Paratyphoid  Fever 
Pertussis  ( Whooping  Cough ) 

Plague 
Poliomyelitis 
Psittacosis  ( Ornithosis ) 

Q Fever 

Rabies  ( in  humans ) 

Rheumatic  Fever 


Rickettsialpox 

Ringworm  of  the  Scalp  ( Tinea  Capitis ) 
Rocky  Mountain  Spotted  Fever 
Salmonella  Infections 

1.  Paratyphoid  syndrome 

2.  Gastroenteritis 

3.  Other  Types 

Scarlet  Fever  (see  Streptococcal 
Infections,  Respiratory ) 

Smallpox  (Variola  minor  and 
Variola  major) 

Streptococcal  Infections  Respiratory 
(including  Scarlet  Fever) 
Staphylococcal  Infection 

A.  Insti.  Outbreaks 

B.  Under  6 weeks’  age 
Streptococcal  Infections 

( Other  than  respiratory ) 

A.  Erysipelas 

B.  Puerperal  Infection 
Syphilis 

Tetanus 

Trachoma 

Trichinosis 

Tuberculosis,  Other  Forms 
Tuberculosis,  Pulmonary 
Tularemia 
Typhoid  Fever 

Typhus  Fever  (Epidemic  and 
Endemic ) 

Undulant  Fever  (Brucellosis) 
Whooping  Cough  ( Pertussis ) 

Yellow  Fever 


Diseases  Reportable  Directly  To  State  Department  of  Health 

Epilepsy 

Diseases  Reportable  Directly  To  State  Department  of  Labor 
Occupational  Diseases 
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REGULATIONS  CONCERNING  CONTROLLED  SUBSTANCES 

The  following  information  on  controlled  substances,  as  they  relate  to  practicing  physicians,  has  been  co 
densed  from  various  state  and  federal  sources. 

Literature  on  controlled  substances,  dangerous  drugs,  drug  legislation  and  drug  abuse  may  be  obtairn 
by  contacting: 

Drug  Enforcement  Agency  or  Drug  Control  Division 

Room  628E  Department  of  Consumer  Protection 

450  Main  Street  State  Office  Building — Room  G37 — 165  Capitol  A\ 

Hartford,  Connecticut  06103  (244-3230)  Hartford,  Connecticut  06115  ( 566-4490) 

Practicing  physicians  involved  with  either  the  purchasing,  the  administering,  the  dispensing  or  the  pr 
scribing  of  controlled  dangerous  substances  must  file  a controlled  substances  registration  form  with  tl 
Department  of  Justice,  Drug  Enforcement  Agency,  P.  O.  28083,  Central  Station,  Washington,  D.  < 
20005.  Each  physician  who  files  such  a form  will  be  issued  a seven  digit  BNDD  number. 

A renewal  application  must  be  filed  each  year.  A $5.00  annual  fee  must  accompany  each  application.  Fa 
ure  to  register  annually  will  make  a physician  ineligible  to  purchase,  to  administer  or  to  prescril 
controlled  drugs.  The  expiration  date  will  not  be  uniform  for  all  the  physicians  in  the  state.  The  renew 
forms  must  be  filed  45  to  60  days  before  the  expiration  date  which  is  printed  on  the  BNDD  forms  whic 
will  be  mailed  to  each  physician.  A complete  and  accurate  inventory  of  all  controlled  drugs  must  be  tak< 
upon  original  registration.  Thereafter  a biennial  inventory  should  be  taken  on  May  1 of  each  secor 
year  and  filed  with  other  drug  records. 

In  Connecticut  physicians  are  permitted  by  law  to  dispense  all  drugs  which  are  referred  to  in  questic 
No.  11  on  the  forms.  Connecticut  physicians  should  check  all  six  boxes  under  that  question. 

The  BNDD  number  must  be  printed  on  each  prescription  blank  in  such  a way  that  it  can  not  be  altere 
Generally  speaking,  controlled  drugs  are  all  narcotics,  amphetamines,  barbiturates  and  other  potei 
drugs  having  a potential  for  abuse  as  defined  under  state  and  federal  laws.  Stock  packages  of  controlle 
drugs  bear  the  capital  letter  “C”  with  a Roman  numeral  II  — III  — IV  — or  V on  the  label  to  identii 
the  controlled  drug  schedule  they  are  in. 

If  a practitioner  engages  in  purchasing  and  dispensing  any  controlled  drugs  he  is  required  to  keep 
record  of  all  controlled  drugs  received  and  dispensed  by  him.  The  record  should  indicate  the  date  < 
receipt,  the  name  and  address  of  the  person  from  whom  received,  the  kind  and  quantity  of  druj 
received.  Dispensing  records  must  include  the  date,  the  name  and  address  of  the  person  to  whom  tl 
drugs  were  dispensed  and  the  kind  and  quantity  of  drugs  dispensed.  Each  record  must  be  separate! 
maintained,  kept  readily  available  and  on  hand  for  three  years.  The  records  may  not  be  kept  in  code  or  i 
a foreign  language.  Schedule  II  substances  can  only  be  purchased  on  official  BNDD  forms  from  a 1 
censed  wholesaler  or  manufacturer.  Other  schedule  substances  may  be  purchased  from  wholesalers  ( 
manufacturers  without  BNDD  forms.  In  no  instance  should  any  controlled  substance  for  office  use  1 
purchased  using  prescription  blanks. 

Failure  to  keep  any  record  required  may  result  in  a $500.00  fine  and  if  the  failure  was  a deliberai 
attempt  to  circumvent  the  law  the  fine  may  be  $1,000.00,  30  days  imprisonment  or  both. 

Security  regulations  require  that  Schedule  II  drugs  must  be  adequately  protected  and  stored  to  prevei 
theft.  If  a practitioner’s  supply  exceeds  12  units  of  Schedule  II  narcotic  drugs  an  approved  safe  must  I 
obtained  for  their  storage.  Tn  no  case  shall  a practitioner’s  narcotic  stock,  no  matter  how  small  in  amoun 
be  left  in  an  unlocked  cabinet,  automobile  or  unattended. 

Any  loss,  destruction  or  theft  of  narcotics  shall  be  reported  by  all  registrants  within  seventy-two  houi 
to  the  Drug  Control  Division  and  to  the  Drug  Enforcement  Agency  on  form  BND  106.  Requests  t 
destroy  excess  or  undesired  controlled  drugs  shall  be  made  to  the  Drug  Control  Division,  Departmei 
of  Consumer  Protection. 

Each  practitioner  of  the  healing  arts  shall  report  within  thirty  days  to  the  Commissioner  of  Health  th 
full  name,  address  and  date  of  birth  of  every  person  who,  in  his  opinion,  is  a drug-dependent  perso 
upon  controlled  drugs,  as  defined  in  Section  19-443.  Practitioners  making  such  reports  in  good  fait 
shall  be  immune  from  any  civil  or  criminal  liability  that  otherwise  might  be  incurred  from  the  makin 
of  such  report.  No  such  report  or  the  information  therein  shall  be  admissible  in  any  criminal  proseci 
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ion  or  used  for  other  than  rehabilitation,  statistical  or  medical  purposes  and  each  such  report  shall  be 
eld  confidential  by  the  commissioner. 

Vithin  72  hours  after  authorizing  an  emergency  oral  prescription,  the  prescribing  individual  practitioner 
lust  submit  a written  prescription  for  the  emergency  quantity  prescribed  to  the  dispensing  pharmacist, 
"he  written  prescription  may  be  delivered  to  the  pharmacist  in  person  or  by  mail,  but  if  delivered  by 
lail  it  must  be  postmarked  within  the  72  hour  period. 

i physician  in  good  faith  and  in  the  course  of  his  professional  practice  only,  may  prescribe,  administer 
nd  dispense  controlled  drugs  or  he  may  cause  the  same  to  be  administered  by  a nurse  or  intern  under 
is  direction  and  supervision,  for  demonstrable  physical  or  mental  disorders  but  not  for  drug  dependence, 
xcept  in  a recognized  approved  program,  such  as  Methadone  maintenance,  or  except  when  specifically 
uthorized  by  the  Commissioner  of  Mental  Health  to  treat  drug  dependence. 

HOSPITAL  POISON  CONTROL  CENTERS  IN  CONNECTICUT 


City 

Name  and  Address 

Telephone 

Director  and  Assistant  Director 

ridgeport 

Bridgeport  Hospital 
Poison  Control  Center 
267  Grant  Street  06602 

384-3566 

Francis  P.  A.  Williams,  M.D. 
Sally  A.  Tarick,  R.N. 

St.  Vincent’s  Hospital 
Poison  Control  Center 
2820  Main  Street  06606 

334-1081 

Ramona  Byard,  M.D. 

)anbury 

Danbury  Hospital 
Poison  Control  Center 
95  Locust  Avenue  06810 

744-2300 

Fred  C.  Spannaus,  M.D. 

fartford 

St.  Francis  Hospital 
Poison  Control  Center 
114  Woodland  Street  06105 

249-8281 

James  E.  O’Brien,  M.D.,  Ph.D. 

liddletown 

Middlesex  Memorial  Hospital 
Poison  Control  Center 
28  Crescent  Street  06457 

347-9471 

Clarence  W.  Harwood,  M.D. 
L.  Annino,  Ph.G. 

few  Britain 

New  Britain  General  Hospital 
Poison  Control  Center 
100  Grand  Street  06050 

224-5672 

Roger  T.  Scully,  M.D. 

lew  Haven 

The  Hospital  of  St.  Raphael 
Poison  Control  Center 
1450  Chapel  Street  06511 

772-3900 

John  M.  Christoforo,  M.D. 

Yale-New  Haven  Hospital 
Poison  Control  Center 
789  Howard  Avenue  06504 

436-1960 

Thomas  F.  Dolan,  Jr.,  M.D. 
Stephen  F.  Wang,  M.D. 

lorwalk 

Norwalk  Hospital 
Poison  Control  Center 
24  Stevens  Street  06852 

838-3611 

Edward  A.  Rem,  M.D. 

tamford 

Stamford  Hospital 
Poison  Control  Center 
Shelburne  Road  06902 

327-1234 

Ralph  A.  Pesiri,  M.D. 

Vaterbury 

St.  Mary’s  Hospital  756-8351 

Poison  Control  Center 
56  Franklin  Street  06702 

Connecticut  State  Department  of  Health 
Poison  Information  Center 
Hartford,  Connecticut  06115 
Estelle  Siker,  M.D.,  M.P.H.,  Medical  Director 
F.  Weston  Pierce,  Technical  Director 
Emergency  Telephone  566-3456 

Morris  Coshak,  M.D. 

Sister  Mary  Lorraine,  Ph.G. 
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REGISTRATION  OF  X-RAY  DEVICES  USED  FOR 
DIAGNOSIS  AND  THERAPY 

Connecticut  statutes  require  that  the  owner  of  any  device  or  devices  emitting  x-rays  which  are  used  fc 
diagnostic  and  therapeutic  purposes  must  be  registered  with  the  State  Department  of  Environmental  Prc 
tection,  State  Office  Building,  Hartford,  Connecticut  06115.  Owner,  according  to  statute,  means  any  pei 
son  or  organization  having  by  law  the  administrative  control  of  the  x-ray  device  or  devices. 

Registrations  at  the  present  time  must  be  renewed  biennially  during  the  month  of  April  in  the  ever 
numbered  years.  The  fee  at  each  location  is  fifteen  dollars  for  one  x-ray  device,  five  dollars  for  th 
second  device,  and  one  dollar  for  each  additional  x-ray  device  registered  by  one  owner. 

MEDIC  ALERT  FOUNDATION 

Physicians  who  receive  inquiries  concerning  identification  tags  for  individuals  w-ith  medical  problem 
which  should  be  knowTn  in  an  emergency  may  wish  to  refer  the  inquiry  to: 

Medic  Alert 

Foundation  Headquarters 
Turlock,  California  95380 


Medic  Alert  — 236-3667 
645  Farmington  Avenue 
Hartford,  Conn.  06105 
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THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
160  ST.  RONAN  STREET 
NEW  HAVEN,  CONNECTICUT  06511 
OFFICERS  — 1973-1974 

PRESIDENT:  Sidney  L.  Cramer,  21  Woodland  Street,  Hartford  06105 
PRESIDENT-ELECT:  James  H.  Root,  Jr.,  1389  West  Main  Street,  Waterbury  06708 
VICE-PRESIDENT:  Guy  W.  Van  Syckie,  30  Hospital  Avenue,  Danbury  06810 
TREASURER:  Hilliard  Spitz,  447  Montauk  Avenue,  New  London  06320 
SECRETARY:  Louis  C.  Backhus,  41  Holmes  Avenue,  Waterbury  06710 

DELEGATES  AND  ALTERNATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION: 

E.  Tremain  Bradley,  31  Stevens  Street,  Norwalk  06850  1/1/73 — 12/31/74 

Alternate:  Sidney  L.  Cramer,  21  Woodland  Street,  Hartford  06105  1/1/73 — 12/31/74 

Norman  H.  Gardner,  25  Main  Street,  East  Hampton  06424  1/1/72—12/31/73 

1/1/74—12/31/75 

Alternate:  Orvan  W.  Hess,  2 Church  Street  South,  New  Haven  06519  1/1/72 — 12/31/73 

1/1/74—12/31/75 

J.  Alfred  Fabro,  94  Church  Street,  Torrington  06790  1/1/73 — 12/31/74 

Alternate:  Morris  A.  Granoff,  327  Whalley  Avenue,  New  Haven  06511  1/1/73 — 12/31/74 

SPEAKER  OF  THE  HOUSE  OF  DELEGATES: 

Kenneth  F.  Brandon,  151  Farmington  Avenue,  Hartford  06115 
VICE-SPEAKER:  Timothy  F.  Nolan,  49  Lake  Avenue,  Greenwich  06830 
COUNCILOR- AT-LARGE:  David  A.  Grendon,  Sharon  Hospital,  Sharon  06069 


“Two  Delegates  and  Two  Alternates  to  the  A.M.A. — 1/1/73 — 12/31/74 

J.  Alfred  Fabro,  94  Church  Street,  Torrington  06790 

Alternate:  Morris  A.  Granoff,  327  Whalley  Avenue,  New  Haven  06511 

E.  Tremain  Bradley,  31  Stevens  Street,  Norwalk  06850 

Alternate:  Sidney  L.  Cramer,  21  Woodland  Street,  Hartford  06105 

Executive  Director — CSMS:  William  R.  Richards,  160  St.  Ronan  Street,  New  Haven  06511 
Editor  “Connecticut  Medicine”:  J.  Alfred  Fabro,  94  Church  Street,  Torrington  06790 

COUNCILORS 

FAIRFIELD  COUNTY: 

Bernard  O.  Nemoitin,  96  Main  Street,  Stamford  06901 

Associate  Councilor:  Edmund  F.  Hecklau,  36  Sherwood  Place,  Greenwich  06830 

HARTFORD  COUNTY: 

Carl  W.  Johnson,  11  North  Main  Street,  Thompsonville  06082 

Associate  Councilors:  Andrew  J.  Canzonetti,  Scovill  Mfg.  Co.,  Waterbury  06706 
Merrill  B.  Rubinow,  320  Main  Street,  Manchester  06040 

LITCHFIELD  COUNTY: 

Councilor:  Stuart  Ragland,  Jr.,  Smith  Hill  Road,  Colebrook  06021 

Associate  Councilor:  Robert  W.  Harkins,  Judson  Road,  Woodbury  06798 

MIDDLESEX  COUNTY: 

W.  Raymond  James,  64-A,  North  Main  Street,  Essex  06426 

Associate  Councilor:  Herbert  Magram,  45  Crescent  Street,  Middletown  06457 

NEW  HAVEN  COUNTY: 

Kurt  S.  Pelz,  16  Sol’s  Point  Road,  Clinton  06413 

Associate  Councilors:  Jerome  K.  Freedman,  1423  Chapel  Street,  New  Haven  06511 
Saul  S.  Milles,  100  York  Street,  New  Haven  06511 

NEW  LONDON  COUNTY: 

Charles  M.  Krinsky,  27  Broad  Street,  New  London  06320 

Associate  Councilor:  Frederick  C.  Barrett,  108  New  London  Tpke.,  Norwich  06360 

TOLLAND  COUNTY: 

Allyn  B.  Dambeck,  R.F.D.  No.  4,  Rockville  06066 

Associate  Councilor:  David  S.  Hastings,  15  Woodland  Drive,  Stafford  Springs  06076 

WINDHAM  COUNTY: 

George  E.  Roch,  132  Mansfield  Avenue,  Willimantic  06226 

Associate  Councilor:  Rudolph  E.  Klare,  Rt.  169,  East  Woodstock  06244 
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Roster  of  Committees,  Representatives  and  Advisors 

Elected  by  House  of  Delegates 


EDUCATION 

Committee  on  Continuing  Medical  Education 

Vincent  A.  DeLuca,  Jr.,  130  Division  St.,  Derby,  Chairman 

06418 

Norman  Alisberg,  Bristol  Hospital,  Bristol  06010 
Thomas  T.  Ainatruda,  Jr.,  Waterbury  Hospital,  Waterbury 

06708 

Mehadin  K.  Arafeh,  Connecticut  Valley  Hospital,  Middle- 
town  06457 

Frederick  J.  Christie,  Greenwich  Hospital,  Greenwich  06830 

Martin  Dinep,  40  Hart  St.,  New  Britain  06052 

Martin  Duke,  Manchester  Memorial  Hospital,  Manchester 

06040 

Malcolm  M.  Ellison,  328  Montauk  Ave.,  New  London  06320 
William  J.  Ellzey,  132  Mansfield  Ave.,  Willimantic  06226 
J.  Alfred  Fabro,  94  Church  St.,  Torrington  06790 
John  G.  Frcymann,  80  Seymour  St.,  Hartford  06115 
J.  Richard  Gaintner,  UConn  Health  Center,  Farmington 

06032 

Marvin  Garrell,  205  Stillson  Rd.,  Fairfield  06430 
Yale  Gordon,  10  Princeton  St.,  Elmwood  06110 
Kenneth  G.  Goss,  Box  728,  New  Canaan  06840 
Morris  A.  Granoff,  327  Whalley  Ave.,  New  Haven  06-5 1 1 
Edmund  F.  Hecklau,  90  Dayton  Ave.,  Greenwich  06830 
Herbert  Levine,  770  Saybrook  Rd.,  Middletown  06457 
Howard  Levine,  New  Britain  General  Hospital,  New  Britain 

06052 

Norman  J.  Marieb,  29  Lambert  Rd.,  Orange  06477 
Charles  Polivy,  60  Gillett  St.,  Hartford  06105 
Robert  Scheig,  V.A.  Hospital,  Newington  06111 
Dominic  B.  Schioppo,  1485  Chapel  St.,  New  Haven  06511 
Morris  J.  Seide,  85  Jefferson  St.,  Hartford  06105 
Michael  R.  Sharon,  57  Union  St.,  Rockville  06066 
Leo  M.  Smith,  Stamford  Hospital,  Stamford  06902 
Janies  C.  Walker,  UConn-McCook  Hospital,  Hartford  06112 
Frederick  C.  Weber,  Jr.,  185  Putnam  Park,  Greenwich  06830 
William  J.  Whalen,  Jr.,  132  Mansfield  St.,  Willimantic  06226 


Committee  on  Drug  Abuse  Educational 
Programs 

Donald  Pet,  Blue  Hills  Hospital,  Hartford  06112 
Pasquale  J.  Costa,  Summit  Dr.,  Jewett  City  06451 
Harold  M.  Dolberg,  2 Mayflower  Pkwy.,  Westport  06880 
Berwyn  R.  Force,  272  Thames  Rd.,  Groton  06343 
Morton  Glasser,  132  Mansfield  St.,  Willimantic  06226 
Charles  E.  Jacobson,  172  East  Center  St.,  Manchester  06040 
Witold  Kawecki,  165  West  Main  St.,  New  Britain  06051 
Richard  T.  Kramer,  24  Mason  St.,  Torrington  06790 
Duncan  R.  MacMaster,  Prospect  St.,  Litchfield  06759 
James  D.  McGaughey,  III,  44  Momingside  Ter.,  Walling- 
ford 06492 

Charles  McGuire,  186  Sherman  Ave.,  New  Haven  06511 
Sal  A.  Prins,  67  Old  Mill  Rd.,  Middletown  06457 
Boris  Rifkin,  1488  Chapel  St.,  New  Haven  06511 
Brigid  Russell,  81  Carpenter  St.,  Meriden  06450 
Daniel  Sayers,  135  West  Main  St.,  Waterbury  06702 
Norman  E,  Smith,  Jr.,  71  Spencer  St,,  Winsted  06098 
Clayton  B.  Weed,  37  Glenbrook  Ave.,  Stamford  06902 
Francis  P.  A.  Williams,  Bridgeport  Hospital,  Bridgeport 

06610 


Committee  on  Health  Careers 

Ronald  S.  Beckett,  Hartford  Hospital,  Hartford,  Chairman 

0611! 

James  T.  Anderson,  132  Mansfield  A\e.,  Willimantic  06221 
Edward  S.  Breakell,  Stamford  Hospital,  Stamford  06902 
Joseph  B.  Forman,  874  Howard  Ave.,  New  Haven  06511  j 
John  G.  Freymann,  80  Seymour  St.,  Hartford  06115 
Winfield  O.  Kelley,  Uncas-on-Thames,  Norwich  06360 
Joseph  A.  Manzi,  80  South  Main  St.,  Middletown  06457 
Marjorie  A.  Purnell,  23  Davis  Ave.,  Rockville  06066 
Eugene  L.  Serafin,  1427  Chapel  St.,  New  Haven  06511 
Norman  E.  Smith,  71  Spencer  St.,  Winsted  06098 

Committee  on  Medical  Education  and 
Licensure 

Charles  B.  Cheney,  111  Park  St.,  New  Haven,  Chairman 

06511 

Fred  B.  Agee,  Jr.,  51  West  Way,  Wethersfield  06109 
Franklin  Robinson,  2 Church  St.  So.,  New  Haven  06519 
Elliot  Sicklick,  St.  Francis  Hospital.  Hartford  06105 
Frederick  C.  Weber,  Jr.,  185  Putnam  Park,  Greenwich  06830 


Committee  on  Program  of  the  Scientific 
Assembly 

Malcolm  M.  Ellison,  328  Montauk  Ave.,  New  London, 
Chairman  06320 

Andrew  J.  Canzonetti,  Scovill  Manufacturing  Company, 
Waterbury  06706 

William  F.  Eckhardt,  Jr.,  173  East  St.,  New  Canaan  0684G 
Michael  J.  Esposito,  379  Oregon  Rd.,  Meriden  06450 
Robert  L.  Harris,  758  Farmington  Ave.,  West  Hartford 

06119 


MEDICAL  ECONOMICS 

Committee  on  Medical  Isconomics  and 
Insurance 

M.  David  Deren,  1260  Park  Ave.,  Bridgeport,  Chairman 

06604 

Peter  A.  Arturi,  71  Old  Church  Rd.,  Greenwich  06830 
Marshall  Franklin,  17  Old  Kings  Hwy.  So.,  Darien  0682C 
Robert  S.  Gillcash,  36  Watson  St.,  Memorial  Pk.,  Willi- 
mantic 06226 

Morris  A.  Granofl,  327  Whalley  Ave.,  New  Haven  06511 
Robert  H.  Jordan,  111  Park  St.,  New  Haven  06511 
Robert  E.  Karns,  29  Haynes  St.,  Manchester  06040 
Frank  Lovallo,  Sharon  Medical  Arts  Center,  Sharon  06069 
Brendan  F.  Magauran,  199  Maple  St.,  Enfield  06082 
E.  Stuart  McCleary,  340  Harrison  Rd.,  Wallingford  06492 
Nicholas  T.  Phillips,  93  Sachem  St.,  Norwich  06360 
Bruce  R.  Valentine,  E.  F.  Clark  Memorial  Ctr.,  Abington 

06230 

Arthur  L.  Waldman,  29  Main  St.,  Cromwell  06416 
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Committee  on  Professional  Liability 

Committee  on  Medical  Economics  and  Insurance 
A.  David  Deren,  1260  Park  Ave.,  Bridgeport,  Chairman 

06604 

A representative  of  the  Council 
’imothy  F.  Nolan,  49  Lake  Ave.,  Greenwich  06830 
Committee  on  State  Legislation 
j’hilip  A.  Shelton,  85  Jefferson  St.,  Hartford  06106 
Committee  on  Public  Relations 
lichael  R.  Sharon,  57  Union  St.,  Rockville  06066 
Committee  on  Hospitals 

puy  W.  Van  Syckle,  30  Hospital  Ave.,  Danbury  06810 
Judicial  Committee 

[urt  S.  Pelz,  16  Sol’s  Point  Rd.,  Clinton  06413 
Conference  Committee  with  Bar  Association 
jlarry  P.  Engel,  50  Ridgefield  Ave.,  Bridgeport  06610 
County  Association’s  Committees  on  Malpractice 
j’airfield — Elwood  F.  Ireland,  50  Ridgefield  Ave.,  Bridge- 
port 06610 

lartford — Rodman  J.  Bendett,  60  Gillett  St.,  Hartford 

06105 

.itch field — Harry  C.  Briggs,  71  Spencer  St.,  Winsted  06098 
fiddlesex — William  F.  Bauer,  Jr.,  Fire  Tower  Rd.,  Killing- 
worth  06417 

ilew  Haven — Charles  H.  Audet,  Jr.,  3 Second  Ave.,  Water- 
bury  06710 

'Jew  London — Paul  Sutton,  174  Bridge  Street,  Groton  06340 
I’olland — Charles  G.  O’Connell,  Box  2278,  Vernon  06080 
Windham — Andrew  O.  Laakso,  39  Broad  St.,  Danielson 

06239 

resident  ex-  officio 

Committee  on  Pros  Foundations  and  Hmos  "" 

idney  L.  Cramer,  21  Woodland  St.,  Hartford  06105 
iector  T.  Davol,  47  Lake  Ave.,  Greenwich  06830 
iobert  S.  Gillcash,  36  Watson  St.,  Willimantic  06226 
larry  R.  Gossling,  85  Jefferson  St.,  Hartford  06106 
lavid  A.  Grendon,  Sharon  Hospital,  Sharon  06069 
hvan  W.  Hess,  2 Church  St.  So.,  New  Haven  06519 
Idward  A.  Kamens,  881  Lafayette  St.,  Bridgeport  06603 
ames  D.  Kenney,  309  Edwards  St.,  New  Haven  06511 
Curt  S.  Pelz,  16  Sol’s  Point  Rd.,  Clinton  06413 
ames  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 
'rederick  C.  Weber,  Jr.,  185  Putnam  Park,  Greenwich 

06830 


Committee  on  Third  Party  Payments 

. Pearce  Browning,  III,  2 Clinic  Dr.,  Norwich,  Chairman 

06360 

red  B.  Agee,  51  Westway  St.,  Wethersfield  06104 
Lawrence  B.  Ahrens,  300  Main  St.,  New  Britain  06051 
)onn  C.  Barton,  506  Main  St.,  Portland  06480 
lubert  B.  Bradbum,  123  York  St.,  New  Haven  06511 
ieorge  H.  Bray,  73  Cedar  St.,  New  Britain  06052 
'ugene  H.  Corley,  1026  Park  Ave.,  Bridgeport  06604 
lehdi  Eslami,  1389  West  Main  St.,  Waterbury  06708 
’homas  M.  Feeney,  4 Sunset  Ter.,  West  Hartford  06107 
rancis  Gallo,  Medical  Arts  Building,  Winsted  06098 
eo  P.  Giardi,  561  New  Britain  Ave.,  Hartford  06108 
aul  S.  Goldstein,  2 Church  St.  So.,  New  Haven  06519 


Elwood  F.  Ireland,  Jr.,  50  Ridgefield  Ave.,  Bridgeport  06610 
Milton  L.  Jennes,  1389  West  Main  St.,  Waterbury  06708 
Haik  Kavookjian,  Jr.,  62  Stanton  Rd.,  Darien  06823 
Albert  L.  Larson,  1 Tower  Sq.,  Hartford  06120 
Leonard  Maidman,  Box  218,  Wilton  06897 
Carl  G.  Peterson,  150  Mansfield  Ave.,  Willimantic  06226 
James  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 
Theodore  Zanker,  315  Whitney  Ave.,  New  Haven  06511 


PROFESSIONAL  RELATIONS 
Judicial  Committee 
COUNTY  MEMBERS  (8) 

New  Haven— Kurt  S.  Pelz,  16  Sol’s  Point  Rd.,  Clinton, 
Chairman  1970-1974  06413 

Litchfield — J.  Alfred  Fabro,  94  Church  St.,  Torrington 

1972- 1976  06790 

Hartford — Charles  E.  Jacobson,  172  E.  Center  St.,  Man- 
chester 1972-1976  06040 

Fairfield — Anthony  A.  Apuzzo,  131  Toilsome  Hill  Rd., 
Bridgeport  1973-1977  06604 

Windham — William  M.  Shepard,  64  Grove  St.,  Putnam 

1973- 1977  06260 

New  London — Nicholas  T.  Philips,  93  Sachem,  Noiwich 

1970-1974  06360 

Tolland — David  S.  Hastings,  15  Woodland  St.,  Stafford 
Springs  1971-1975  06076 

Middlesex — Archibald  W.  Thomson,  Jr.  80  South  Main  St., 
Middletown  1971-1975  06457 

AT-LARGE  MEMBERS  (4) 

Hartford — Andrew  J.  Canzonetti,  Scovill  Mfg.  Co.,  Water- 
bury 1972-1976  06706 

Middlesex Clarence  W.  Harwood,  80  South  Main  St., 

Middletown  1973-1977  06457 

Fairfield — Louis  Rogol,  11  Dogwood  Dr.,  Danbury 

1970- 1974  06810 

Hartford — Stevens  J.  Martin,  1240  Asylum  Ave.,  Hartford 

1971- 1975  06105 


PUBLIC  AFFAIRS  AND 
COMMUNICATIONS 

Editorial  Committee  of  “Connecticut 
Medicine” 

J.  Alfred  Fabro,  The  Editor,  94  Church  St.,  Torrington, 
Chairman  06790 

Roy  N.  Barnett,  125  South  Compo  Rd.,  Westport  06880 
Martin  Duke,  Manchester  Memorial  Hospital,  Manchester 

06040 

Stephen  Fleck,  333  Cedar  St.,  New  Haven  06510 
Ira  S.  Goldenberg,  333  Cedar  St.,  New  Haven  06510 
Peter  Gott,  Main  St.,  Lakeville  06039 
Frederick  W.  Hehre,  789  Howard  Ave.,  New  Haven  06504 
Herbert  Levine,  770  Saybrook  Rd.,  Middletown  06457 
Benjamin  J.  Lord,  Jr.,  120  Lafayette  St.,  Norwich  06360 
Robert  M.  Lowman,  Yale-New  Haven  Hosp.,  New  Haven 

06504 

John  L.  Meyer,  Day-Kimball  Hospital,  Putnam  06260 
Hans  H.  Neumann,  1 State  St.,  New  Haven  06510 
Gerald  I.  Pitegoff,  242  Trumbull  St.,  Hartford  06103 
John  C.  Wright,  80  So.  Main  St.,  Middletown  06457 
Norman  A.  Zlotsky,  57  Union  St.,  Rockville  06066 
President  of  Society,  ex-officio 
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CoMMUTTEE  ON  STATE  LEGISLATION  COMMITTEE  ON  PUBLIC  RELATIONS 


Philip  A.  Shelton,  85  Jefferson  St.,  Hartford,  Chairman 

06106 

Albert  S.  Atwood,  30  Peck  Rd.,  Torrington  06790 
Frederick  C.  Barrett,  108  New  London  Tpke.,  Norwich 

06360 

William  B.  Brewster,  Jr.,.  85  Jefferson  St.,  Hartford  06106 

Eugene  H.  Corley,  1026  Park  Ave.,  Bridgeport  06604 

Allyn  B.  Dambeck,  R.  F.  D.  4,  Rockville  06066 

Evans  II.  Daniels,  Jr.,  1023  Albany  Ave.,  Hartford  06112 

Leonard  Flom,  1700  Post  Rd.,  Fairfield  06430 

Jerome  K.  Freedman,  1423  Chapel  St.,  New  Haven  06511 

Joseph  M.  Gagliardi,  Jr.,  67  Maple  St.,  Derby  06418 

Max  R.  Goldstein,  111  Pearl  St.,  Hartford  06103 

Clarence  W.  Harwood,  80  South  Main  St.,  Middletown 

06457 

Frank  G.  Marx,  425  Montauk  Ave.,  New  London  06320 
John  J.  Mendillo,  45  Trumbull  St.,  New  Haven  06510 
Paul  Myerson,  Griffin  Hospital,  Derby  06418 
Bernard  O.  Nemoitin,  96  Main  St.,  Stamford  06901 
Charles  Polivy,  60  Gillett  St.,  Hartford  06105 
Louis  Rogol,  11  Dogwood  Dr.,  Danbury  06810 
Merrill  B.  Rubinow,  320  Main  St.,  Manchester  06040 
William  M.  Shepard,  64  Grove  St.,  Putnam  06260 
Elliot  Sicklick,  114  Woodland  St.,  Hartford  06105 
James  W.  Tierney,  221  Broad  St.,  Milford  06460 
Phillip  E.  Trowbridge,  85  Jefferson  St.,  Hartford  06106 
William  J.  Waskowitz,  40  Hart  St.,  New  Britain  06052 


Committee  on  National  Legislation 

Leonard  Flom,  1700  Post  Rd.,  Fairfield,  Chairman  06430 
Albert  S.  Atwood,  30  Peck  Rd.,  Torrington  06790 
Raymond  K.  Bopp,  150  Mansfield  Ave.,  Willimantic  06226 
William  B.  Brewster,  85  Jefferson  St.,  Hartford  06106 
Albert  V.  Burke,  195  East  Ave.,  Nonvalk  06851 
Evans  H.  Daniels,  Jr.,  1023  Albany  Ave.,  Hartford  06112 
Max  R.  Goldstein,  111  Pearl  St.,  Hartford  06103 
Morris  A.  Granoff,  327  Whalley  Ave.,  New  Haven  06511 
James  A.  Harkins,  98  Case  St.,  Norwichtown  06360 
Edward  A.  Kamens,  881  Lafayette  St.,  Bridgeport  06603 
Bernard  J.  Kaplan,  21  Woodland  St.,  Hartford  06105 
Stewart  A.  King,  70  Mill  River  Rd.,  Stamford  06902 
Eugene  F.  Lawlor,  165  West  Main  St.,  New  Britain  06052 
E.  Stuart  McCleary,  340  Harrison  Rd.,  Wallingford  06492 
Parviz  B.  Mehri,  1 Padanaram  Rd.,  Danbury  06812 
John  J.  Mendillo,  45  Trumbull  St.,  New  Haven  06510 
Bernard  O.  Nemoitin,  96  Main  St.,  Stamford  06901 
Luke  E.  O’Connor,  57  Union  St.,  Rockville  06066 
Philip  A.  Shelton,  85  Jefferson  St.,  Hartford  06106 
Richard  Wexler,  166  East  Ave.,  Norwalk  06050 


Committee  on  Public  Affairs 

George  E.  Roch,  132  Mansfield  Ave.,  Willimantic,  Chairman 

06226 

Lawrence  B.  Ahrens,  300  Main  St.,  New  Britain  06051 
Cyril  C.  Blaney,  3202  Main  St.,  Bridgeport  06606 
Kenneth  F.  Brandon,  151  Farmington  Ave.,  Hartford  06115 
Louis  W.  Cappucci,  116  Avon  St.,  New  Haven  06511 
Leonard  Flom,  1700  Post  Rd.,  Fairfield  06430 
Francis  Gallo,  Medical  Arts  Building,  Winsted  06098 
Gerard  J.  Lawrence,  150  Mansfield  Ave.,  Willimantic  06226 
William  J.  Murray,  447  Montauk  Ave.,  New  London  06320 
James  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 


“Tolland — Michael  R.  Sharon,  57  Union  St.,  Rockville, 
Chairman  06066 

“Fairfield — Seymour  J.  Baum,  881  Lafayette  St.,  Bridgepoi 

0660 

Fairfield — Edward  A.  Rem,  73  Comstock  Hill  Rd.,  Nev 
Canaan  06840 

“Hartford — Yale  Gordon,  10  Princeton  St.,  West  Hartford  I 

0611 

Hartford — Donald  G.  Russell,  300  Main  St.,  Bristol  0601  \ 
“Litchfield — Walter  P.  Reyelt,  Jr.,  Sharon  Clinic,  Sharon 

0606 

Litchfield — Francis  Gallo,  Medical  Arts  Building,  Winsted  ■ 

0609 

“Middlesex — Malcolm  Gorin,  195  South  Main  St.,  Middle 
town  06457 

Middlesex — Andrew  F.  Turano,  80  South  Main  St.,  Middle 
town  06457 

“New  Haven — Louis  W.  Cappucci,  116  Avon  St.,  Nee 
Haven  06511 

New  Haven — James  II.  Root,  Jr.,  1389  West  Main  St 
Waterbury  06708 

“New  London — Charles  M.  Krinsky,  27  Broad  St.,  Nee 
London  06320 

Neev  London — Malcolm  S.  Edgar,  Jr.,  2 Clinic  Dr.,  Noi 
wich  06360 

Tolland — Oliver  J.  Purnell,  57  Union  St.,  Rockville  0606 
“Windham — Sherman  L.  Waldron,  R.  R.  1,  North  Grosve 
nordale  06255 

Windham — John  L.  Meyer,  Day-Kimball  Hospital,  Putnar 

0626 

Joseph  C.  Czarsty,  314  Main  St.,  Oakville  06799 
Luca  E.  H.  Celentano,  442  Elm  St.,  New  Haven  06511 
Joseph  B.  Forman,  874  Howard  Ave.,  New  Haven  0651 
Edmund  Marinucci,  108  East  Ave.,  Norwalk  06851 
George  M.  McDermott,  35  Woodland  St.,  Bristol  06010 
Samuel  B.  Rentsch,  Sr.,  61  Seymour  Ave.,  Derby  06418 
Murray  A.  Rosenberg,  881  Lafayette  St.,  Bridgeport  0660 
Daniel  Schmitt,  8 West  End  Ave.,  Old  Greenwich  06870 
“County  Nominee 


SCIENTIFIC  AND  SOCIO- 
ENVIRONMENTAL  MEDICINE 

Committee  on  Accident  Prevention  and 
Emergency  Medical  Services 

Edward  R.  Browne,  Windham  Community  Hospital,  Willi 
mantic,  Chairman  06226 

Peter  A.  Arturi,  71  Old  Church  Rd.,  Greenwich  06830 
Harold  S.  Barrett,  79  Elm  St.,  Hartford  06115 
Arnold  M.  Baskin,  111  Park  St.,  New  Haven  06511 
Cyril  C.  Blaney,  3202  Main  St.,  Bridgeport  06606 
Michael  A.  Browne,  1425  Bedford  St.,  Stamford  06905 
Ludmil  Chotkowski,  685  Farmington  Ave.,  Kensington 

0603 

Isaiah  Clark,  1023  Albany  Ave.,  Hartford  06112 
Joseph  M.  Corey,  53  East  Ave.,  Norwalk  06851 
Richard  S.  Dutton,  71  Spencer  St.,  Winsted  06098 
Harry  P.  Engel,  50  Ridgefield  Ave.,  Bridgeport  06610 
Ruben  Fialkoff,  Manchester  Memorial  Hospital,  Mancheste 

0604' 

H.  Patterson  Harris,  Jr.,  Town  Hall,  Fairfield  06430 
James  C.  Hart,  79  Elm  St.,  Hartford  06115 
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/illiam  H.  Johnson,  12  North  Ridge  Rd.,  Westport  06880 
William  N.  Jones,  41  Faire  Harbour  PL,  New  London  06320 
.erald  J.  Lawrence,  150  Mansfield  Ave.,  Willimantic  06226 
rthur  V.  McDowell,  28  Crescent  St.,  Middletown  06457 
>seph  Mignone,  1450  Chapel  St.,  New  Haven  06511 
emard  O.  Nemoitin,  96  Main  St.,  Stamford  06901 
Dwhey  Park,  R.  R.  1,  North  Grosvenordale  06255 
dward  A.  Rem,  73  Comstock  Hill  Rd.,  New  Canaan 

06840 

arl  Rhoades,  111  Park  St.,  New  Haven  06511 
ernard  S.  Shapiro,  121  Wakelee  Ave.,  Ansonia  06401 
>hn  Shoukimas,  21  Woodland  St.,  Hartford  06105 
ugene  Sillman,  67  Lambert  St.,  Meriden  06450 
harles  K.  Skreczko,  67  Trumbull  St.,  New  Haven  06510 
erald  O.  Strauch,  70  Mill  River  St.,  Stamford  06902 
incent  J.  Turco,  140  Woodland  St.,  Hartford  06105 
rancis  P.  A.  Williams,  Bridgeport  Hospital,  Bridgeport 

06610 

orman  A.  Zlotsky,  57  Union  St.,  Rockville  06066 


Committee  on  Aging 

,n  R.  Lawson,  Hebrew  Home,  Tower  Ave.,  Hartford, 
Chairman  06112 

rederick  C.  Barrett,  108  New  London  Tpke.,  Norwich 

06112 

arold  S.  Barrett,  79  Elm  St.,  Hartford  06105 
ichard  I.  Barstow,  The  Village  Green,  Norfolk  06058 
:rry  Crawford,  21  Woodland  St.,  Hartford  06105 
avid  L.  Lieberman,  West  Main  St.,  Chester  06412 
urt  S.  Pelz,  16  Sol’s  Point  Rd.,  Clinton  06413 


Cancer  Coordinating  Committee 

. Tremain  Bradley,  31  Stevens  St.,  Norwalk,  Chairman 
Norwalk  Hospital  06850 

arold  A.  Bergendahl,  120  Lafayette  St.,  Norwich  06360 
W.  W.  Backhus  Hospital 

ndrew  P.  Owens,  50  Ridgefield  Ave.,  Bridgeport  06610 
Bridgeport  Hospital 

[ario  J.  Robles,  46  Bel  Eden  Gardens  Dr.,  Bristol  06010 
Bristol  Hospital 

omeo  A.  Vidone,  880  Racebrook  Rd.,  Orange  06477 
Charlotte  Hungerford  Hospital 
obert  A.  Harwood,  Brookfield  Professional  Center,  Rt.  7, 
Brookfield  06804 
Danbury  Hospital 

>hn  L.  Meyer,  320  Pomfret  St.,  Putnam  06260 
Day-Kimball  Hospital 

hlliam  Hillis,  4 Dearfield  Dr.  Greenwich  06830 
Greenwich  Hospital* 
acancy 

Griffin  Hospital* 

aul  G.  Kuehn,  85  Jefferson  St.,  Hartford  06106 
Hartford  Hospital 

[ugh  F.  Lena,  Jr.,  154  Broad  St.,  New  London  06320 
Lawrence  & Memorial  Hospitals 
•ouglas  Roberts,  Jr.,  29  Haynes  St.,  Manchester  06040 
Manchester  Hospital 

tmes  M.  Toomey,  2 Holcomb  St.,  Hartford  06112 
University-McCook  Hospital 

Jfred  T.  St.  James,  181  North  Main  St.,  Wallingford  06492 
Meriden  Hospital* 


Christie  E.  McLeod,  28  Crescent  St.,  Middletown  06457 
Middlesex  Memorial  Hospital 

Gioacchino  Parrella,  2044  Bridgeport  Ave.,  Milford  06460 
Milford  Hospital* 

Mark,  Josel,  21  Woodland  St.,  Hartford  06105 
Mt.  Sinai  Hospital 

Thomas  J.  Madden,  100  Grand  St.,  New  Britain  06050 
New  Britain  General  Hospital* 

Ernest  M.  Izumi,  R.  F.  D.  1,  Winsted  06098 
New  Milford  Hospital 

John  J.  Kriz,  Rockville  General  Hospital,  Rockville  06066 
Rockville  General  Hospital 
Frank  Lovallo,  Hospital  Hill,  Sharon  06069 
Sharon  Hospital 

Elliot  Sicklick,  114  Woodland  St.,  Hartford  06105 
St.  Francis  Hospital 

William  F.  Stankard,  51  Hartcroft  Rd.,  Stamford  06902 
St.  Joseph’s  Hospital* 

William  E.  Quigley,  195  Grove  St.,  Waterbury  06702 
St.  Mary’s  Hospital 

Wayne  P.  Whitcomb,  1450  Chapel  St.,  New  Haven  06511 
St.  Raphael’s  Hospital 
Vacancy 

Bradley  Memorial  Hospital 
David  J.  Fischer,  111  Park  St.,  New  Haven  06511 
St.  Raphael’s  Hospital 

Michael  L.  D’Aiuto,  50  Ridgefield  Ave.,  Bridgeport  06604 
St.  Vincent’s  Hospital 

Horace  A.  Laffaye,  125  Kings  Hwy.,  Westport  06882 
St.  Vincent’s  Hospital 

Victor  R.  Grann,  98  Hoyt  St.,  Stamford  06905 
Stamford  Hospital 

Barbara  W.  Christine,  Conn.  State  Health  Dept.,  79  Elm  St., 
Hartford  06115 

State  Tumor  Registry* 

Vacancy 

Waterbury  Hospital 
Vacancy 

Winsted  Memorial  Hospital 
Mark  A.  Hayes,  333  Cedar  St.,  New  Haven  06510 
Yale-New  Haven  Hospital 

Matthew  P.  Campione,  405  Broad  St.,  Meriden  06452 
W.  W.  II  Veterans  Memorial  Hospital 
President  Cancer  Society 

Milton  Cooper,  11  Roaring  Brook  Rd.,  Easton  06425 
Representative  Connecticut  Chapter  American  Academy  of 
Family  Practice 

Representative  State  Department  of  Health 

Harold  S.  Barrett,  79  Elm  Street,  Hartford  06115 
* Tumor  Registry 

Executive  Committee 

E.  Tremain  Bradley,  31  Stevens  St.,  Norwalk,  Chairman 

06850 

Barbara  W.  Christine,  79  Elm  St.,  Hartford  06115 
Harold  A.  Bergendahl,  120  Lafayette  St.,  Norwich  06360 
Paul  G.  Kuehn,  85  Jefferson  St.,  Hartford  06106 
Christie  E.  McLeod,  28  Crescent  St.,  Middletown  06457 
Romeo  A.  Vidone,  880  Racebrook  Rd.,  Orange  06477 
Wayne  P.  Whitcomb,  1450  Chapel  St.,  New  Haven  06511 
President  Cancer  Society. 

Representative  State  Department  of  Health 
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Committee  on  Eve  Care 

John  P.  Simses,  1151  Park  Ave.,  Bridgeport,  Chairman 

06604 

Irwin  W.  Abrahams,  95  East  Main  St.,  Meriden  06451 
William  B.  Brewster,  Jr.,  85  Jefferson  St.,  Hartford  06106 
Clement  C.  Clarke,  240  Bradley  St.,  New  Haven  06510 
John  S.  Glenn,  24  Church  St.,  Torrington  06790 
Malcolm  Gorin,  195  South  Main  St.,  Middletown  06457 
Robert  H.  Fenton,  1423  Chapel  St.,  New  Haven  06511 
William  P.  Keefe,  240  Ashley  St.,  Hartford  06105 
John  F.  Kilgus,  119  Capitol  Ave.,  Hartford  06105 
Dorothy  B.  Leib,  34  Channing  St.,  New  London  06320 
Harold  C.  Patterson,  93  West  St.,  Danbury  06810 
Malcolm  S.  Roth,  100  Constitution  Plaza,  Hartford  06103 
Daniel  M.  Taylor,  300  Kensington  St.,  New  Britain  06051 
Edwin  F.  Trautman,  5367  Main  St.,  Trumbull  06611 


Committee  on  Maternal  Morbidity 
and  Mortality 

Orvan  W.  Hess,  2 Church  St.,  So.,  New  Haven,  Chairman 

06519 

A.  Ezra  Andrews,  500  Blue  Hills  Ave.,  Hartford  06112 
Michael  P.  Atkins,  57  Union  St.,  Rockville  06066 
Louis  C.  Backhus,  41  Holmes  Ave.,  Waterbury  06710 
William  C.  Billings,  Yale  Health  Service,  New  Haven 

06520 

Malcolm  Brochin,  186  Sherman  Ave.,  New  Haven  06511 
R.  Clay  Burchell,  Hartford  Hospital,  Hartford  06115 
Salvatore  R.  Carrabba,  21  Woodland  St.,  Hartford  06105 
Charles  B.  Cheney,  111  Park  St.,  New  Haven  06511 
Clarence  D.  Davis,  333  Cedar  St.,  New  Haven  06510 
George  Dorfman,  40  Hart  St.,  New  Britain  06052 
Frederick  S.  Eadie,  120  Lafayette  St.,  Norwich  06360 
Howard  S.  Eckels,  4747  Main  St.,  Bridgeport  06606 
Esmail  K.  Faiaz,  21  Woodland  St.,  Hartford  06105 
John  M.  Gibbons,  Jr.,  114  Woodland  St.,  Hartford  06105 
Morley  M.  Goldberg,  84  Locust  Ave.,  Danbury  06810 
Peter  A.  Goodhue,  70  Mill  River  St.,  Stamford  06902 
Robert  S.  Gordon,  111  Park  St.,  New  Haven  06511 
Frederick  W.  Hehre,  789  Howard  Ave.,  New  Haven  06504 
Joseph  L.  Horowitz,  2616  Main  St.,  Bridgeport  06606 
Richard  F.  Jones,  III,  85  Jefferson  St.,  Hartford  06106 
John  R.  Lyddy,  2875  Main  St.,  Stratford  06497 
Herbert  Magram,  45  Crescent  St.,  Middletown  06457 
Donald  J.  McCrann,  36  Woodland  St.,  Hartford  06105 
Murat  A.  Merdinolu,  152  East  Ave.,  Norwalk  06851 
Edwin  J.  T.  Moore,  89  Roseland  Ave.,  Waterbury  06710 
Donald  W.  Morrison,  17  Haynes  St.,  Manchester  06040 
Joseph  T.  Murray,  342  Montauk  Ave.,  New  London  06320 
Richard  T.  Otis,  Hartford  Hospital,  Hartford  06115 
Stewart  J.  Petrie,  56  Minerva  St.,  Derby  06418 
John  M.  Pierce,  71  Spencer  St.,  Winsted  06098 
A.  Rocke  Robertson,  P.  O.  Box  1107,  Torrington  06790 
David  Robinson,  21  Woodland  St.,  Hartford  06105 
William  J.  Rogers,  10  Mott  Ave.,  Norwalk  06850 
Melvin  J.  Sandler,  132  Mansfield  Ave.,  Willimantic  06226 
Philip  E.  Sumner,  191  Main  St.,  Manchester  06040 
Bernard  R.  Swan,  291  Whitney  Ave.,  New  Haven  06511 
Archibald  W.  Thomson,  80  South  Main  St.,  Middletown 

06457 

Robert  H.  Wyatt,  1 Perryridge  Rd.,  Greenwich  06830 


Committee  on  Mental  Health 

John  Donnelly,  200  Retreat  Ave.,  Hartford,  Chairman 

1969- 1974  0610i 

John  E.  Donnelly,  Clay  Rd.,  Bethany  1972-1977  0652! ' 

Bruce  R.  Valentine,  E.  F.  Clarke  Mem.  Ctr.,  Abington 

1972- 1977  06231 

David  Luchs,  Schoolhouse  Rd.,  Colebrook  (nominee) 

1973- 1978  0602 

Sal  A.  Prins,  67  Old  Mill  Rd.,  Middletown  (nominee) 

1973-1978  0645' 

Arnold  H.  Becker,  300  Main  St.,  Bristol 

1970- 1975  0601( 

E.  Lloyd  Dawe,  8 West  St.,  Danbury  1969-1974  0681( 

Richard  T.  Kramer,  24  Mason  St.,  Torrington 

1970- 1975  0679< 

Witold  Kawecki,  165  W.  Main  St.,  New  Britain 

1971- 1976  0605. 

Walter  W.  Kemp,  21  Broad  St.,  Stamford 

1971-1976  0690: 


Committee  on  Occupational  Health 

George  F.  Martelon,  1285  Boston  Ave.,  Bridgeport,  Chair 
man  06610 

Robert  E.  Brubaker,  275  Winchester  Ave.,  New  Haven 

0651) 

Robert  W.  Butler,  Scovill  Manufacturing  Company,  Water- 
bury  06720 

Andrew  J.  Canzonetti,  Scovill  Manufacturing  Company 
Waterbury  0672( 

Rinaldo  J.  Cavalieri,  454  Highland  St.,  Wethersfield  06101 
William  W.  Dickinson,  63  Hill  Ave.,  Yalesville  06494 
Morris  A.  Granoff,  327  Whalley  Ave.,  New  Haven  06511 
Richard  J.  Hinchey,  Westwood  Dr.,  Middlebury  06762 
J.  Howard  Johnston,  522  Wolcott  Hill  Rd.,  Wethersfield 

06101 

John  F.  Kilgus,  119  Capitol  Ave.,  Hartford  06103 
Herbert  L.  Kraut,  47  Oak  St.,  Stamford  06905 
Thomas  F.  V.  LaPorte,  33  Puritan  Rd.,  Bristol  06010 
William  Lee,  Hartford  Hospital,  Hartford  06115 
Colman  Lopatin,  971  Fairfield  Ave.,  Bridgeport  06605 
A.  Duncan  MacDougall,  174  Bridge  St.,  Groton  06343 
Eugene  M.  Marks,  939  Barnum  Ave.,  Bridgeport  06602 
J.  Wister  Meigs,  60  College  St.,  New  Haven  06510 
Dickson  Osbom,  153  East  Avenue,  Norwalk  06851 
Nicholas  Samponaro,  241  Main  Street,  Torrington  06790 
Joseph  J.  Stapor,  536  Gospel  La.,  Orange  06477 
Fowler  F.  White,  R.  F.  D.  2,  Litchfield  06759 


Committee  on  Organ  and  Tissue  Transfer 

John  E.  Thayer,  114  Woodland  St.,  Hartford  06105 
Marion  F.  Baxter,  315  Tall  Timbers  Rd.,  Glastonbury 

06033 

Ronald  S.  Beckett,  Hartford  Hospital,  Hartford  06115 
Joseph  R.  Bove,  Yale-New  Haven  Hospital,  New  Haven 

06504 

Edwin  N.  Clayton,  Lawrence  and  Memorial  Hospitals,  New 
London  06320 

Milton  Cooper,  881  Lafayette  St.,  Bridgeport  06603 
Marcus  E.  Cox,  St.  Mary’s  Hospital,  Waterbury  06702 
Roger  K.  Gilbert,  Waterbury  Hospital,  Waterbury  06708 
Elliott  M.  Gross,  2 Holcomb  St.,  Hartford  06112 
Bernard  Lytton,  789  Howard  Ave.,  New  Haven  06504 
Christie  E.  McLeod,  28  Crescent  St.,  Middletown  06457 
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Edward  E.  Morse,  2 Holcomb  St.,  Hartford  06112 
Clair  Rankin,  1329  Blvd.,  West  Hartford  06119 
Michael  A.  Rossi,  85  Jefferson  St.,  Hartford  06106 
Herbert  Silver,  80  Seymour  St.,  Hartford  06115 
[David  P.  Stiff,  2820  Main  St.,  Bridgeport  06606 
Hollis  N.  Truax,  Norwalk  Hospital,  Norwalk  06850 


Committee  to  Study  Perinatal  Morbidity 
and  Mortality 


(William  E.  Lattanzi,  Hospital  of  St.  Raphael,  New  Haven, 
Chairman  06511 

Richard  S.  Banfield,  Jr.,  Morgan  St.,  Stamford  06905 
Bernard  Beatman,  34  Channing  St.,  New  London  06320 
Metin  Bedizel,  320  Main  St.,  Manchester  06040 
George  A.  Bonner,  111  Sherman  Ave.,  New  Haven  06511 
John  A.  Britting,  697  Poquonock  St.,  Windsor  06905 
Frank  J.  Carter,  120  Lafayette  St.,  Norwich  06360 
Clarence  D.  Davis,  363  Cedar  St.,  New  Haven  06510 
Robert  C.  Emmel,  1005  Farmington  Ave.,  West  Hartford 

06107 

!Esmail  K.  Faiaz,  21  Woodland  St.,  Hartford  06105 
Luther  W.  Gibson,  132  Mansfield  Ave.,  Willimantic  06226 
William  Glaser,  2 Church  St.  So.,  New  Haven  06519 
Louis  Guss,  59  Sachem  St.,  Norwich  06360 
Robert  L.  Harris,  758  Farmington  Ave.,  Hartford  06105 
William  E.  Hart,  77  Canterbury  St.,  Hartford  06112 
jOrvan  W.  Hess,  2 Church  St.  So.,  New  Haven  06519 
[David  B.  Hickox,  80  South  Main  St.,  Middletown  06457 
Robert  Hook,  789  Howard  Ave.,  New  Haven  06504 
Julius  Landwirth,  Bridgeport  Hospital,  Bridgeport  06610 
Ellen  L.  Marmer,  57  Union  St.,  Rockville  06066 
Sergio  G.  Manimbo,  269  W.  Lane  St.,  Stamford  06905 
fames  V.  Minor,  Jr.,  10  Mott  Ave.,  Norwalk  06850 
Maria  N.  Nepomuceno,  132  Mansfield  Ave.,  Willimantic 

06226 

Douglas  D.  Perry,  1 Bellevue  Ave.,  Bristol  06010 

John  R.  Russo,  3296  Main  St.,  Bridgeport  06606 

Harold  Shapiro,  57  Union  St.,  Rockville  06066 

Estelle  Siker,  79  Elm  St.,  Hartford  06115 

Norman  E.  Smith,  Jr.,  71  Spencer  St.,  Winsted  06098 

Virginia  M.  Stuermer,  2 Church  St.  So.,  New  Haven  06519 

Herman  Wolfson,  142  Market  Sq.,  Newington  06111 


Committee  on  Public  Health 

Marjorie  A.  Purnell,  23  Davis  Ave.,  Rockville  06066 
Joseph  J.  Bellizzi,  60  Gillett  St.,  Hartford  06105 
Gunar  N.  Bohan,  165  Miller  St.,  Meriden  06450 
George  N.  Bowers,  Jr.,  80  Seymour  St.,  Hartford  06115 
Lawrence  M.  Blum,  325  Reef  Rd.,  Fairfield  06430 
Norton  G.  Chaucer,  56  Coventry  St.,  Hartford  06112 
James  P.  Dudley,  3 Putnam  Hill,  Greenwich  06830 
Benjamin  D.  Gordon,  Bridgeport  Hospital,  Bridgeport  06610 
Clarence  W.  Harwood,  80  South  Main  St.,  Middletown 

06457 

David  S.  Hastings,  15  Woodland  St.,  Stafford  Springs 

06076 

[George  Kraus,  Town  Hall  Annex,  Greenwich  06830 
Benjamin  Levy,  85  Jefferson  St.,  Hartford  06106 
Harold  Lipton,  79  Elm  St.,  Hartford  06115 
Christie  E.  McLeod,  28  Crescent  St.,  Middletown  06457 
(Stanley  H.  Osborn,  36  Cobbs  Rd.,  West  Hartford  06107 


Mario  L.  Palmieri,  200  Coleman  Rd.,  Middletown  06457 
Leonard  Parente,  Town  Hall,  Hamden  06518 
Joseph  P.  Rossi,  8 Ferry  La.,  Westport  06880 
Brigid  I.  Russell,  81  Carpenter  St.,  Meriden  06452 
Jay  D.  Smith,  10  Princeton  St.,  West  Hartford  06110 
Susan  B.  Spencer,  19  Taylor  St.,  Torrington  06790 
Edwin  F.  Trautman,  5367  Main  St.,  Trumbull  06611 
Edward  T.  Wakeman,  240  Bradley  St.,  New  Haven  06510 
Joseph  M.  Wool,  271  Montauk  Ave.,  New  London  06320 


Committee  on  Rehabilitation 

Thomas  F.  Hines,  Gaylord  Hospital,  Wallingford,  Chairman 

06492 

John  C.  Allen,  Hartford  Hospital,  Hartford  06115 
William  H.  Baird,  105  North  St.,  Milford  06460 
Jerry  Crawford,  21  Woodland  St.,  Hartford  (Aging)  06105 
Dudley  A.  Ferrari,  36  Haynes  St.,  Manchester  06040 
L.  Ronald  Homza,  2660  Main  St.,  Bridgeport  06606 
Witold  Kawecki,  165  W.  Main  St.,  New  Britain  (Mental 
Health)  06051 

John  J.  Lawrence,  2660  Main  St.,  Bridgeport  06606 
Sung  J.  Liao,  Skyline  Dr.,  Middlebury  06726 
Forrest  E.  H.  Lightbody,  Greenwich  Hospital  Association, 
Greenwich  06830 

James  W.  Major,  150  Mansfield  Ave.,  Willimantic  06226 
Paul  F.  McAlenney,  2 Church  St.  So.,  New  Haven  06519 
George  F.  Martelon,  1285  Boston  Ave.,  Bridgeport  ( Occupa- 
tional Health)  06610 

Franklin  Robinson,  2 Church  St.  So.,  New  Haven  06519 
Charles  E.  Roh,  85  Jefferson  St.,  Hartford  (Hospitals)  06106 
Edward  Scull,  85  Jefferson  St.,  Hartford  06106 
William  M.  Shepard,  64  Grove  St.,  Putnam  (State  Legisla- 
tion ) 06260 

Victor  G.  Sonnen,  Broad  Brook  Rd.,  Hazardville  06036 
Susan  B.  Spencer,  19  Taylor  St.,  Torrington  (Public  Health) 

06790 

Leslie  A.  Tury,  71  Spencer  St.,  Winsted  06098 

Earl  E.  Van  Derwerker,  Milford  Hospital,  Milford  06460 

Arthur  D.  Wolf,  85  Jefferson  St.,  Hartford  06106 


Committee  on  Rural  Health 

Mervyn  H.  Little,  132  Mansfield  Ave.,  Willimantic,  Chair- 
man 06226 

Richard  I.  Barstow,  The  Village  Green,  Norfolk  06058 
Neil  H.  Brooks,  1 Ellington  Ave.,  Rockville  06066 
Allyn  B.  Dambeck,  R.  F.  D.  4,  Rockville  06066 
Ludmil  A.  Chotkowski,  685  Farmington  Ave.,  Kensington 

06037 

G.  S.  Gudernatch,  Main  St.,  Sharon  06069 
Rudolp  E.  Klare,  Route  169,  East  Woodstock  06244 
Nicholas  Nickou,  687  Main  St.,  Branford  06405 
Richard  L.  Rosenthal,  687  Main  St.,  Branford  06405 
Daniel  P.  Samson,  147  Elm  St.,  Thomaston  06787 
Carl  H.  Wies,  115  Huntington  St.,  New  London  06320 
Edward  J.  Zaczynski,  150  Hill  St.,  Suffield  06078 
Edward  J.  Zebrowski,  120  W.  Main  St.,  Plainville  06062 
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Committee  on  Statewide  Medical  Planning 

Frederick  C.  Weber,  Jr.,  185  Putnam  Park,  Greenwich 
Chairman  06830 

Sidney  L.  Cramer,  21  Woodland  St.,  Hartford  06105 
J.  Alfred  Fabro,  94  Church  St.,  Torrington  06790 
Jerome  K.  Freedman,  1423  Chapel  St.,  New  Haven  06511 
Marvin  Garrell,  205  Stillson  Rd.,  Fairfield  06432 
Morris  A.  Granoff,  327  Whalley  Ave.,  New  Haven  06511 
David  A.  Grendon,  Sharon  Hospital,  Sharon  06069 
Orvan  W.  Hess,  2 Church  St.  So.,  New  Haven  06519 
Carl  W.  Johnson,  11  North  Main  St.,  Thompsonville  06082 
Saul  S.  Milles,  100  York  St.,  New  Haven  06511 
Leonard  Parente,  Hamden  Town  Hall,  Hamden  06518 
Oliver  J.  Purnell,  57  Union  St.,  Rockville  06066 
Edward  A.  Rem,  73  Comstock  Hill  Rd.,  New  Canaan  06840 
James  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 
Hilliard  Spitz,  447  Montauk  Ave.,  New  London  06320 
Andrew  F.  Turano,  80  South  Main  St.,  Middletown  06457 


REPRESENTATIVES  AND  ADVISORS 

Committee  on  Allied  Medical  Services 

Hilliard  Spitz,  447  Montauk  Ave.,  New  London,  Chairman 

06320 

Kenneth  F.  Brandon,  151  Farmington  Ave.,  Hartford  06115 
David  A.  Grendon,  Sharon  Hospital,  Sharon  06069 
Albert  J.  Howard,  432  Whalley  Ave.,  New  Haven  06511 
Robert  L.  Madison,  27  Strawberry  Hill  Rd.,  Stamford  06902 
Kurt  S.  Pelz,  16  Sol’s  Point  Rd.,  Clinton  06413 
Oliver  J.  Purnell,  57  Union  St.,  Rockville  06066 
Edward  A.  Rem,  73  Comstock  Hill  Rd.,  New  Canaan  06840 
John  E.  Thayer,  114  Woodland  St.,  Hartford  06105 


Conference  Committee  With  Connecticut 
Bar  Association 

Harry  P.  Engel,  50  Ridgefield  Ave.,  Rridgeport,  Chairman 

06610 

Max  G.  Carter,  670  George  St.,  New  Haven  06511 
Samuel  Climo,  291  Whitney  Ave.,  New  Haven  06511 
Marcus  E.  Cox,  St.  Mary’s  Hospital,  Waterbury  06702 
George  A.  Garofalo,  30  DeRamo  PL,  Bridgeport  06606 
James  A.  Harkins,  98  Case  St.,  Norwichtown  06360 
Richmond  C.  Hubbard,  59  Main  St.,  Danbury  06810 
William  B.  Koufman,  186  Sherman  Ave.,  New  Haven 

06511 

Thomas  J.  Masterson,  2 Clinic  Drive,  Norwich  06360 
Robert  B.  Miller,  Fairfield  Hills  Hospital,  Newtown  06470 
Samuel  B.  Rentsch,  Sr.,  61  Seymour  Ave.,  Derby  06418 


Committee  on  Hospitals 

Guy  W.  Van  Syckle,  30  Hospital  Ave.,  Danbury,  Chairman 

06810 

Robert  R.  Bemeike,  878  Howard  Ave.,  New  Haven  06519 
Frank  L.  Bird,  132  Mansfield  Ave.,  Willimantic  06226 
J.  Alfred  Fabro,  94  Church  St.,  Torrington  06790 
Edward  J.  Flynn,  10  Mott  Ave.,  Norwalk  06850 
David  A.  Grendon,  Sharon  Hospital,  Sharon  06069 
Edwin  Hankin,  1305  Post  Rd.,  Fairfield  06430 
E.  Marvin  Henken,  21  Woodland  St.,  Hartford  06105 


Arnold  II.  Janzen,  85  Jefferson  St.,  Hartford  06106 
Ronald  S.  Kundargi,  Hospital  of  St.  Raphael,  New  Have 

0651 

M.  Joseph  Mancinelli,  Revonah  Woods,  Stamford  06905 
Christie  E.  McLeod,  28  Crescent  St.,  Middletown  06457 
William  T.  Murray,  Jr.,  447  Montauk  Ave.,  New  London 

0632 

Charles  Polivy,  60  Gillett  St.,  Hartford  06105 
Marjorie  A.  Purnell,  23  Davis  Ave.,  Rockville  06066 
Charles  E.  Roh,  85  Jefferson  St.,  Hartford  06106 
H.  Peter  Schwarz,  120  Lafayette  St.,  Norwich  06360 


Committee  on  Cooperation  With  the  Medical 
Schools  of  Connecticut 

Edward  Nichols,  85  Jefferson  St.,  Hartford,  Chairman 

0610 

Sidney  L.  Cramer,  21  Woodland  St.,  Hartford  06105 
William  F.  Eckhardt,  Jr.,  173  East  Ave.,  New  Canaan  06481 
Carl  A.  Jaeger,  4 Dearfield  Dr.,  Greenwich  06832 
Herbert  D.  Lewis,  111  Park  St.,  New  Haven  06511 
N.  William  Wawro,  85  Jefferson  St.,  Hartford  06106 
Herman  Wolfson,  142  Market  Sq.,  Newington  06111 


Conference  Committee  With  Connecticut 
Pharmaceutical  Association 

Elliott  R.  Mayo,  129  Prospect  St.,  Waterbury,  Chairman 

0670! 

Bradford  S.  Colwell,  299  Washington  Ave.,  Hamden  06511 
Pasquale  J.  Costa,  Summit  Dr.,  Jewett  City  06451 
Bernard  O.  Nemoitin,  96  Main  St.,  Stamford  06901 
William  F.  Van  Eck,  228  Main  St.,  East  Haven  06512 


Liaison  Committee  With  Welfare  Department 

Leo  P.  Giardi,  561  New  Britain  Ave.,  Hartford  06106 
Frederick  A.  Beardsley,  Jr.,  132  Mansfield  Ave.,  Willimantic 

0622C 

Kenneth  F.  Brandon,  151  Farmington  Ave.,  Hartford 

06115 

Sidney  L.  Cramer,  21  Woodland  St.,  Hartford  06105 
Joseph  Czarsty,  314  Main  St.,  Oakville  06779 
Evans  H.  Daniels,  Jr.,  1023  Albany  Ave.,  Hartford  06112 
Milton  L.  Jennes,  1389  West  Main  St.,  Waterbury  06708 
Morris  A.  Granoff,  327  Whalley  Ave.,  New  Haven  06511 
Richard  F.  Grant,  482  Main  St.,  Cromwell  06416 
Arthur  D.  Keefe,  477  Conn.  Blvd.,  East  Hartford  06108 
Beverly  C.  Pass,  71  Spencer  St.,  Winsted  06098 
Charles  Polivy,  60  Gillett  St.,  Hartford  06105 
Marjorie  A.  Purnell,  23  Davis  Ave.,  Rockville  06066 
James  E.  Ryan,  750  Sport  Hill  Rd.,  Easton  06425 
Herbert  S.  Sacks,  110  Laurel  Rd.,  New  Haven  06515 
Norman  E.  Smith,  Jr.,  71  Spencer  St.,  Winsted  06098 
Andrew  F.  Turano,  80  South  Main  St.,  Middletown  06457 
Ely  C.  Wagshul,  285  Broad  St.,  Meriden  06450 
Clifford  E.  Wilson,  7 Clinic  Dr.,  Norwich  06360 
Herman  Wolfson,  142  Market  Sq.,  Newington  06111 
John  Wright,  80  South  Main  St.,  Middletown  06457 


Advisory  Committee  to  Woman’s  Auxiliary 

Norman  H.  Gardner,  25  Main  St.,  East  Hampton,  Chairman 

06424 

E.  Tremain  Bradley,  31  Stevens  St.,  Norwalk  06850 
ifohn  J.  Mendillo,  45  Trumbull  St.,  New  Haven  06510 
jvVilliam  M.  Shepard,  64  Grove  St.,  Putnam  06260 


jtlEPRESENT'ATIVE  TO  CONNECTICUT  HEALTH  LEAGUE 

[).  Norman  Markley,  422  Farmington  Ave.,  Hartford  06105 
\rthur  D.  Keefe,  St.  Francis  Hospital,  Hartford  06105 
vVilliam  T.  Cronin,  395  West  Ave.,  Norwalk  06850 


Delegates  to  the  Council  of  New  England 
State  Medical  Societies 

.^resident,  Chairman  Sidney  L.  Cramer 
Aesident-Elect 

Cenneth  F.  Brandon,  151  Farmington  Ave.,  Hartford  06115 
vf.  David  Deren,  1260  Park  Ave.,  Bridgeport  06604 
3.  S.  Gudernatch,  Main  St.,  Sharon  06069 
William  M.  Shepard,  64  Grove  St.,  Putnam  06260 


Delegates  to  Connecticut  Nutrition  Council 

3enjamin  Levy,  85  Jefferson  St.,  Hartford  06106 
Wilson  F.  Smith,  25  Bainbridge  Rd.,  West  Hartford  06119 


Representatives  to  Connecticut  Advisory 
Council  on  School  Health 

(Term  9/73-9/76) 

oseph  J.  Bellizzi,  60  Gillett  St.,  Hartford,  Delegate  06105 
Louis  A.  Parrella,  25  Trumbull  PL,  North  Haven,  Alternate 
Delegate  06473 


Delegates  to  Special  Societies 

Guy  W.  Van  Syekle,  30  Hospital  Ave.,  Danbury  06810 
Delegate  to  Connecticut  Hospital  Association 

Elliott  R.  Mayo,  129  Prospect  St.,  Waterbury  06702 
Delegate  to  Connecticut  Pharmaceutical  Association 

Sidney  L.  Cramer,  21  Woodland  St.,  Hartford  06105 
Delegate  to  Connecticut  State  Dental  Association 

James  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 
Delegate  to  Connecticut  Nurses’  Association 


Delegates  to  State  Medical  Societies 
(July  1,  1973  - June  30,  1974) 

Maine 

Norman  H.  Gardner,  25  Main  St.,  East  Hampton  06424 
Bernard  O.  Nemoitin,  96  Main  St.,  Stamford  06901 

Massachusetts 

James  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 
Guy  W.  Van  Syekle,  30  Hospital  Ave.,  Danbury  06810 

New  Hampshire 

Stewart  J.  Petrie,  56  Minerva  St.,  Derby  06418 
William  M.  Shepard,  64  Grove  St.,  Putnam  06260 

New  Jersey 

E.  Tremain  Bradley,  31  Stevens  St.,  Norwalk  06850 
Clifford  E.  Wilson,  7 Clinic  Dr.,  Norwich  06360 

New  York 

Sidney  L.  Cramer,  21  Woodland  St.,  Hartford  06105 
James  H.  Root,  Jr.,  1389  West  Main  St.,  Waterbury  06708 

Rhode  Island 

Morris  A.  Granoff,  327  Whalley  Ave.,  New  Haven  06511 
Ralph  L,  Gilman,  Dog  Lane,  Storrs  06268 

Vermont 

Clarence  W.  Harwood,  80  South  Main  St.,  Middletown 

06457 

John  Shoukimas,  21  Woodland  St.,  Hartford  06105 
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ALPHABETICAL  LISTING 

OF  TOWNS 

DESIGNATING 

ROSTET 

COUNTY  LOCATION 

Town 

County 

Town 

County 

Town 

County 

Abington  

Windham 

Elmwood  

Hartford 

Naugatuck 

New  Haver 

Amston 

..  New  London 

Enfield 

Hartford 

New  Britain 

Hartforc 

Andover  

Tolland 

Essex  

Middlesex 

New  Canaan 

Fairfielc 

Ansonia 

New  Haven 

Fairfield 

Fairfield 

New  Fairfield 

Fairfielc 

Ashford  

Windham 

Falls  Village 

Litchfield 

Newfield  

Middlesex 

Avon 

Hartford 

Farmington 

Hartford 

New  Hartford 

Litchfielc 

Baltic 

New  London 

Forestville 

Hartford 

New  Haven 

New  Haver 

Bantam  

Litchfield 

Franklin  

New  London 

Newington 

Hartforc 

Barkhamsted 

Litchfield 

Gales  Ferry 

New  London 

New  London 

New  Londor 

Beacon  Falls 

New  Haven 

Georgetown 

Fairfield 

New  Milford 

Litchfielc 

Berlin  

Hartford 

Gilman 

New  London 

New  Preston 

Litchfielc 

Bethany  

New  Haven 

Glastonbury  

Hartford 

Newtown  

Fairfielc 

Fairfield 

Glenbrook 

Fairfield 

Niantic  

New  Londor 

Bethlehem  

Litchfield 

Glenville 

Fairfield 

Nichols  

Fairfielc 

Bloomfield 

Hartford 

Goshen  

Litchfield 

Noank 

New  Londor 

Bolton  

Tolland 

Granby  

Hartford 

Norfolk 

Litchfielc 

Bozrah 

New  London 

Greens  Farms 

Fairfield 

Noroton  

Fairfielc 

Branford 

New  Haven 

Greenwich 

Fairfield 

North  Branford 

New  Haver 

Bridgeport 

Fairfield 

Griswold 

New  London 

Northford 

New  Haver 

Bridgewater  

Litchfield 

Croton  

New  London 

North  Canaan 

Litchfield 

Bristol  

Hartford 

Guilford  

New  Haven 

North  Granby 

Hartford 

Broad  Brook 

Hartford 

Haddam 

Middlesex 

North  Haven 

New  Haver 

Brookfield 

Fairfield 

Hadlyme 

New  London 

North  Madison 

New  Haver 

Brookfield  Center 

Fairfield 

Hamburg 

New  London 

North  Stonington 

New  Londor 

Brooklyn 

Windham 

Hamden 

New  Haven 

North  Woodbury 

Litchfield 

Burlington 

Hartford 

Hampton 

Windham 

Norwalk 

Fairfield 

Byram 

Fairfield 

Hawleyville 

Fairfield 

Norwich  

New  Londor 

Canaan 

Litchfield 

Hartford 

Hartford 

Norwichtown 

New  Londor 

Canterbury  

Windham 

Hartland 

Hartford 

Oakdale 

New  Londor 

Canton 

Hartford 

Harwinton 

Litchfield 

Oakville 

Litchfield 

Centerbrook 

Middlesex 

Hazardville 

Hartford 

Old  Greenwich 

Fairfield 

Central  Village 

New  London 

Hebron 

Tolland 

Old  Lyme 

New  Londor 

Chaplin 

Windham 

Higganum 

Middlesex 

Old  Saybrook 

Middlesex 

Cheshire  

New  Haven 

Huntington 

Fairfield 

Orange  

New  Haver 

Chester 

Middlesex 

Jewett  City 

New  London 

Oxford  

New  Haver 

Chestnut  Hill 

Windham 

Kensington 

Hartford 

Pawtucket 

New  Londor, 

Clinton  

Middlesex 

Kent 

Litchfield 

Plainfield 

Windham 

Colchester 

New  London 

Killingly 

Windham 

Plainville 

Hartford 

Colebrook 

Litchfield 

Killingworth 

Middlesex 

Plantsville 

Hartford 

Collinsville  

Hartford 

Lakeville  

Litchfield 

Pleasant  Valiev  

Litchfield 

Columbia 

Tolland 

Lebanon 

New  London 

Plymouth  

Litchfield 

Cornwall 

Litchfield 

Ledyard  

New  London 

Pomfret 

Windham 

Cornwall  Bridge  

Litchfield 

Lisbon 

New  London 

Poquonock 

Hartford 

Cos  Cob 

Fairfield 

Litchfield 

Litchfield 

Portland 

Middlesex 

Coventry 

Tolland 

Long  Hill 

Fairfield 

Preston 

New  Londor 

Cromwell 

Middlesex 

Lyme  

New  London 

Prospect  

New  Haver 

Danbury  

Fairfield 

Madison  

New  Haven 

Putnam 

Windham 

Danielson  

Windham 

Manchester 

Hartford 

Quaker  Hill 

New  Londor 

Darien 

Fairfield 

Mansfield 

Tolland 

Redding 

Fairfield 

Deep  River 

Middlesex 

Mansfield  Center 

Tolland 

Ridgefield 

Fairfield 

Derby 

New  Haven 

Mansfield  Depot 

Tolland 

Riverside 

Fairfield 

Devon  

New  Haven 

Marble  Dale 

Litchfield 

Rockfall 

Middlesex 

Durham 

Middlesex 

Marlborough 

Hartford 

Rocky  Hill 

Hartford 

Eastford 

Windham 

Meriden 

New  Haven 

Rockville 

Tolland 

East  Granby 

Hartford 

Middleburv 

New  Haven 

Rowayton 

Fairfield 

East  Haddam 

Middlesex 

Middlefield 

Middlesex 

Roxbury 

Litchfield 

East  Hampton 

Middlesex 

Middletown 

Middlesex 

Salem 

New  Londor 

East  Hartford 

Hartford 

Milford 

New  Haven 

Salisbury 

Litchfield 

East  Haven  

New  Haven 

Monroe 

Fairfield 

Sandy  Hook 

Fairfielc 

East  Lyme  

New  London 

Montville 

New  London 

Saybrook 

Middlesex 

Easton 

Fairfield 

Moodus  

Middlesex 

Saybrook  Pt. 

Middlesex 

East  Norwalk 

Fairfield 

Morris 

Litchfield 

Scotland 

Windham 

East  Windsor 

Hartford 

Morris  Cove 

New  Haven 

Seymour 

New  Haver 

East  Woodstock 

Windham 

Mount  Carmel 

New  Haven 

Sharon 

Litchfield 

Ellington 

Tolland 

Mystic  

New  London 

Shelton 

Fairfield 
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T own 

County 

Town 

County 

Town 

County 

Sherman  

Fairfield 

Suffield  

Hartford 

Waterford 

New  London 

Shippan  Pt 

Fairfield 

l aconic  

Middlesex 

Watertown  

Litchfield 

Silvermine  

Fairfield 

Taftville 

New  London 

Westbrook 

Middlesex 

Simsbury  

Hartford 

Terry  ville 

Litchfield 

West  Cornwall 

Litchfield 

Somers 

Tolland 

Thomaston  

Litchfield 

West  Hartford 

Hartford 

Southbury  

New  Haven 

Thompson 

Windham 

West  Haven 

New  Haven 

South  Coventry  

Tolland 

Thompsonville 

Hartford 

Weston  

Fairfield 

South  Glastonbury 

Hartford 

Tolland 

Tolland 

Westport  

Fairfield 

Southington  

Hartford 

Torrington  

Litchfield 

West  Simsbury  

Hartford 

South  Kent  

Litchfield 

Trumbull 

Fairfield 

Wethersfield 

Hartford 

South  Manchester 

Hartford 

Uncasville 

New  London 

Willington 

Fairfield 

South  Norwalk 

Fairfield 

Union  

Tolland 

Wilton  

Fairfield 

Southport  

Fairfield 

Union  City 

New  Haven 

Winchester  

Litchfield 

South  Windsor  

Hartford 

Unionville  

Hartford 

Windham  

Windham 

Sprague  

Tolland 

Vernon  

Tolland 

Windsor  

Hartford 

Springdale 

Fairfield 

Versailles  

New  London 

Windsor  Locks  

Hartford 

Stafford  Springs  

Tolland 

Voluntown  

New  London 

Winsted  

Litchfield 

Stamford  

Fairfield 

Wallingford 

New  Haven 

Wolcott  

New  Haven 

Stepney  Depot 

Fairfield 

Mapping 

Hartford 

Woodbridge  

New  Haven 

Sterling  

Windham 

Warehouse  Pt 

Hartford 

Woodbury 

Litchfield 

Stonington  

New  London 

Warren 

Litchfield 

Woodmont  

New  Haven 

Storrs 

Stratford  

Tolland 

Fairfield 

Washington  

Waterbury  

Litchfield 

New  Haven 

Woodstock  

Windham 
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ROSTER  OF  MEMBERS  1973 


Fairfield  County  Association 

President:  John  P.  Gens,  153  East  Ave.,  Norwalk  06851 
Vice-President:  Edward  A.  Kamens,  881  Lafayette,  Bridge- 
port 06604 

Secretary:  Ralph  L.  Parker,  881  Lafayette,  Bridgeport 

06604 

Treasurer:  H.  David  Frank,  114  State,  Bridgeport  06603 
Councilor:  Bernard  O.  Nemoitin,  96  Main,  Stamford 

06901 

Associate  Councilors: 

Edmund  F.  Hecklau,  36  Sherwood  PL,  Greenwich 

06830 

Vacancy 

Executive  Secretary:  Mr.  Arnold  P.  Olson 

Executive  office:  285  Golden  Hill,  Bridgeport  06604 
Annual  Meeting,  Second  Tuesday  in  April 
Semi-Annual  Meeting,  First  Wednesday  in  October 


BETHEL  06801 

1967  King,  Edmund  Joseph,  Old  Shelter  Rock  Rd. 
1945  Mandl,  George,  234  Greenwood  Ave. 

1938  Trimpert,  Albert  Joseph,  155  Greenwood  Ave. 

1939  Wolfson,  Dexter,  14  Grassy  Plain 


BRIDGEPORT 

1969  Abrams,  Harold,  881  Lafayette  06603 

1965  Alexander,  James  Maurice,  50  Ridgefield  Ave.  06610 
1932  Alpert,  Max,  881  Lafayette  06603 
1944  Amarant,  Leo,  881  Lafayette  06603 

1953  Anderson,  Harry  Brutus,  1459  Main  06603 
1942  Apuzzo,  Anthony  Albert,  2660  Main  06604 

1971  Auerbach,  Sumner  Robert,  50  Ridgefield  Ave.  06610 
1938  Bakunin,  Maurice  Irving,  Bridgeport  Hospital 

06610 

1916  Banks,  Daniel  Tony,  385  Barnum  Ave.  06608 

1968  Barrero,  Ezequiel  Fernandez,  401  Noble  Ave.  06608 

1951  Baum,  Seymour  James,  881  Lafayette  06603 
1957  Bayless,  Allan  Eugene,  50  Ridgefield  Ave.  06610 
1941  Beck,  Sidney  Henry,  51  Golf  View  Ter.  06603 

1970  Berkun,  Sumner  Gerald,  881  Lafayette  Blvd.  06603 
1913  Bernstein,  Abraham,  881  Lafayette  06603 

1956  Bernstein,  Jerome,  340  Capitol  Ave.  06606 
1961  Berry,  Robert  W.,  2660  Main  06606 

1969  Bersier,  Andre  Marc,  2660  Main  06606 
1928  Biehn,  Sidney  Lister,  130  Pinepoint  Dr.  06606 

1946  Bimey,  Thomas  Peter,  1984  Park  Ave.  06604 
1949  Blaney,  Cyril  Chandler,  3202  Main  06606 

1952  Blank,  Miriam  Bennett,  420  Brooklawn  Ave.  06604 
1963  Blank,  Victoria  E.,  3321  Pane  Ave.  06604 

1935  Bogin,  Maxwell,  340  Capitol  Ave.  06606 
1963  Borsos,  Lajos  A.,  965  Fairfield  Ave.  06605 

1954  Bousa,  Walter  Shackley,  3163  Main  06606 
1959  Bradley,  Edward  Crenelle,  50  Ridgefield  Ave. 

06610 

1947  Braun,  Rudolf,  525  Clinton  Ave.  06605 

1971  Bravo,  Anthony  John,  50  Ridgefield  Ave.  06610 
1941  Brier,  Hyman  David,  2574  Main  06606 

1968  Brody,  David  Erwir.,  50  Ridgefield  Ave.  06610 
1940  Brooks,  Paul  Lester,  1260  East  Main  06608 


1939  Buckhout,  George  Atherton,  50  Ridgefield  Ave. 

06611! 

1970  Burd,  Robert  M.,  881  Lafayette  06603 

1955  Burke,  William  Harris,  1026  Park  Ave.  06604 
1969  Byard,  Ramona  Marie,  St.  Vincent’s  Hospital  06601 
1943  Cacace,  Vincent  Anthony,  1438  Park  Ave.  06604 
1947  Camarda,  Anthony  L.,  690  Clinton  Ave.  06605 

1968  Canter,  Norman  Michael,  50  Ridgefield  Ave.  06611 

1945  Capobianco,  Arthur  Paul,  508  Noble  Ave.  06608 

1962  Capodilupo,  Vincent  Michael,  881  Lafayette  06601 

1946  Cardone,  Michael  James,  2989  Main  06606 
1932  Carroll,  Philip  Roger,  Jr.,  1131  Noble  Ave.  06608 

1947  Caserta,  Silvio  Joseph,  880  North  Ave.  06606 
1947  Cavaliere,  Vincent  J.,  798  North  Ave.  06606 

1949  Chiota,  Joseph  A.,  562  Boston  Ave.  06610 

1954  Cleaver,  Robert  S.,  Jr.,  50  Ridgefield  Ave.  06610 
1959  Cohen,  Stanley  Leonard,  1026  Park  Ave.  06604 
1952  Connell,  Thomas  Hilbert,  Jr.,  50  Ridgefield  Ave. 

0661( 

1959  Cook,  William  Henry,  2660  Main  06606 

1969  Coolidge,  Melvin  P.,  50  Ridgefield  Ave.  06610 

1967  Cooney,  Gerald  Evans,  3163  Main  06606 

1957  Cooper,  Milton,  881  Lafayette  06603 

1954  Corley.  Eugene  Henry,  1026  Park  Ave.  06604 

1963  Corso,  Philip  Francis,  2660  Main  06606 

1971  Coyle.  Thomas  Fanning,  226  Mill  Ave.  06610 
1963  Creatura,  John  Anthony,  50  Ridgefield  Ave.  06610 
1947  Curley,  William  Henry,  [r.,  881  Lafayette  06603 

1971  D’Aiuto,  Michael  Leonard,  50  Ridgefield  Ave.  0661C 

1972  Dalai,  Bipinchand  Jivanehand,  695  Park  Ave.  06604 
195U  Dean,  Michael  Augustine,  2660  Maui  06606 

1972  DeBernardo,  Robert  Louis,  3715  Main  06606 

1946  Delevett,  Allen  Fitzhugh,  114  State  06603 

1950  DeLuca,  Joseph  Vincent,  251  North  Ave.  06606 
1935  Del  Vecchio,  Leonard  Frederick,  St.  Vincent’s 

Hospital  06606 

1947  Deren,  M.  David,  1260  Park  Ave.  06604 

1954  Doering,  Robert  Warren,  1836  Noble  Ave.  06610 

1958  Doherty,  Harold  Edward,  3175  Main  06606 
1958  Dolan,  Everitt  Patrick,  881  Lafayette  06603 
1963  Donnelly,  Vincent  Peter,  2660  Main  06606 
1945  Donnelly,  William  Augustus,  2112  North  Ave. 

06604 

1954  Dugas,  Joseph  Albert,  660  Kossuth  06608 
1941  Duzmati,  Paul  Peter,  1904  Boston  Ave.  06610 
1963  Dworken,  Donald  Savin,  50  Ridgefield  A\e.  06610 
1954  Eckels,  Howard  Samuel,  4747  Main  06606 

1937  Eimas,  Aaron,  340  Capitol  Ave.  06606 

1970  Eisenberg,  Joel  Howard,  4749  Main  06606 

1948  Elliott,  Frank  George,  Jr.,  Bridgeport  Hospital 

06610 

1963  Engel,  Harry  Paul,  50  Ridgefield  Ave.  06610 

1971  Eras,  Philip,  2660  Main  06606 

1939  Esposito,  Joseph  John,  50  Ridgefield  Ave.  06610 

1968  Fazzone,  Andrew  Christian,  50  Ridgefield  Ave.  06610 

1969  Feldman,  Morton  George,  881  Lafayette  06603 
1961  Feldman,  Saul  Morry,  2660  Main  06606 

1961  Feroleto,  George  Joseph,  1660  Park  Ave.  06604 

1956  Flagg.  James  Anthony,  Bridgeport  Hospital  06610 
1965  Fleisher,  Philip.  1438  Park  Ave.  06604 

1969  Flemister,  Adolph  Samuel,  944  Fairfield  Ave.  06605 

1938  Foley,  Frances  Xavier,  2660  Main  06606 

1957  Fox,  Henry  John,  10  Wasliington  Ave.  06604 
1954  Frank,  Howard  David,  114  State  06603 
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956  Frenkel,  Henry  Hans,  827  North  Ave.  06606 
958  Fromm,  Stanley  M.,  260  Main  06606 
968  Gacso,  William  Julius,  2820  Main  06606 

956  Gariepy,  John  Arthur,  50  Ridgefield  Ave.  06610 
968  Garofalo,  George  Anthony,  30  DeRamo  Pi.  06606 
951  Geanuracos,  George  James,  50  Ridgefield  Ave.  06610 
927  Gildea,  Mark  Andrew,  881  Lafayette  06603 

971  Gill,  Alan  Jay,  881  Lafayette  06603 

957  Gill,  Nicholas  Patrick,  50  Ridgefield  Ave.  06610 

962  Glass,  Mac  Ellis  Kopel,  50  Ridgefield  Ave.  06610 

948  Glass,  William  I.,  881  Lafayette  06603 
.950  Goodrich,  Albert,  50  Ridgefield  Ave.  06610 

946  Goodrich,  William  J.,  3120  Fairfield  Ave.  06605 
956  Gordon,  Beniamin  Dichter,  Bridgeport  Hospital 

06610 

.916  Griffin,  Daniel  Patrick,  3030  Park  Ave.  06606 
943  Grossman,  John  Henry,  144  Golden  Hill  06603 
941  Gulash,  John  Robert,  562  Boston  Ave  06610 

949  Guttman,  Tibor,  1549  Fairfield  Ave.  08605 
967  Haghighat,  Ahmad,  2820  Main  06606 

.928  Harshbarger,  Isaac  Long,  50  Ridgefield  Ave.  06610 

963  Harshbarger,  James  Edward,  50  Ridgefield  Ave. 

06610 

1948  Harwood,  Paul  Henry,  Jr.,  Bridgeport  Hospital  06610 
[972  Hau,  Kee-Hung,  50  Ridgefield  Ave.  06610 
1970  Heller,  Warren,  3715  Main  06606 
.938  Hennessey,  Joseph  Gerard,  482  Brewster  06605 

1961  Homza,  L.  Ronald,  2660  Main  06606 

.963  Hope-Ross,  Peter  Edward,  695  Park  Ave.  06604 

1933  Horn,  Benjamin,  3900  Park  Ave.  06604 

L946  Horowitz,  Isaac,  881  Lafayette  06603 

[955  Horowitz,  Joseph  Lewis,  2616  Main  06606 

1956  Inder,  Harry  Albert,  4747  Main  06606 

1972  Iodice,  Michael  Thomas,  50  Ridgefield  Ave.  06610 

1956  Ireland,  Elwood  Fremont,  Jr.,  50  Ridgefield  Ave. 

06610 

1962  Jamshidi,  Ahmed,  50  Ridgefield  Ave.  06610 
il962  Johnson,  George  Blake,  Jr.,  2952  Main  06606 

1958  Kamens,  Edward  A.,  881  Lafayette  06603 

1942  Kaplan,  Leon,  881  Lafayette  06603 

1960  Kasper,  Richard  Francis,  2085  Madison  Ave  06606 
1969  Kauders,  James  Theodore,  2616  Main  06606 

1941  Kaufman,  William,  540  Brooklawn  Ave.  06604 
1967  Kay,  Chester  J.,  881  Lafayette  06603 

1969  Kelleher,  Michael  Joseph,  2660  Main  06606 
1948  Kenigsberg,  Nathaniel,  50  Ridgefield  Ave.  06610 

1946  Kleinman,  Harold  Louis,  2051  North  Ave.  06604 
1948  Kogut,  Henry  Vincent,  50  Ridgefield  Ave.  06610 
1924  Komblut,  Alfred,  1539  Fairfield  Ave.  06603 

1970  LaMastra,  Philip  Michael,  4747  Main  06606 
1964  Landwirth,  Julius,  Bridgeport  Hospital  06610 

1961  Lapinski,  Lucian  Stanley,  881  Lafayette  06603 

1962  Lawrence,  John  James,  2660  Main  06606 

1962  Lebowitz,  Wallace  Bernard,  2660  Main  06606 

1963  Lee,  Nam  Hyung,  267  Grant  06610 

1959  Leone,  Paul  Vincent,  50  Ridgefield  Ave.  06610 

1943  Lesko,  Joseph  Michael,  144  Golden  Hill  06603 
1933  Levinsky,  Maurice,  1425  Noble  Ave.  06610 
1927  Levy,  Maurice  Noel,  480  Clinton  Ave.  06605 
1956  Levy,  Theodore  Steinberg,  2616  Main  06606 

1972  Lewin,  Marvin  Lionel,  50  Ridgefield  Ave.  06610 
1970  Lewis,  William  Stanley,  881  Lafayette  06603 

1973  Lisi,  Kenneth  Ronald,  29  Federal  06606 

1961  Lobdell,  David  Hill,  St.  Vincent’s  Hospital  06606 

1942  Lopatin,  Colman,  971  Fairfield  Ave.  06605 

1948  Luciano,  Michael  Charles,  2089  North  Ave.  06604 

1947  Lynch,  Vincent  Aloysius,  798  North  Ave.  06608 

1944  Lyon,  Grover  Arthur,  2009  North  Ave.  06604 


1955  Madwed,  Alice  Ente,  25  Saxton  Dr.  06604 

1957  Malyska,  Francis  Anthony,  4747  Main  06606 

1971  Mangieri,  John  Vito,  50  Ridgefield  Ave.  06610 

1955  Maniatis,  William  Richard,  881  Lafayette  06603 

1956  Manjoney,  Robert  John,  2616  Main  06606 

1958  Manjoney,  Vincent  August,  2708  Main  06606 
1949  Markley,  Ludwig  Louis,  2660  Main  06606 

1969  Marks,  Eugene  M.,  939  Bamum  Ave.  06602 

1966  Marrash,  Samir  E.,  2660  Main  06606 

1951  Martelon,  George  Fred,  1285  Boston  Ave.  06610 

1941  Martin,  Raymond  Alfred,  50  Ridgefield  Ave.,  06610 

1972  Masi,  Anthony  Vincent,  4695  Main  06606 

1942  Massey,  Daniel  M.,  Bridgeport  Hospital  06610 

1959  Maxham,  David  Lincoln,  St.  Vincent’s  Hospital 

06606 

1965  McCullough,  Charles  Discant,  3163  Main  06606 

1952  McGarry,  John  F.,  50  Ridgefield  Ave.  06610 

1967  McLoughlin,  Peter  Joseph,  1984  Park  Ave-  06604 
1972  McQuade,  Guy  William,  881  Lafayette  06603 

1952  Meltzer,  Saul  B.,  2660  Main  06606 

1970  Mergenthaler,  Francis  William,  2660  Main  06606 

1946  Meshken,  Jacob,  2616  Main  06606 

1964  Methot,  Lawrence  Gerard,  2839  Main  06606 
1964  Michaels,  Arthur  Hatzi,  2167  North  Ave.  06604 
1961  Michalka,  Joseph  John,  114  State  06603 

1947  Molnar,  George  J.,  135  Brooklawn  Ave.  06604 
1940  Monahan,  David  Tuite,  2660  Main  06606 
1932  Mooney,  Sydney,  881  Lafayette  06603 

1946  Morris,  Felix  R.,  953  East  Main  06608 

1948  Nagoumey,  David,  1756  East  Main  06610 
1959  Neth,  Edward  Joseph,  2475  North  Ave.  06604 
1948  Newman,  Abbott  A.,  2660  Main  06606 

1957  Niesyn,  Erwin,  50  Ridgefield  Ave.  06610 
1954  Noonan,  Robert  Henry,  385  Noble  Ave.  06608 

1947  Northman,  Frank  Fred,  753  Lakeside  Dr.  06606 

1968  Oesau,  Harold  Thomas,  Jr.,  50  Ridgefield  Ave.  06610 

1947  O’Looney,  John  J.,  Jr.,  1075  Noble  Ave.  06608 

1948  Olsavsky,  John  Cyril,  10  Washington  Ave.  06604 
1944  Oster,  Kurt  A.,  881  Lafayette  06603 

1947  Owens,  Andrew  Paul,  50  Ridgefield  Ave.  06610 

1940  Panettieri,  Andrew  Joseph,  Bridgeport  Hospital 

06610 

1942  Parker,  Ralph  Layton,  881  Lafayette  06603 

1937  Pascal,  Thomas  J.,  1560  Noble  Ave.  06610 
1944  Pasquariello,  D.  William,  2969  Main  06606 
1940  Penner,  Sidney  Lincoln,  158  Mill  Hill  Ave.  06610 
1964  Peralta,  Carlos,  881  Lafayette  06603 

1970  Perlman,  Jerold  M.,  50  Ridgefield  Ave.  06610 
1972  Pesce,  Joseph  Raymond,  881  Lafayette  06603 
1930  Pileggi,  Peter,  1026  Park  Ave.  06604 

1953  Pope,  Russell,  Bridgeport  Hospital  06610 
1968  Portnoy,  Lewis  Morton,  695  Park  Ave.  06604 
1968  Pua,  Purificacion,  50  Ridgefield  Ave.  06610 

1958  Ragusa,  Robert  Paul,  4747  Main  06606 
1970  Rapoport,  Melvyn,  50  Ridgefield  Ave.  06610 
1972  Reichgut,  Martin  H.,  881  Lafayette  06603 
1953  Renaud,  Raoul  Henry,  50  Ridgefield  Ave.  06610 
1942  Resnik,  Harry,  26B  Greenhouse  Rd.  06606 

1938  Ribner,  Harold  881  Lafayette  06603 

1950  Riccio,  Frank  Joseph,  923  East  Main  06608 
1967  Roach,  James  Patrick,  881  Lafayette  06603 
1961  Rosenbaum,  Nathan,  4747  Main  06606 
1944  Rosenberg,  Hans  August,  425  Beechwood  Ave. 

06604 

1959  Rosenberg,  Murray  Alan,  881  Lafayette  06603 
1946  Rosenberg,  Saul,  1950  Park  Ave.  06604 
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1946  Rosner,  Fred,  2333  North  Ave.  06604 
1949  Russo,  John  Rocco,  3296  Main  06606 

1948  Russo,  Robert  Dante,  10  Washington  Ave.  06604 

1949  Saidel,  Joseph  W.,  932  East  Main  06608 

1954  Samuelson,  Arthur  Wesley,  50  Ridgefield  Ave.  06610 
1958  Santella,  Salvatore  Michael,  2210  Park  Ave.  06604 
1963  Saraczynski,  Daniel  Leon,  2001  Park  Ave.  06604 
1948  Savin,  Sanford,  2660  Main  06606 

1971  Sax,  Robert  Eugene,  2660  Main  06606 

1942  Scalzi,  Leonard  Conrad,  924  Noble  Ave.  06608 

1967  Scavo,  Vincent  Joseph,  923  East  Main  06608 

1972  Schare,  George  David,  340  Capitol  Ave.  06606 

1946  Sehopick,  Louis  E.,  2090  North  Ave.  06604 
1954  Sciarrillo,  Joseph  John,  3354  Main  06606 

1947  Scully,  Michael  Richard,  2970  Main  06606 

1938  Sekerak,  Richard  John,  1400  East  Main  06608 

1968  Shah,  Urmila  C.,  881  Lafayette  06603 
1968  Shanley,  Walter  Thomas,  4749  Main  06606 

1948  Shea,  Joseph  Patrick,  2660  Main  06606 
1946  Sheiman,  Milton,  1539  Park  Ave.  06604 

1972  Sheiman,  Robert  Aaron,  50  Ridgefield  Ave.  06610 

1946  Sheiman,  Samuel  Charles,  1539  Park  Ave.  06604 

1947  Sherman,  Irving  J.,  2660  Main  06606 

1973  Shetty,  Sadananda  M.  B.,  50  Ridgefield  Ave.  06610 

1972  Shimkin,  Peter  Michael,  50  Ridgefield  Ave.  06610 
1944  Sholler,  Nicholas  A.,  2148  North  Ave.  06604 
1971  Silverman,  Donald  Richard,  50  Ridgefield  Ave. 

06610 

1958  Simkovitz,  Jaime,  881  Lafayette  06603 
1968  Simpson,  John  Arthur,  1285  Boston  Ave.  06610 

1939  Simses,  John  Peter,  1151  Park  Ave.  06604 

1950  Small,  Alan  Robert,  4747  Main  06606 

1962  Small,  John  Howard,  50  Ridgefield  Ave.  06610 
1919  Smith,  Stanton  Reinhart,  44  Marne  Ave.  06604 

1963  Sorge,  Dominick  Vincent,  St.  Vincent’s  Hospital 

06606 

1960  Souvlis,  Charalambos  D.,  881  Lafayette  06603 

1951  Spencer,  Samuel,  190  Curtis  Ter.  06604 

1971  Stallworth,  Vera  Martin,  2625  Park  Ave.  06604 
1971  Steremberg,  Zuli,  29  Federal  06606 

1949  Stevens,  John  Sutehall,  1438  Park  Ave.  06604 

1964  Stiff,  David  Paiker,  St.,  Vincent’s  Hospital  06606 
1953  Stubenhaus,  Jay  H.,  2660  Main  06606 

1952  Sullivan,  John  Lawrence,  50  Ridgefield  Ave.  06610 

1953  Thurmond,  James  Ernest,  50  Ridgefield  Ave.  06610 

1947  Turetsky,  Samuel,  2357  Fairfield  Ave.  06605 

1943  Unger,  Milton,  923  East  Main  06603 
1932  Uvitsky,  Irving  Harry,  3101  Main  06606 

1971  Vallone,  Anthony  Joseph,  4749  Main  06606 

1966  van  der  Veen,  Teunis,  Bridgeport  Hosp.  06610 

1967  Vincent,  Norman  Robert,  10  Washington  Ave.  06604 

1941  Vioni,  R.  Edward,  3450  Main  06606 

1955  Walsh,  James  Francis,  III,  2660  Main  06606 

1948  Walzer,  Eugene  Harold,  540  Clinton  Ave.  06604 

1942  Ward,  James  P.,  881  Lafayette  06603 
1951  Wassennan,  Edward,  881  Lafayette  06603 

1968  Wasson,  Dennis,  50  Ridgefield  Ave.  06610 
1967  Waynik,  Cyril,  4697  Main  06606 

1971  Weglarz,  Stanley  S.,  50  Ridgefield  Ave.  06610 

1973  Weinstein,  Alan  Harvey,  50  Ridgefield  Ave.  06610 

1965  Weinstein,  Albert,  340  Capitol  Ave.  06606 
1958  Weinstein,  Norman,  340  Capitol  Ave.  06606 

1948  Weise,  ElKvood  Carl,  Jr.,  50  Ridgefield  Ave.  06610 
1946  Williams,  Francis  Pryor  Anthony,  Bridgeport 
Hospital  06610 

1943  Zsiga,  Elmo  Douglas,  303  Clinton  Ave.  06605 


BROOKFIELD  06804 

1967  Bowen,  Willet  Raynor,  Route  7 

1968  DiGrazia,  Paul  Vincent,  Route  7 

1971  Foye,  Gerald  John,  Brookfield  Prof.  Bldg.,  Rt.  7 
1971  Harwood,  Robert  Alan,  Brookfield  Prof.  Ctr.,  Rt.  ' 
1970  Soletsky,  Harry  B.,  Brookfield  Prof.  Ctr. 


BROOKFIELD  CENTER  06805 
1948  Ralston,  Richard  Marion,  Whisconier  Hill 


BYRAM  10573 

1949  Hardt,  George  William,  295  Delevan  Ave. 


COS  COB  06807 

1940  Bria,  William  Francis,  Diamond  Hill 
1959  Clayton,  James  Augustus,  Clover  PI. 
1965  Garb,  Allan  E.,  49  Dandy  Dr. 

1963  Koenig,  Allen  Russell,  78  Dandy  Dr. 
1950  Losito,  Amedeo  Joseph,  Cottontail  Rd 
1952  Murphy,  John  Philip,  8 Sinaway  Rd. 
1967  Suerig,  Karl  Christian,  Mimosa  Dr. 


DANBURY 

1964  Albanese,  Antonio  Nicola,  13  Hospital  Ave.  06810 
1929  Amos,  Isadore  Louis,  323  Main  06810 

1962  Azar,  Marcel  A.,  Ill  West  06810 

1963  Badan,  Bohodar,  Danbury  Hospital  06810 

1963  Balmaseda,  Rene  Y.,  Danbury  Hospital  06810 

1958  Barese,  Angelo  Mario,  95  Locust  Ave.  06810 

1953  Barysh,  Noah,  93  West  06810 

1951  Blansfield,  Henry  Nelson,  46  Federal  Rd.  06810 
1947  Burnie,  George  A.,  105  Main  06810 

1971  Burris,  John  Ovie,  Danbury  Hospital  06810 

1964  Callan,  Felix  James,  85  Osborne  06810 

1952  Castro,  Roger  Perez,  136  South  06810 

1952  Cherry,  Joseph  Bentley,  46  Federal  Rd.  06812 

1965  Chiaramonte,  Cajetan  Thomas,  1 Padanaram  Rd. 

06812 

1961  Coleman,  Paul  Joseph,  92  Locust  Ave.  06810 
1965  Daniels,  John  C.,  Danbury  Hospital  06810 

1959  Dawe,  Edwin  Lloyd,  8 West  06810 
1942  DeKlyn,  Ward  B.,  177  Main  06810 

1947  Edson,  Dean  Harding,  2 Hospital  Ave.  06810 
1947  Epstein,  Benjamin,  8 Locust  Ave.  06810 
1973  Exconde,  Fidel  V.,  Jr.,  Hospital  Ave.  06810 
1967  Fand,  Robert,  8 West  06810 
1969  Fegley,  Homer  B.,  Danbury  Hospital  06810 
1963  Fernand,  Edwin  George,  46  Federal  Rd.  06812 
1973  Fischl,  Robert  A.,  16  Hospital  Ave.  06810 

1959  Fomshell,  Robert  Pearce,  85  Osborne  06810 
1931  Gaffney,  John  James,  215  Main  06810 

1965  Gelfman,  Nelson  Alfred,  Danbury  Hospital  06810 
1931  Genovese,  Frank  Thomas,  395  Main  06810 
1958  Gianfranceschi,  Guido  Richard,  35  Tamarack  Rd. 

06812 

1972  Glucksman,  Myron  Lawrence,  92  Locust  Ave.  06810 

1960  Goldberg,  Morley  Moses,  84  Locust  Ave.  06810 
1958  Goldman,  Alvin,  84  Locust  Ave.  06810 

1969  Goldstein,  William  B.,  95  Locust  Ave.  06810 
1929  Goldys,  Frank  Max,  209  Main  06810 
1957  Greenfield,  Michael,  Danbury  Shopping  Center, 
North  06810 

1954  Gryce,  Walter  I.,  30  Hospital  Ave.  06810 
1960  Herrera,  Nilo  Ernesto,  Danbury  Hospital  06810 
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968  Homer,  Donald  R.,  Danbury  Hospital  06810 
954  Hubbard,  Richmond  Chase,  59  Main  06810 
957  Jameson,  Marjorie  Elizabeth,  18  Fairview  Ave. 

06810 

957  Jameson,  Thomas  Peter,  18  Fairview  Ave.  06810 

953  Jovell,  John  William,  46  Main  06810 

954  Joy,  Robert  Chamberlain,  30  Driftway  Rd.  06810 
960  Kenter,  Ali  Mahmut,  46  Federal  Rd.  06812 

963  Kilhenny,  Charles,  2 Hospital  Ave.  06810 

960  Kuczko,  Edward  Paul,  12  Osborne  06810 

954  Machcinski,  Victor  Anthony,  Danbury  Shopping 
Center  06810 

970  Malloy,  Thomas  McKevitt,  85  Osborne  06810 
965  Manlapaz,  Jesse  Schmidt,  70K  West  Plaza  06810 
973  Mashman,  Jan  Howard,  16  Hospital  Ave.  06810 
962  Mauks,  Charles  William,  79  West  06810 

957  McDermott,  John  Joseph,  54  Main  06810 

958  Miller,  Robert  George,  7 OK  West  Plaza  06810 

961  Orr,  Jack  Thomas,  Danbury  Hospital  06810 
949  Patterson,  Harold  Calvin,  93  West  06810 

970  Prince,  Marvin  Lawrence,  16  Hospital  Ave.  06810 

.972  Raff,  Ira  L.,  113  Deer  Hill  Ave.  06810 

949  Randolph,  Martin  Francis,  70  Deer  Hill  Ave.  06810 

969  Reitwiesner,  Andrew  George,  Danbury  Hospital 

06810 

1937  Rogol,  Louis,  11  Dogwood  Dr.  06810 
971  Rose,  Turpin  Harry,  432  Main  06810 
964  Rubin,  L.  Robert,  84  Locust  Ave.  06810 
947  Ruiz,  Rolando  R.,  77  West  06810 
967  Saunders,  Francis  Peter,  85  Osborne  06810 
958  Schwartz,  Raphael  David,  92  Locust  Ave.  06810 
.965  Shafto,  William  Alan,  18  Fairview  Ave.  06810 
1970  Sherman,  Warren  T.,  92  Locust  Ave.  06810 
958  Silvert,  David  Sidney,  113B  Deerhill  Ave.  06812 
965  Simonelli,  Joseph  Michael,  2 Hospital  Ave.  06810 
i953  Sinton,  William  Anthony,  85  Osborne  06810 
.951  Sokolski,  Edward  John,  35  Tamarack  Ave.  06812 
1958  Staffieri,  Salvatore,  116  Main  06810 
1972  Taylor,  J.  Kenneth,  30  Hospital  Ave.  06810 
L932  Tomaino,  Felix  Francis,  85  West  06810 
1963  Tomaino,  Pietro,  44  Davis  06810 
1965  Upton,  Emily  Frances,  17  Jeanette  Rd.  06812 
1957  Van  Syckle,  Guy  Weaver,  30  Hospital  Ave.  06810 
1972  Weiner,  Jay,  92  Locust  Ave.,  Danbury  06810 
L954  Williams,  Roger  Howard,  75  West  06810 
1970  Zimmer,  Alan  E.,  95  Locust  Ave.  06810 
1971  Zolov,  David  Mitchell,  83  West  06810 


1951 

1973 

1964 

1951 

1964 

1955 

1960 

1969 

1954 
1953 
1968 

1962 

1955 


! 


DARIEN 

Brown,  David  Arthur,  210  Brookside  Rd.  06820 

Bull,  Marcia  B.,  Dew  La.  06820 

Dorr,  James  Richard,  36  Old  King’s  Hwy.  South 

06820 

Felder,  Edward  Arnold,  17  Old  King’s  Hwy.  South 

06820 

Franklin,  Marshall,  17  Old  King’s  Hwy.  South  06820 
Gammill,  James  Flaude,  767  Post  Rd.  06820 
Harness,  John  Henry,  2701  Boston  Post  Rd.,  06820 
Harrell,  Samuel  Ronald,  17  Old  King’s  Hwy.  South 

06820 

Hughes,  George  Stevenson,  10  Nickerson  La.  06820 
Kavookjian,  Haik,  Jr.,  62  Stanton  Rd.  06823 
Krauthamer,  Martin  Joel,  17  Old  King’s  Hwy.  South 

06820 

Kremer,  Carl  Peter,  Jr.,  8 Ring’s  End  Rd  06822 

Macgregor,  James  Verry,  2 Queens  La.  06820 


1954  McGarry,  John  Joseph,  36  Old  King’s  Hwy.  South 

06820 

1956  Ralph,  Fenn  T.,  P.  O.  Box  1162  06820 

1940  Ross,  Allan  Maxwell,  187  Nearwater  La.  06820 
1966  Schoenwald,  Herman  R.,  298  Brookside  Rd.  06820 
1960  Squattrito,  Umberto,  17  Old  King’s  Hwy.  South 

06820 

1971  Tobin,  John  Joseph,  17  Old  King’s  Hwy.  South 

06820 


EAST  NORWALK  06855 

1938  Corridon,  James  Donald,  194  East  Ave. 
1954  Csovanyos,  Laszlo,  200  East  Ave. 

1948  Ippolito,  Thomas  Leonard,  Pine  Hill  Ave. 


EASTON  06425 

1951  Chick,  Forris  Beechan,  171  Sport  Hill  Rd. 

1957  Knauff,  Edward  Franklyn,  166  Sport  Hill  Rd. 
1966  O’Neil,  Thomas  Joseph,  52  Hall  Rd. 

1952  Ryan,  James  Edward.  750  Sport  Hill  Rd. 

1935  Smith,  Joseph  Jacob,  394  Sport  Hill  Rd. 


FAIRFIELD 

1963  Axiotis,  Anthony  Hippocrates,  71  Beach  Rd.  06430 
1944  Barker,  Daniel  C.,  133  Reef  Rd.  06430 

1939  Biehn,  Donald  M.  Frick,  47  Parkway  06430 
1963  Blum,  Lawrence  Michael,  325  Reef  Rd.  06430 

1940  Castaldo,  Louis  F„  325  Reef  Rd.  06430 

1967  Clift,  George  Vincent,  325  Reef  Rd.  06430 
1921  DeWitt,  Edward  Nicholas,  3129  Burr  06432 

1949  Edwards,  Larry  Edwin,  1700  Post  Rd.  06430 
1957  Flom,  Leonard,  1700  Post  Rd.  06430 

1953  Gaffney,  Robert  Edward,  325  Reef  Rd.  06430 
1959  Gardner,  Charles  Wesley,  Jr.,  100  Verna  Hill  Rd. 

06431 

1950  Gardner,  Sidney  M.,  172  Curtis  Ter.  06604 

1954  Garrell,  Marvin,  205  Stillson  Rd.  06432 

1968  Gaynes,  Philip  Martin,  1700  Post  Rd.  06430 

1971  Grossman,  Edward  T.,  1305  Post  Rd.  06430 
1968  Hankin,  Edwin,  1305  Post  Rd.  06430 

1944  Harris,  H.  Patterson,  Jr.,  Town  Hall  06430 

1972  Herbin,  Joseph  Thomas,  205  Stillson  Rd.  06432 
1963  Higgins,  Kenneth  Elliot,  325  Reef  Rd.  06430 

1973  Hobbie,  Robert  J.,  400  Stillson  Rd.  06430 

1959  Hoffman,  William  Albert,  1305  Post  Rd.  06430 
1957  Jonas,  Gordon  Quincy,  1700  Post  Rd.  06430 
1943  Jones,  Elwood  King,  20  Old  Barn  Rd.  06430 

1947  Joslin,  Stuart  L.,  1305  Post  Rd.  06430 

1971  Kapp,  Philip  A.,  Box  1172  06430 

1948  Kaufman,  Maurice,  94  Golf  View  Ter.  06430 

1948  Kemp,  Edward  P.,  178  Reef  Rd.  06430 

1972  Kiss,  George  Thomas,  1240  Post  Rd.  06430 
1924  Kneale,  Halford  Benson,  239  Toilsome  Hill  Rd. 

06604 

1972  Lee,  Michael  Alan,  1172  Post  Rd.  06430 

1955  Lenci,  Thomas  Dexter,  325  Reef  Rd.  06430 
1931  Lockhart,  R.  Harold,  37  Verna  Field  Rd.  06431 
1950  McCreery,  Edward  Prince,  325  Reef  Rd.  06430 

1949  Messinger,  Henry  J.,  1597  Post  Rd.  06430 

1945  Morgan,  Kenneth  Remsen,  325  Reef  Rd.  06430 
1971  Morrison,  Murray  Allan,  325  Reef  Rd.  06430 

1973  Moses,  John  Austin,  30  Kalan  Circle  06430 

1954  Moss,  Albert  Murray,  38  Meadow  Court  Dr.  06604 
1953  Nevins,  Robert  Allan,  325  Reef  Rd.  06430 
1962  Pearls  tone,  Arnold  David,  1700  Post  Rd.  06430 
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1960  Pendagast,  Edward  Leslie,  Jr.,  Burr,  R.F.D.  No.  1 

06430 

1963  Ramirez,  Luis  Manuel,  635  Stratfield  Rd.  06604 
1957  Rhame,  Harold  Ellis,  Jr.,  325  Reef  Rd.  06430 
1959  Rogowski,  John  Peter,  137  Whiting  Pond  Rd.  06432 
1957  Sires,  William  Oscar,  1506  Post  Rd.  06430 

1952  Smolen,  Elwyn  Milton,  1177  Post  Rd.  06430 
1965  Stathacos,  Eustace  James,  1951  Congress  06432 
1925  Tolk,  Nathan  Robert,  157  Toilsome  Hill  Rd.  06604 
1973  Truchly,  George,  325  Reef  Rd.  06430 
1971  Twersky,  Joshua  Moses,  400  Stillson  Rd.  06432 

1964  Van  de  Berghe,  Richard  L.,  325  Reef  Rd.  06430 
1987  Weicholz,  Sheldon,  675  Fairfield  Woods  Rd.  06432 
1954  Williams,  Charles  Rockwell,  325  Reef  Rd.  06430 
1968  Woods,  Charles  Alexander,  400  Stillson  Rd.  06432 


NEW  FAIRFIELD  06815 

1971  Dwyer,  Thomas  Aquinas,  Candlewood  Corners 


GLEN  BROOK  06906 
1964  Nadel,  Hyman,  397  Courtland  Ave. 


GREENWICH 

1939  Anderson,  Clifton  Winthrop,  153  Mason  06830 
1955  Arturi,  Peter  Adolph,  71  Old  Church  Rd.  06830 

1940  Ayres,  Payson  Bryan,  4 Dearfield  Dr.  06832 
1969  Bachner,  Paul,  Greenwich  Hospital  06830 
1949  Beaty,  John  Thurston,  49  Lake  Ave.  06830 
1954  Beck,  Edith  Marie,  56  Lafayette  PI.  06830 
1963  Benninghoff,  Daniel  William,  Creenwich  Hospital 

06830 

1972  Bernene,  James  Louis,  1 Perryridge  Rd.  06830 
1957  Bisceglia,  Joseph  Gregory,  386  North  06830 

1949  Blossom,  Dudley  Buck,  Pheasant  Lane  06833 

1968  Bogdan,  Peter  E.,  49  Lake  Ave.  06830 
1948  Bolton,  John  Dewey,  49  Lake  Ave.  06830 

1950  Bonnett,  Dovell  Nicholas,  20  Dayton  Ave.  06830 

1965  Branom,  Wayne  Thurman,  Jr.,  49  Lake  Ave.  06830 

1966  Camp,  Walter  Atwood,  49  Lake  Ave.,  06830 

1969  Campbell,  Milton  Flake,  Dearfield  Dr.  06832 
1952  Christie,  Frederick  John,  Greenwich  Hospital  06830 

1943  Claps,  Ludovic  Vincent,  3 Putnam  Hill  06830 

1970  Crisafi,  Bartel  Robert,  49  Lake  Ave.  06830 
1954  Dale,  Paul  Worthen,  38  Lake  Ave.  06830 

1944  Davol,  Rector  Thomson,  49  Lake  Ave.  06830 
1950  Dean,  Peter  Michael,  49  Lake  Ave.  06830 

1950  deCholnoky,  Tibor,  40  West  Elm  06833 
1952  Delany,  Forbes,  4 Dearfield  Dr.  06832 

1947  Derkash,  Stephen  L.,  Rockwood  Lane  Spur  06830 

1959  Doering,  Eckart  George,  4 Dearfield  Dr.  06832 
1968  Dudley,  James  Patrick,  3 Putnam  Hill  06830 

1951  Finn,  Frederick  Wall,  4 Dearfield  Dr.  06832 

1948  Fogel,  David  Hudson,  60  Putnam  Park  06830 

1972  Gallo,  Gary  Anthony,  20  Dayton  Ave.  06830 

1952  Gerster,  John  Wynne,  4 Dearfield  Dr.  06832 
1940  Grigas,  John  E.,  P.O.  Box  1276  06831 

1961  Hampton,  William  Hately,  38  Lake  Ave.  06830 

1973  Hardy,  Robert  E.,  1 Perryridge  Rd.  06830 

1968  Haskins,  Donald  Miller,  Greenwich  Plaza  06830 
1968  Healey,  William  Vincent,  49  Lake  Ave.  06830 

1960  Ilecklau,  Edmund  Frederick,  36  Sherwood  PI.  06830 
1973  Hemley,  Samuel  David,  49  Lake  Ave.  06830 


1963  Hillis,  William,  4 Dearfield  Dr.  06832 
1950  Hoffman,  J.  Brooks,  Perryridge  Rd.  06830 
1949  Howorth,  Beckett,  49  Lake  Ave.  06830 

1965  Innes,  James  Walker,  1 Perryridge  Rd.  06830 
1959  Jensen,  Philip  Bailey,  49  Lake  Ave.  06830 

1971  Kauer,  George  L.,  Jr.,  American  Lane  06830 
1959  Keller,  Norman  Wolf,  49  Lake  Ave.  06830 

1949  Kent,  Edwin  Head,  183  East  Putnam  Ave.  06830 

1967  Knapp,  Richard  Bruce,  Stanwich  Rd.  06830 

1972  Kopeloff,  Nicholas,  4 Dearfield  Dr.  06830 

1970  Kraus,  George,  Town  Hall  Annex  06830 

1953  Langan,  Michael  Joseph,  4 Dearfield  Dr.  06832 

1964  Larkin,  John  I.,  36  Sherwood  Pi.  06830 

1950  Lee,  John  Frederick,  20  Dayton  Ave.  06830 

1969  Lightbody,  Forrest  E.  H.,  Greenwich  Hospital 

Association  06830 

1972  Maher,  Peter  Harvey,  56  Lafayette  PI.  06830 
1962  Mann,  Warren  A.,  49  Lake  Ave.  06830 

1973  Marino,  A.  Michael,  Greenwich  Hospital  06830 
1950  Markley,  Henry  Eugene,  49  Lake  Ave.  06830 

1962  McDonagh,  Patrick  Henry,  18  Mayo  Ave.  06830 

1953  McKendree,  Charles  G.,  Greenwich  Hospital  Associa 

tion  06830 

1963  Melmed,  Ronald  Martin,  38  Lake  Ave.  06830 

1954  Millard,  Donald  Henry,  4 Dearfield  Dr.  06832 
1959  Montimurro,  Joseph  Anthony,  49  Lake  Ave.  06830 
1962  Morley,  David  Clark,  6 Meadow  Dr.,  06830 

1971  Murphy,  Joseph  M.,  Greenwich  Hospital  Associatioi 

06831 

1948  Murray,  John  Gregg,  Greenwich  Hospital  06830 

1970  Newberg,  Marc  E.,  49  Lake  Ave.  06830 

1972  Newman,  Robert  David,  Greenwich  Hospital  0683( 

1971  Nicholl,  (D.O. ) Robert  G.,  221  Milbank  Ave. 

06831 

1955  Nolan,  Timothy  Francis,  49  Lake  Ave.  06830 

1973  Orphanos,  James  Peter,  23  Maple  Ave.  06830 
1962  Patterson,  Marjorie  Butts,  4 Dearfield  Dr.  06832 
1961  Prangley,  Arthur  George,  Jr.,  4 Dearfield  Dr.  06832 

1964  Prunier,  John  Henry,  49  Lake  Ave.  06830 

1972  Reber,  Robert  Eugene,  4 Dearfield  Dr.  06830 

1968  Redmond,  Anthony  Pierce,  49  Lake  Ave.  06830 
1968  Rodda,  Thomas  Douglas,  49  Lake  Ave.  06830 

1966  Rosenberg,  Arthur  H„  49  Lake  Ave.  06830 

1946  Rourke,  Thomas  Alfred,  88  Milbank  Ave.  06830 

1968  Salerno,  Silvio  Aniello,  Greenwich  Hospital  0683( 
1953  Schwimmer,  Robert,  49  Lake  Ave.  06830 

1938  Serrell,  Howard  P.,  Round  Hill  Rd.  06833 

1970  Spencer,  James  Alexander  Erskine,  Greenwich 
Hospital  06830 

1940  Swarts,  William  B.,  Warwick  Towers  06830 

1939  Tunick,  George  L.,  49  Lake  Ave.  06830 

1972  Ubogy,  George  A.,  4 Dearfield  Dr.  06832 

1958  von  Gal,  Herbert  Vreeland,  4 Dearfield  Dr.  06832 
1942  Weber,  Frederick  Clarence,  Jr.,  185  Putnam  Park 

06830 

1953  Wheeler,  Robert  Channing,  Fairfield  Rd.  06832 
1955  Wilsey,  John  Colver,  4 Dearfield  Dr.  06832 

1969  Wood,  James  William,  1 Perryridge  Rd.  06830 
1968  Worcester,  James  N.,  Jr.,  20  Dayton  Ave.  06830 

1947  Wright,  Harold  S.,  Ituri  Towers  06830 

1949  Wyatt,  Robert  Harry,  1 Perryridge  Rd.  06830 

1973  Yerg,  Raymond  A.,  American  Can  Co.  06830 


HUNTINGTON  06486 
1965  Dolan,  Robert  Gorman,  32  Huntington 
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MONROE  06468 
Feierstein,  Saul,  884  Main 
Garrity,  James  David,  Elm 
Light,  Claude  F.,  494  Main 

NEW  CANAAN  06840 
Abrahams,  Meyer,  1 Colonial  Court 
Benton,  Arnold  Jerome,  Silver  Hill  Foundation 
Brown,  Charlotte  Rush,  Valley  Rd. 

Brown,  David  Seeley,  173  East  Ave. 

Chachkes,  Jacob  Trister,  194  South  Ave. 

Cody,  Thomas  Patrick,  241  Main 
Crary,  Horace  Ingraham,  173  East  Ave. 

Crown,  Charles  Augustus,  194  South  Ave. 

Eckhardt,  William  Francis,  Jr.,  173  East  Ave. 

Flynn,  Thomas  Garrett,  138  East 
Goss,  Kenneth  George,  P.  O.  Box  728 
Hebard,  George  Whiting,  303  Elm 
Hiden,  Robert  Battaile,  Silver  Hill 
Katis,  James  George,  Silver  Hill  Foundation 
Marcus,  Lawrence  I.,  Silver  Hill  Foundation 
Moore,  Morgan  Francis,  89  Hickok  Rd. 

Neumann,  Charles  Pilgrim,  Silver  Hill 
Pullen,  Edward  Markey,  242  Wahackme  Rd. 

Rem,  Edward  A.,  73  Comstock  Hill  Rd. 

Rutherford,  James  Woodson,  162  East  Ave. 

Shutkin,  Peter  Michael,  173  East  Ave. 

Terhune,  William  Barclay,  Box  1177,  Silver  Hill 

06841 


NEWTOWN  06470 

Annunziata,  Vincent,  R.D.  No.  3,  6 Patricia  La. 
Bauta,  Humberto  Pedro,  Danbury-Newtown  Rd. 
Borrelli,  Anthony  Paul,  Danbury-Newtown  Rd. 
Craven,  Raymond  Orvin,  Danbury-Newtown  Rd. 
Draper,  Thomas  F.,  Deep  Brook  Rd. 

Egee,  J.  Benton,  Church  Hill 

Evans,  Donald  Thomas,  43  South  Main 

Grossman,  Robert  S.,  18  Main 

Kotch,  Philip  Irwin,  P.O.  Box  426 

Meehan,  Bernard  Joseph,  Danbury-Newtown  Rd- 

Miller,  Robert  Bernhardt,  Fairfield  Hills,  Hospital 

Petruschow,  Anatol,  Fairfield  Hills  Hospital 

Rhinehart,  John  Woodward,  46  West 

Thomas,  Douglas  Wyndham,  43  South  Main 


NOROTON  06820 
Fuoco,  Louis  A.,  39  Fitch  Ave. 


NORWALK 

Ahmed,  Ezzeldin  H.  S.,  114  East  Ave.  06851 
Aiello,  Louis  James,  394  West  Ave.  06850 
Allen,  Benjamin  Israel,  13  Park  06851 
Auerbach,  Neil,  149  East  Ave.  06851 
Barton,  Jerome,  10  Mott  Ave.  06850 
Bradley,  E.  Tremain,  31  Stevens  and  32  Elm,  New 
Canaan  06840 

Bradley,  Harry  Abner,  Jr.,  Richards  Ave.  06850 
Brody,  David  Michael,  10  Mott  Ave.  06850 
Brovender,  Arthur,  10  River  06850 
Brovender,  Stanley,  7 June  Bar  Lane  06851 
Burke,  Albert  Vincent,  195  East  Ave.  06851 
Corey,  Joseph  Michael,  53  East  Ave.  06851 
Corwin,  Daniel  Bernard,  49  East  Ave.  06851 


1952  Corwin,  Henry  Richard,  13  Park  06851 

1965  Cronin,  William  Timothy,  395  West  Ave.  06850 

1958  Dearani,  Abraham  Charles,  195  East  Ave.  06851 

1937  Diamond,  Edward  H.,  71  East  Ave.  06851 

1959  DiCorato,  Frank,  10  Mott  Ave.  06850 

1954  Dwyer,  Gregory  Kennedy,  5 Elmcrest  Ter.  06850 

1966  Fabrizio,  Tuula  I.  J.,  15  Highwood  Ave.  06850 

1953  Falsone,  Jack  Joseph,  147  East  Ave.  06851 
1940  Fitzpatrick,  Wesley  Fenton,  85  East  Ave.  06851 
1963  Floch,  Martin  Herbert,  24  Stevens  06856 
1951  Flynn,  Edward  John,  10  Mott  Ave.  06850 

1946  Gens,  John  Paul,  153  East  Ave.  06851 

1947  Genvert,  Harold,  5 Elmcrest  Ter.  06850 
1963  Georgakis,  Nicholas,  71  East  Ave.  06851 

and  230  Danbury  Rd.,  Ridgefield 

1955  Giardina,  David  Diego,  394  West  Ave.  06850 

1938  Giuliano,  Louis  Augustine,  111  East  Ave.  06851 
1949  Gloetzner,  Henry  James,  71  East  Ave.  06851 
1959  Goodman,  Stanley  Erwin,  160  East  Ave.  06851 
1938  Gorham,  Grace  Viola,  64  Wall  06850 

1955  Griffith,  James  Joseph,  83  East  Ave.  06851 

1963  Grossman,  Bertram  Howard,  153  East  Ave.  06851 

1959  Herman,  Eugene  B.,  520  West  Ave.  06850 
1968  Hermann,  Jens  H.,  166  East  Ave.  06851 

1951  Jones,  Martling  Barnet,  197  East  Ave.  06855 
1949  Kalaman,  Francis  J.,  137  East  Ave.  06851 

1966  Klein,  Jerome  Joshua,  83  East  06851 
1970  Kramer,  Theodore,  10  Mott  Ave.  06850 
1970  Littman,  Edward,  83  East  Ave.  06851 

1949  Lyons,  Benjamin  Ephraim,  10  Mott  Ave.  06850 
1968  Maloney,  Paul  Keating,  Jr.,  12  Elmcrest  Ter.  06850 

1948  Margold,  Allen  Montague,  148  East  Ave.  06851 

1952  Marinucci,  Edmund  Dominic,  108  East  Ave.  06851 

1964  McCaul,  Kevin  Francis,  10  Mott  Ave.  06850 

1962  Mendoza,  Ruben,  15  Belden  Ave.  06850 

1963  Meno,  George  Peter,  108  East  Ave.  06851 

1965  Merdinolu,  Murat  Arthur,  152  East  Ave.  06851 

1946  Mills,  Clifford  Wheeler,  65  East  Ave.  06851 
1951  Minor,  James  Vincent,  Jr.,  10  Mott  Ave.  06850 
1961  Minot,  Henry  Davis,  5 Elmcrest  Ter.  06850 
1951  Mulford,  Edwin  H.,  II,  5 Elmcrest  Ter.  06850 

1960  Nair,  Sreedhar,  Carriage  Dr.  06850 

1951  Norrington,  Eric  George,  153  East  Ave.  06851 

and  1 Avery  Ph,  Westport  06880 
1938  Northrop,  Robert  Arthur,  2 Park  06851^ 

1960  Orlins,  Melvin  David,  Studio  Lane  06850 

1953  Ormand,  Joseph,  153  East  Ave.  06851 

1967  Osbom,  Dickson,  153  East  Ave.  06851 

1938  Padula,  Ralph  Domenick,  84  West  Ave.  06850 

1942  Paul,  Francis,  64  Wall  06850 

1963  Piro,  John  Frank,  53  East  Ave.  06851 

1949  Richman,  Daniel  Powell,  111  East  Ave.  06851 
1955  Rogers,  William  Joseph,  10  Mott  Ave.  06850 
1963  Sacco,  John  Joseph,  85  East  Ave.  06851 

1966  Schulman,  Paul  L„  83  East  Ave.  06851 
1972  Schwartz,  Paul  Edward,  83  East  Ave.  06851 

1947  Serena,  Frank  A.,  158  East  Ave.  06851 
1946  Serena,  John  Mario,  27  Bettswood  Rd.  06851 
1931  Simon,  Louis  G.,  212  New  Canaan  Ave.  06850 

1968  Singer,  Bernard,  104  East  Ave.  06851 
1972  Singer,  Joel  Barnett,  153  East  Ave.  06851 

1950  Skluth,  L.  Herbert,  87  East  Ave.  06851 
1963  Stabinsky,  Charles,  152  East  Ave.  06851 

1943  Steinberger,  Laszlo,  166  East  Ave.  06851 
1937  Stietzel,  Eric  Ernst,  153  East  Ave.  06851 

1952  Strong,  St.  Clair  Grant,  10  Mott  Ave.  06850 
1962  Sullivan,  William  Michael  83  East  Ave.  06851 

1965  Tager,  Michael  George,  12  Elmcrest  Ter.  06850 

1966  Tracey,  Edward  J.,  153  East  Ave.  06851 
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1971  Tracey,  James  Patrick,  153  East  Ave.  06851 

1952  Trambert,  Harry  L.,  150  East  Ave.  06851 

1968  Tmax,  Hollis  Norman,  Norwalk  Hospital  06856 

1953  Vetter,  Ignatius  Joseph,  5 Elmcrest  Ter.  06850 
1971  Vigna,  Vincenzo,  108  East  Ave.  06851 

1958  Walker,  Harold  Clifford,  10  Mott  Ave.  06850 
1971  Weinstein,  Arnold  H.,  10  Mott  Ave.  06850 
1938  Weinstein,  Nathan,  108  East  Ave.  06851 

1958  Wexler.  Richard,  166  East  Ave.  06851 
1968  Williams,  Shirley  Yvonne,  10  Brush  06850 

1971  Zusman,  Howard  Eugene,  Norwalk  Hospital  06856 

OLD  GREENWICH  06870 

1950  Brock.  Warren  Heath.  311  Sound  Beach  Ave. 

1967  Gray,  Charles  Helman.  4 Cove  Ridge  Lane 

1972  Lewis,  Stephen  H.,  8 West  End  Ave. 

1959  Schmitt.  Daniel,  8 West  End  Ave. 

1963  Siefert,  Frederick  Edward,  8 West  End  Ave. 


RIDGEFIELD  06877 

1967  Buchman.  Toseph  Gilbert,  17  Governor 
1931  Fiske.  Madeline,  P.O.  Box  64 
1966  Guigui,  Armand,  900  Ethan  Allen  Highway 
1955  Heller.  John  Herbert,  N.  E.  Institute  for  Medical 
Research 

1972  Katis,  Lauma  U.,  Old  West  Mountain  Rd. 

1969  Roy,  Gaston  E.,  17  Governor 
1951  Salford,  Theodore,  Jr.,  69  Main 
1962  Sheehan.  James  Ennis,  153  Main 
1969  Spence,  James  Kindel,  51?  Bailey  Ave. 

1957  Van  Poznak,  Frederick,  642  Danbury  Rd. 

1927  Woodford,  Francis  Bowditch,  325  Main 


RIVERSIDE  06878 
1967  Kelly,  T.  Colman,  30  Bonwit  Rd. 

1939  Read,  Francis  Arnold,  10  Crescent  Rd. 

ROWAYTON  06853 

1938  Hunkemeier,  Edna,  1 Nylked  Ter..  Pine  Point 

1948  Levine,  Abraham  I.,  26  Wilson  Ave. 

1956  Rose,  Gilbert  Jacob,  25  Sammis 

SANDY  HOOK  06482 
1947  Kyle,  George  Byron,  Glen  Rd. 

SHELTON 

1960  Berger,  Alexander,  32  Huntington  06486 

1949  Hansen,  Wilbur  Henry,  200  Huntington  06484 

1956  Klimas,  Francis  Alexander,  15  Judson  Circle 
1941  Pagliaro,  Joseph  John,  405  Coram  Ave.  06484 

SOUTH  NORWALK  06854 

1946  Burack,  Jason  Oliver,  20  North  Main 

SOUTHPORT  06490 

1935  Antell,  Maxwell  Joseph,  64  Southport  Woods  Dr. 

1957  D’Elia,  Frank  G.,  252  Main 

1939  Hardenbergh,  Daniel  Bailey,  101  Harbor  Rd. 

1949  Kueffner,  William  Robert,  99  Harbor  Rd. 

1953  Reinhard,  Warren  John,  311  Pequot  Ave. 

1961  Scholan,  Francis  James,  99  Harbor  Rd. 

1947  Sterrett,  Raymond  A.,  115  Main 


SPRINGDALE  06879 
1940  Crane,  James  Everett,  1186  Hope 
1949  Savak,  Joseph  Ernest,  743  Hope 


a i /iMrumj 


1946  Abrahamson,  Robert  Henry, 


1961 

1956 

1936 
1954 

1968 
1954 
1965 

1957 

1965 
1971 
1954 
1967 
1961 
1961 
1971 

1969 
1951 
1969 
1973 
1944 

1966 
1950 
1946 
1954 
1940 
1969 
1961 

1937 
1934 


1962 

1968 

1968 

1956 

1956 

1955 

1951 

1952 
1954 
1950 
1933 
1937 
1936 
1962 


1971 


1958 

1969 
1931 
1953 
1931 

1964 

1953 

1954 
1949 

1965 
1968 

1970 
1962 


High  Valley  Way 
0690 

Allard,  Gilles  Guy,  St.  Joseph’s  Hospital  06902 
Banfield,  Richard  Sterling,  Jr.,  144  Morgan  06905 
Bannon,  Frederick  Michael,  300  Main  06901 
Bellwin,  Alexander,  144  Morgan  06905 
Benjamin,  Burton  Irving,  19  Third  06902 
Benjamin,  Martin  Robert,  1425  Bedford  06905 
Bessa,  Octavio,  Jr.,  1380  Bedford  06905 
Borowy,  John  Edward,  1380  Bedford  06905 
Branham,  Henry  Ezell,  Jr.,  122  Forest  06902 
Braun,  Ronald  Waiter,  133  MacGregor  Dr.  0690: 
Breakell,  Edward  Samuel,  Stamford  Hospital  0690.‘ 
Browne,  Francis  Joseph,  1425  Bedford  06905 
Browne,  Michael  Alexander,  1425  Bedford  06905 
Browning,  Louis  D.,  Jr.,  83  Morgan  06905 
Bujdud,  Christian  M.,  965  Hope  06906 
Bull,  Sherman  Marsh,  70  Mill  River  06902 
Bullen,  Halsey  Graves,  21  Broad  06901 
Bullwinkel,  George  Albert,  Jr.,  70  Mill  River  06901 
Carino,  John  Maurice,  47  Oak  06905 
Cassone,  Rocco,  10  River  06901 
Chamberlin,  Allen  Chapin,  144  Morgan  06905 
Cloonan,  John  Joseph,  95  Morgan  06905 
Colburn,  Russell  Fitch,  1416  Bedford  06905 
Coleman,  Monroe.  144  Morgan  06905 
Connolly,  Joseph  Patrick,  193  Davenport  Dr.  06902 
Cottle,  Robert  D.,  125  Strawberry  Hill  Ave.  06902 
Coughlin,  Francis  Raymond,  Jr.,  144  Morgan  06905 
Cunningham,  Robert  D.  M . 1435  Bedford  06905 
D’Andrea,  Frank  Henry,  West  Lane,  Revonah  Woods 

„ „ 06905 

Danolf,  Stuart  Jay,  1867  Summer  06905 
Dombrowski,  Edwin  Henry,  95  Morgan 
Echental,  Arthur  A.,  98  Hoyt  06905 
Eliasoph,  James  Lee,  112  Hoyt  06905 
Eliasoph,  Joan,  112  Hoyt  06905 
Eng,  Gunnar  Orville,  83  Morgan  06905 
Epstein,  Ezra  Jacob,  1 100  Bedford  06905 
Fakkel,  Marie  Josephine,  122  Hoyt  06905 
Farrell,  Jean  Elizabeth.  77  Bedford 
Farrell,  Richard  Francis,  35  Hoyt 
Fincke,  C.  Louis,  21  Broad  06901 
Fine,  Barnet,  70  Grove  06902 
Fine,  Joseph,  55  Forest  Rd.  06902 
Fisher,  Lloyd  Chaim,  31  Strawberry  Hill 


06905 


06902 

06905 


Ave. 

i 0690: 

Fleming,  Richard  Joseph,  Shelburne  & W.  Broad 

„ , 0690 

Fogelman,  Henry,  69  Forest  06902 
Fox,  Martin,  1425  Bedford  06905 
Gandy,  R.  Alfred,  East  La.  06905 
Geer,  Enos  Throop,  144  Morgan  06905 
Giles,  Newell  Walton,  1 Atlantic  06901 
Gofstein,  Ralph  M.,  235  Den  Rd.  06903 
Golbey,  Robert  Bruce,  1424  High  Ridge  Rd.  06901 
Goldfarb,  Jerry,  19  Third  ' 06902 
Goldfarb,  Simon  L.,  1435  Bedford  06002 
Goodhue,  Peter  Ames,  70  Mill  River  06902 
Grann,  Victor  Robert,  98  Hoyt  06905 
Gray,  Parke  Hanswood,  70  Mill  River  06902 
Gromults,  Joseph  Michael,  Jr.,  125  Strawberry  Hill 
Ave.  06902 
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970  Grossman,  Gerald,  1200  Summer  06905 
947  Haine,  John  W.,  83  Morgan  06905 
972  Hansen,  Carlos  Enrique,  1799  Summer  06902 
955  Harrison,  Arthur  M.,  1100  Bedford  06905 

967  Hassan,  Kamal  Aly,  1425  Bedford  06905 

972  Hecht,  Harvey  Leon,  Stamford  Hospital  06902 
955  Izzo,  Patrick  Anthony,  21  Broad  06901 
;944  Jaiven,  Saul  Joseph,  21  Bridge  06905 
952  Jarvik,  Norman  Eugene,  44  Strawberry  Hill  Ave. 

06902 

i956  Kanter,  Donald  Morton,  31  Strawberry  Hill  Ave. 

06902 

365  Karas,  Lewis  Maxwell,  19  Third  06902 

|956  Kardos,  Joseph  Anthony,  860  Stillwater  Rd.  06902 

955  Keller,  Louis,  554  Bedford  06902 

[951  Kemp,  Walter  Wyckoff,  21  Broad  06901 

(938  Kezel,  Albert  Patrick,  188  Greyrock  PI.  06901 

957  King,  Stewart  Alan,  70  Mill  River  06902 

947  Klein,  Harold  T.,  33  Forest  06902 

969  Klein,  Neil  Charles,  31  Strawberry  Hill  Ave.  06902 
|939  Koffler,  Arthur,  39  Glenbrook  Rd.  06902 

970  Krasnogor,  Lester  Jay,  Stamford  Hospital  06902 
959  Kraut,  Herbert  Leon,  47  Oak  06905 

952  LaCorte,  Salvatore,  St.  Joseph’s  Hospital  06902 
i965  LaForte,  Peter,  70  Mill  River  06902 

[951  Levine,  Harry  Philip,  828  High  Ridge  Rd.  06905 
951  Levine,  Julian,  23  Hoyt  06905 

968  Lundberg,  Einar  Albin,  1937  West  Main  06904 
961  Madison,  Robert  Louis,  27  Strawberry  Hill  Ave. 

06902 

953  Magida,  Melville  Gerson,  31  Strawberry  Hill  Ave. 

06902 

.934  Malloy,  Edward  Francis,  90  Hubbard  Ave.  06905 

948  Mancinelli,  M.  Joseph,  Revonah  Woods  06905 
968  Manimbo,  Sergio  G.,  269  West  Lane,  Revonah 

Woods  06905 

946  Mastrangelo,  Angelo,  Jr.,  19  Grandview  Ave.  06905 
1933  McFarland,  Frederick  William,  1425  Bedford  06905 

948  McIntyre,  Frederick  Powers,  23  Hoyt  06905 
968  McKee,  David  Rice,  144  Morgan  06905 

953  McNerney,  John  Cornelius,  111  Four  Brooks  Dr. 

06903 

947  Meacham,  Charles  Thomas,  1911  Summer  06905 
.946  Miller,  Hugh  Kennedy,  70  Mill  River  06902 

955  Morgan,  Laura  Grey,  21  Bridge  06905 

i.949  Moriarty,  James  Patrick,  23  Hoyt  06905 

.970  Mostel,  Arthur  P.,  27  Strawberry  Hill  Ave.  06902 

949  Moulyn,  Adrian  C.,  63  Palmer’s  Hill  Rd.  06902 
.972  Mujeeb,  Mohamed,  29  Hoyt  06905 

1947  Mulaire,  Victor  J.,  1010  Washington  Blvd.  06902 
1938  Murphy,  Charles  Anthony,  300  Bayberrie  Dr.  06902 
L970  Nagle,  John  A.,  23  Hoyt  06905 

.940  Nemoitin,  Bernard  Oscar,  96  Main  06901 
.952  Nolan,  John  Joseph,  95  Morgan  06905 
.946  Ogilvie,  John  Black,  95  Morgan  06905 
L962  Orth,  Robert  Heyde,  47  Oak  06905 
.957  Ostriker,  Marilyn,  144  Morgan  06905 
1955  Ostriker,  Paul  J.,  144  Morgan  06905 
1970  Ozcomert,  Sedat,  555  Newfield  Ave.  06906 
1963  Pesiri,  Ralph  Anthony,  1729  Bedford  06905 
1946  Poczabut,  John  Stephen,  23  Hoyt  06905 
4970  Prokop,  James  Donald,  83  Morgan  06905 

1948  Raffaele,  Frank  Joseph,  159  Main  06901 

1969  Rainville,  Thomas  Joseph,  1867  Summer  06905 
1938  Rawls,  Cotton,  300  Main  06901 
1969  Resnick,  Jerome  S.,  125  Strawberry  Hill  Ave.  06902 
1929  Resnik,  William  Harry,  27  Fox  Hill  Rd.  06903 
[1954  Richar,  Walter  John,  22  Beach  View  Dr.  06902 
[I960  Ridgway,  Walter  Stevens,  70  Mill  River  06902 


1942  Robison,  Roy  Calvin,  95  Morgan  06905 
1951  Rogers,  James  Forbes,  70  Mill  River  06902 

1966  Rogers,  Martin  C.,  28  Haviland  Rd.  06903 
1951  Rosenberg,  Bernard  L.,  144  Morgan  06905 
1953  Rosenberg,  Charles  H.,  810  Bedford  06905 
1951  Ryan,  John  Joseph,  172  North  06902 

1951  Ryan,  William  Arthur,  1729  Bedford  06905 
1962  Santagata,  Pasquale  William,  78  West  Hill  Circle 

06902 

1964  Sava,  Gerard  Anthony,  70  Mill  River  06902 

1957  Savitsky,  Elias,  1200  Summer  06905 

1972  Schneidau,  Peter  Blair,  Stamford  Hospital  06902 
1970  Schwartz,  Arnold  Jay,  Stamford  Hospital  06902 

1949  Sheard,  Charles,  76  Glenbrook  Rd.  06902 
1938  Sherman,  Saul  Harvey,  27  Bridge  06905 

1969  Sherrington,  Harold  Jaime,  27  Iron  Gate  Rd.  06903 

1960  Siderides,  Cleo  I.,  Stamford  Hospital  06902 

1958  Siderides,  Lambros  E.,  1100  Bedford  06905 

1950  Slater,  Gertrude,  1675  Bedford  06905 

1962  Smeraldi,  Richard  Anthony,  44  Strawberry  Hill  Ave. 

06902 

1941  Smith,  Leo  Michael,  Stamford  Hospital  06902 

1942  Stankard,  William  Francis,  51  Hartcroft  Rd.  06902 

1959  Steglich,  Carl  Peter,  190  West  Broad  06902 

1965  Steinberg,  David  Herman,  95  Morgan  06905 

1962  S teller,  Robert  Eugene,  95  Morgan  06905 

1965  Strauch,  Gerald  Otto,  70  Mill  River  06902 
1920  Stringfield,  Oliver  Linwood,  1416  Bedford  06905 

1961  Sullivan,  John  Joseph,  Jr.,  144  Morgan  06905 

1967  Suttenfield,  Virginia,  500  Wire  Mill  Rd.  06903 

1949  Svedlow,  Bernard  Dave,  1767  Summer  06905 

1960  Telfeian,  Artin,  50  Glenbrook  Rd.  06902 

1950  Telia,  Ralph  Thomas,  107  Glenbrook  Rd.  06902 

1958  Trent,  Joe  Watson,  Westover  Park  06902 
1940  Troy,  William  Daniel,  140  Hoyt  06905 

1967  Usman,  Ahmed,  29  Hoyt  06905 

1970  Vinnick,  Leonard,  1100  Bedford  06905 

1968  Voss,  Howard  Evan,  144  Morgan  06905 

1966  Walsh,  Thomas  Joseph,  1100  Bedford  06905 
1957  Waxberg,  Joseph  David,  65  Prospect  06902 

1953  Weed,  Clayton  Bagslaw,  37  Glenbrook  Rd.  06902 

1969  Weisel,  Alan,  47  Oak  06905 

1967  Widrow,  David  Richard,  1425  Bedford  06905 

1952  Williams,  Frederick  Davis,  1 Atlantic  06901 

1956  Wilson,  John  Marion,  Jr.,  144  Morgan  06905 
1972  Winterhalter,  Charles  McNeill,  Olin  Corporation 

06902 

1961  Wolfsohn,  Alfred  Werner,  31  Strawberry  Hill  Ave. 

06902 

1947  Wrona,  Eugene  Adam,  1435  Bedford  06905 

1954  Zalichin,  Henry,  555  Newfield  Ave.  06905 
1954  Zimmem,  Richard  Lee,  1867  Summer  06905 

STRATFORD  06497 

1947  Anton,  Michael  Charles,  1064  Broadbridge  Ave. 

1963  Asken,  Saul,  2505  Main 

1957  Biassey,  Earle  Lambert,  39  Stonybrook  Rd. 

1959  Birge,  Elizabeth  Barbara,  210  Manor  Hill  Rd. 

1961  Copeck,  Gerald,  39  Stonybrook  Rd. 

1969  Covey,  William  G.,  2875  Main 

1952  DeLibero,  Anthony  F.,  387B  Sequoia  Lane 
1936  Friedman,  Nathan  Harris,  Beaver  Dam  Rd. 

1927  Haberlin,  Chester  Edward,  2553  Main 
1972  Halloran,  James  V.,  184B  Apache  La. 

1967  Hanley,  Hilda  Christina,  374B  Piute  Lane 
1950  Impelhtteri,  Thomas  Joseph,  1795  Main 

1963  Keogh,  Raymond  Joseph,  3557  Main 
1959  Levieff,  Leo,  2875  Main 

1964  Levy,  Samuel  Howard,  3007  Main 

1953  Licciardello,  Anthony  Thomas,  2875  Main 
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1946  Lyddy,  John  Roger,  2875  Main 
1938  McLean,  T.  Smith,  Jr.,  2875  Main 
1931  Oesau,  Harold  Thomas,  1980  Main 
1955  Peterson,  Richard  Charles,  3960  Main 
1970  Pleban,  Walter  Edward,  3589  Main 

1942  Roberge,  George  Edward,  51  Meadowmere  Rd. 
1960  Weitzner,  Arthur,  373  Nichols  Ave. 

1960  Yildizalp,  Naci  Mehmet,  2420  Main 

1947  Zielinski,  John  Blaise,  2875  Main 

TRUMBULL  06611 
Long  Hill 

1933  Adzima,  Joseph  Matthew,  45  West  Lake  Rd. 

1957  Austrian,  Herman,  935  White  Plains  Rd. 

1947  Brown,  Richard  J.,  157  Pinewood  Trail 

1961  Citrano,  Eugene  Charles,  502  White  Plains  Rd. 
1935  Creaturo,  Nicholas  Edward,  10  Rockland  Rd. 

1958  Cronan,  Thomas  Leo,  4719  Madison  Ave. 

1962  Giangrasso,  Anthony  Eugene,  6363  Main 
1965  Kassim,  Sami  E.,  465  Daniel’s  Farm  Rd. 

1948  Mack,  Arthur  Gerard,  1918  Huntington  Tpke. 
1960  Nedi,  William  Francis,  Trumbull  Center 
1948  Mack,  Arthur  Gerard,  1918  Huntington  Tpke. 

1958  Sherlip,  Bernard  Jay,  935  White  Plains  Rd. 
1942  Trautman,  Edwin  Frederick,  5367  Main 

1959  Veneruso,  Ciro,  935  White  Plains  Rd. 

1934  Wehger,  Roland  Theodore,  158  Plymouth  Ave. 
1973  Willis,  John  August,  6004  Main 

1969  Zingmond,  Erwin,  935  White  Plains  Rd. 

WESTON  06883 
1957  Bucky,  Thomas  Lee,  Weston  Rd. 

1962  Schmiedeck,  Raoul  A.,  34  Cedar  Hills  Rd. 


WESTPORT 

1970  Aaron,  Stuart  Denis,  251  Riverside  Ave.  06880 
1954  Adler,  Daniel  Harvey,  131  Kings  Highway  North 

06880 

1948  Barnett,  Roy  Nathaniel,  125  South  Compo  Rd. 

06880 

1953  Beasley,  Albert  Sidney,  129  Kings  Highway  North 

00880 

1960  Beck,  David,  44  Elm  06880 

1952  Beinfield,  Malcolm  Sidney,  125  Kings  Highway 

06880 

1966  Bender,  Stuart  Howard,  127  Kings  Highway  North 

06880 

1957  Beres,  Paul,  162  Kings  Highway  North  06880 

1954  Berman,  Leo  H.,  17  Otter  Trail  06880 

1971  Carroll,  Robert  McHenry,  246  East  State  06880 
1963  Cassell,  Robert  Theodore,  32  Imperial  Ave.  06880 

1961  Doctor,  Daniel  W.,  129  Kings  Highway  North 

06880 

1973  Doctor,  Judith  Eva,  129  Kings  Higway  North  06880 

1962  Dolberg,  Harold  M.,  2 Mayflower  Pkwy.  06880 
1965  Dorison,  Ezra  Eli,  136  Main  06880 

1930  Ellrich,  David  Lionel,  266  State  06880 
1943  Gerow,  George  H.,  34  Imperial  Ave.  06880 

1958  Goehausen,  Myles  Conrad,  266  East  State  06880 

1955  Grant,  James  Mullett,  19  Joann  Circle  06880 
1973  Hammerman,  Stephen  L.,  12  Washington  Ave. 

06880 

1960  Hughes,  William  Francis,  125  Kings  Highway  06880 

1946  Isenman,  Robert,  5 Clifford  Lane  06882 

1945  Johnson,  William  Henry  Nelson,  12  North  Ridge  Rd. 

06880 

1965  Kallick,  Charles  John,  145  Main  06880 


1955  Kaunitz,  Paul  E.,  127  Kings  Highway  North  0688C 
1959  Keelan,  Edward  Michael,  136  Main  06880 
1965  Kessler,  William,  The  Willows  06882 
1970  Laffaye,  Horace  A.,  125  Kings  Highway  06880 
1947  Lebhar,  Neil  F.,  20  Bay  06880 

1958  Lichtman,  Alvin,  24  Easton  Rd.  06882 

1969  Lieberson,  Alan  David,  162  Kings  Highway  North 

0688* 

1972  Loveless,  Mary  II.,  22  Cavalry  Rd.  06880 
1950  Lynch,  Franklin,  20  Bay  06880 

1973  McCrann,  Winifred  Elizabeth,  9 Round  Pond  Rd 

06881 

1952  Micheels,  Louis  Joseph,  129  Kings  Highway  North 

0688* 

1965  Moadel,  Michael  Moosa,  170  West  State  06880 
1934  Morgan,  William  Oliver,  269  Main  06880 
1937  Nespor,  Robert  Wenzel,  101  Compo  Rd.  South 

06881 

1970  Orr,  Harry  Dawson,  Jr.,  4 Whitney  Ext.  06880 

1959  Perlis,  Sanford  James,  131  Kings  Highway  Nortl 

0688( 

1968  Raff,  Neil  Charles,  6 Village  Sq.  06880 

1967  Roberts,  Gerald  David,  162  Kings  Highway  North 

06881 

1970  Robins,  Richard  John,  431  East  State  06880 

1969  Rossi,  Joseph  P.,  8 Ferry  La.  East  06880 

1971  Schneider,  Robert  George,  241  Bayberry  Lane 

0688( 

1952  Schultz,  Martin,  81  Myrtle  Ave.  06880 

1970  Semmelmeyer,  John  Albert,  III,  162  Kings  Highway 

North  06880 

1970  Shapiro,  Howard  I.,  131  Kings  Highway  North 

0688C 

1958  Shiller,  Jack  Gerald,  129  Kings  Highway  North 

0688C 

1941  Shoup,  Homer  B.,  Jr.,  131  Kings  Highway  North 

06880 

1967  Silberman,  Charles  George,  136  Main  06880 
1943  Solway,  Rueben  Isaac  H.,  1 St.  John  PI.  06880 
1961  Steinberg,  Harold,  162  Kings  Highway  North 

06880i 

1950  Sy'z,  Hans,  The  Lifwynn  Foundation,  52  South  Mom- 
ingside  Dr.  06882 

1960  Tec,  Leon,  11  Rocky  Field  Rd.  06880 

1960  Wasserman,  Harvey  Robert,  136  Main  06880 

WILTON  06897 

1955  Boas.  Norman  Francis,  Old  Ridgefield  Rd. 

1966  Franklin,  David  Noel,  Merwin  Building 

1972  Jonas,  Sarah  Linden,  12  Timber  Top  Trail 
1948  Maidman,  Leonard,  P.O.  Box  218 

1 954  Zucker,  Richard  Arthur,  Cricket  Lane 

OUT  OF  COUNTY 

1940  Adams,  Mary,  2 Quintard  Dr.,  Port  Chester,  New 
York  10573 

1938  Ashcroft,  Allan  Davis,  133  N.  Pompano  Beach  Blvd., 
Apt.  801,  Pompano  Beach,  Florida  33062 
1948  Aube.  Louis  Armand,  14  Lobban  Ave.,  Chatham, 

New  Brunswick,  Canada 

1947  Barber,  Richard  Robbins,  4520  No.  Camino  Kino,  Rt. 

No.  5.  Box  702,  Tucson,  Arizona  85718 
1936  Beck,  Eugene  Cornelius,  301  Park  Ave.,  New  York 
City,  New  York  10028 

1926  Bowman,  Stuart  Howard,  3300  Gulf  Shore  Blvd., 
Naples,  Florida  33940 
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1 942  Colmers,  Rudolf  Albert,  217  East  Huntingdon, 
Savannah,  Georgia  31401 
1928  Delohery,  Cornelius  Leo,  56  W.  Arch  Dr.  Lake 
Worth,  Florida  33460 

959  Dobson,  John  Patrick,  G.  Pierce  Wood  Mem  1 Hosp., 

Arcadia,  Florida  33821 

946  Eskwith,  Invin  Stanley,  Ripley,  West  Virginia  25271 
!945  Gratz,  Charles  Murray,  1 Tom’s  Point  La.,  Port 
Washington,  New  York  11050 
971  Hasson,  Robert,  320  Westchester  Ave.,  Port  Chester, 
New  York  10573 

960  Henry,  Philip  Daniel,  299  Seymour  Ave.,  Derby 

06418 

937  Howlett,  Kirby  Smith,  Jr.,  830-A  Heritage  Village, 

Southbury  06488 

955  Huss,  Geraldine  Rider,  514  Nordhoff  Dr.,  Leonia, 
New  Jersey  07605 

944  Inkster,  James  H.,  109  School,  Keene,  New 
Hampshire  03431 

961  Kaplan,  Edward  D.,  11  Carriage  Way  Dr.,  Fitchburg, 

Massachusetts  01420 

964  Keddy,  Russell  Alfred,  651  S.W.  6th,  Pompano  Beach, 
Florida  33060 

955  Keleman,  Eugene,  31423  South  Coast  Highway, 
South  Laguna,  California  92677 

938  Keys,  Robert  Cathcart.  Winchester,  Kansas  66097 
.940  Lengyel,  Paul,  325  Wawona,  San  Francisco,  Califor- 
nia 94109 

933  Lockwood,  Jane,  Baldwin  Hill  Rd.,  New  Preston 

06777 

.948  Luria,  Sydney,  1011  N.  35th  Ave.,  Hollywood, 
Florida  33021 

928  McGourty,  Andrew  Frederick,  Box  77,  Norfolk 
.948  Mcllroy,  Patrick  Thomas,  P.  O.  Box  197,  Danbury, 
New  Hampshire  03230 

1936  Moore,  Clifford  Douglas,  129  E.  Lake  Dr.,  Lehigh 
Acres,  Florida  33936 

L959  Moriarty,  Joseph  A.,  725  North,  Pittsfield,  Massa- 
chusetts 01201 

944  Morrissett,  Leslie  Emerson,  5104  Riverside  Dr., 
Richmond,  Virginia  23225 

951  Murphy,  John  Christopher,  7 Leeson  Park  Ave., 
Dublin,  Ireland 

1925  Nichols,  Charles  W.,  A.I.M.  Med.  Center,  Wellfleet, 
Mass.  02667 

1945  Pearce,  Marvin  G.,  1408  Rabb  Rd.,  Barton  Ter., 
Austin,  Texas  78704 

1939  Reynolds,  Whitman  Mead,  R.  F.  D.  1,  P.  O.  Box 

772,  Stonington  06378 

1935  Rogers,  Robert  Page,  Box  245,  North  Chatham, 
Massachusetts  02650 

|l939  Scanlon,  John  Joseph,  4977  Battery  La.,  Bethesda, 
Maryland  20014 

1940  Shaw,  Lillian  Eloise,  Baldwin  Hill  Rd.,  New  Preston 

06777 

1958  Simon,  H.  Joseph,  V.  A.  Hospital,  Waco,  Texas 

76708 

1930  Sollosy,  Alexander,  3180  S.  Ocean  Dr.,  Apt.  1017, 
Hallandale,  Florida  33009 

1949  Spannaus,  Fred,  C„  Jr.,  Rt.  199,  Roxbury  06783 

1950  Spinelli,  Nicholas  P.  R.,  103  Housatonic  Dr.,  Devon 

06460 

1972  Spring,  William  C.,  Jr.,  838  Conestoga  Rd.,  Berwyn, 
Pennsylvania  19312 

1935  Strayer,  Luther  Milton,  P.  O.  Box  366,  Lancaster, 
New  Hampshire  03584 

1938  ter  Kuile,  Roger  Couvelle,  117  W.  Main,  Lebanon, 
Illinois 


1936  Teuscher,  William  Philip,  Eastport  Marina,  Annapo- 
lis, Maryland  20703 

1934  Tinkess,  Donald  Ewing,  Fort  Stephenson  PL, 

Lookout  Mountain,  Tennessee  37350 

1959  Tucker,  Elizabeth  Mackay,  708  Irving  Ave.,  Syracuse, 
New  York  13210 

1971  Walker,  Granville  Inman,  Jr.,  The  Chase  Manhattan 
Bank,  New  York,  New  York  10015 

1969  Walsh,  Richard  James,  P.  O.  Box  2728,  San  Pedro, 
California  90731 

1967  Wick,  Peter  J.,  William  W.  Backus  Hospital,  Nor- 
wich 06360 

1956  Wilcox,  Frederick  Carpenter,  Jr.,  161  Jason,  Pitts- 
field, Massachusetts  01201 

1958  Willis,  Thayer,  2757  N.E.  31st,  Lighthouse  Point, 
Florida  33064 

1953  Zehrung,  William  John,  P.  O.  Box  B,  New  Milford 

06776 


Hartford  County  Association 

President:  Joseph  S.  Sadowski,  287  Collins,  Hartford  06106 

Vice-President:  Isadore  H.  Friedberg,  93  Market  Sq.,  New- 
ington 06111 

Secretary-Treasurer:  Henry  C.  Rogers,  81  South  Main, 
West  Hartford  06107 

Councilor:  Carl  W.  Johnson,  11  North  Main,  Thompson- 
ville  06082 

Associate  Councilors: 

Merrill  B.  Rubinow,  320  Main,  Manchester  06040 
Andrew  J.  Canzonetti,  Scovill  Mfg.  Co.,  Waterbury 

06706 

Executive  Director:  Mr.  Joseph  L.  Gordon 

Executive  office:  230  Scarborough,  Hartford  06105 
Annual  Meeting,  First  Wednesday  in  April 
Semi-Annual  Meeting,  Fourth  Wednesday  in  September 


AVON  06001 

1968  Barwick,  Peter  E.,  Avon  Professional  Center 
1964  Harrop,  James  Shields,  51  Hitchcock  Lane 
1961  Koff,  Arnold  M.,  Avon  Professional  Center 
1963  Kresge,  Dwight  J„  70  Fox  Den  Rd. 

1961  Lynch,  Mark  Edward,  Avon  Professional  Center 
1943  Marinaro,  Nicholas  Anthony,  51  Westridge  Dr. 
1973  Norbert,  Gary  Francis,  18  West  Avon  Rd. 

1959  Orgun,  Ibrahim  Necmi,  44  Craigmore  Circle 
1973  Schubert,  Anthony  Stephen,  20  West  Avon  Rd. 
1931  Standish,  Welles  Adams,  24  Crocus  Lane 
1941  Wiepert,  William  Murray,  West  Avon  Rd. 

1949  Williams,  William  Edward,  West  Avon  Rd. 

1934  Woodford,  Chester  N.,  545  Deer  Cliff  Rd. 


BLOOMFIELD  06002 

1949  Bagnall,  Richard  Salmon,  616  Bloomfield  Ave. 
1946  Baskin,  Abraham  Hyman,  72  Wintonbury  Ave. 
1951  Brandriss,  Joseph,  13  Latimer  Lane 
1939  Brewer,  Francis,  22  Jerome  Ave. 
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1968 

1931 

1956 

1965 

1960 

1962 

1964 

1936 

1971 

1973 

1968 

1973 


1968 

1971 

1957 
1970 

1967 

1934 
1948 

1958 
1936 
1947 

1946 
1956 

1962 
1973 

1935 
1964 

1947 

1958 
1946 

1969 
1952 

1948 

1954 

1963 

1962 

1964 

1951 

1968 

1965 

1963 

1952 
1946 

1970 
1962 
1972 

1959 
1961 

1969 

1955 
1939 
1957 
1934 

1960 


1954 


1940 

1949 

1969 


Godlash,  Kenneth  Michael,  711  Cottage  Grove  Rd. 
Ilirshberg,  Manuel  Shelton,  23  Oak  Lane 
Knox,  A.  E.  Hertzler,  125  Wadhams  Rd. 

Levine,  Marvin,  41  Jerome  Ave. 

Newell,  Richard  Clark,  711  Cottage  Crove  Rd. 
Schmoll,  Ralph  Dale,  711  Cottage  Grove  Rd. 

Sereda,  Lawrence  Evans,  701  Cottage  Grove  Rd. 
Slossberg,  David  Seymour,  1045  Blue  Hills  Ave. 
Ungar,  Joseph  Irwin,  44  Jerome  Ave. 

Weinstock,  Michael  Saul,  1 Regency  Dr. 

Werner,  Herbert  Jay,  41  Jerome  Ave. 

Wyse,  L.  Arnold,  701  Cottage  Grove  Rd. 

BRISTOL 

Alisberg,  Norman.  Bristol  Hospital  06010 
Allam,  Abdel  F.,  196  Woodland  06010 
Ayotte,  Lionel  Alfred,  45  Prospect  06010 
Bagdasarian,  Ara  Der,  105  Woodland  06010 
Bean,  Kenneth  Forte,  199  Riverside  Ave.  06010 
Beatrice,  Alphonse  Anthony,  331  Main  06010 
Becker,  Arnold  H.,  300  Main  06010 
Becker,  Irwin  William,  300  Main  06010 
Bird,  Frederick  Stamford,  12  Collins  Rd.  06011 
Brezina,  Philip  Savage,  105  Woodland  06010 
Ciccarelli,  Annanno  William,  291  Queen  06010 
Driscoll,  Arthur  Joseph,  123  Maple  06010 
Erami,  Mohammad,  75  High  06010 
Estela,  Jose  A.,  94  Bellevue  Ave.  06010 
Flynn,  William  Henry,  12  Carleton  Pi. 

Fox,  Edward  Francis,  300  Main  06010 
Furniss,  William  Ernest,  190  Summer  06010 
Glass,  Herbert  Lee,  300  Main  06010 
Hanley,  J.  Bainbridge,  Peacedale  06010 
Hennessey,  Brian  Charles,  88  Goodwin  06010 
Hershey,  David  Daniel,  101  Woodland  06010 
Hershman,  Harry  Herbert,  122  Maple  06010 
Holden,  Wesley  Wiberg,  291  Queen  06010 
111,  Martin  F.,  291  Queen  06010 
Jensen,  Gerald  Otto  F.,  1 Bellevue  Ave.  06010 
Labraico,  James  Michael,  51  High  06010 
LaPorte,  Thomas  Francis  V.,  33  Puritan  Rd.  06010 
McClure,  Phillip  Hutson,  300  Main  06010 
McDermott,  George  Michael,  35  Woodland  06010 
Mirabelli,  Vittorio,  11  Harrison  06010 
Perry,  Douglas  Dards,  1 Bellevue  Ave.  06010 
Purney,  John,  300  Main  06010 
Rappaport,  Lawrence  Neil,  300  Main  06010 
Reiss,  Oscar,  202  Queen  06010 
Robles,  Mario  Jose,  88  Goodwin  06010 
Russell,  Donald  Grant,  300  Main  06010 
Seguljic,  Nicholas  J.,  202  Queen  06010 
Selsky,  Leonard  Mark,  683  Farmington  Ave.  06011 
Steinmayer,  Otto  Christoph,  Jr.,  88  Goodwin  06010 
Tirella,  Fred  Francis,  85  Belden  Gardens  Dr.  06010 
Williamson,  Robert  James,  104  Steams  06010 
Winters,  Hyman  W.,  58  Bel  Eden  Gardens  Dr. 

06010 

Winters,  Thomas  Edgar,  103  Woodland  06010 


CANTON  CENTER  06020 
Carlton,  Lawrence  Sumner,  Route  179 


COLLINSVILLE  06022 

Barker,  Norman  John,  Canton  Center,  R.F.D. 
Diters,  Edward  Nelson,  Gildersleeve  Ave. 

West,  Harold  Frederic,  64  Maple  Ave. 


EAST  HARTFORD 


1948  Acqua,  Louis  C.,  40  Elm  06108 

1969  Berger,  Jonathan,  477  Connecticut  Blvd.  06108 

1967  Cameron,  Ian  Richard,  111  Founders  Plaza  06108 

1970  Danigelis,  James  Arthur,  477  Connecticut  Blvd.  0610 
1948  Danyliw,  Joseph  Michael,  110  Main  06118 

1961  Daukas,  Charles,  809  Main  06108 

1968  DeFusco,  Leonard  Anthony,  477  Connecticut  Blvd. 

0610 

1962  Fitzgerald,  James  Richard,  477  Connecticut  Blvc 

in  0610 

1966  Fogg,  Lyman  B.,  477  Connecticut  Blvd.  06108 
1946  Golino,  Emanuel  Francis,  164  Main  06118 
1957  Gustafson,  Walter  Elmer,  45  Connecticut  Blvd. 

0610 

1963  Hurwit,  Albert  Coleman,  477  Connecticut  Blvd. 


1973 

1955 

1965 

1955 

1934 

1939 

1947 
1965 
1952 

1948 
1.955 

1967 

!942 


0610 

Imran,  Ali  Hashmi,  477  Connecticut  Blvd.  06108 
Keefe,  Arthur  Dillon,  477  Connecticut  Blvd.  0610; 
Knights,  William,  477  Connecticut  Blvd.  06108 
Loewenberg,  Peter  Christian,  33  Brown  06118 
Lublin,  Raymond,  751  Main  06108 
Mirabile,  Thomas  Joseph,  59  Burnside  Ave.  06108 
Murphy,  John  Joseph,  27  Wells  Ave.  06108 
Palma,  Joseph  Francis,  477  Connecticut  Blvd.  0610! 
Platz,  Joseph,  527  Burnside  Ave.  06108 
Sirota,  Harvey  H„  3 Saunders  06108 
Steams,  Colby  Stamaman,  477  Connecticut  Blvd. 

„ 0610! 
Sullivan,  Robert  Michael,  477  Connecticut  Blvd. 

0610! 

Trantolo,  Arthur,  1559  Main  06108 


ELMWOOD  06110 

1932  Romaniello,  Rocco  John,  1086  New  Britain  Ave. 
1953  Saunders,  William  Long,  12  Mayflower 


ENFIELD  06082 

1960  Figueroa,  Francis  Javier,  258  Hazard 

1970  Himelstein,  Samuel  Carl,  810  Enfield 
1968  Hollander,  Jules  S.,  5 North  Main 

1971  Mathews,  John,  Enfield  Professional  Center 


FARMINGTON  06032 

1970  Bachl,  Frederick  Joseph,  1 Mill  Lane 
1946  Barbour,  Paul  Humphrey,  Jr.,  2 High 
1933  Bausch,  Carl  Philipp,  98  Mallard  Dr.  06085 
1970  Carignan,  Roland  Zephirin,  26  Lake  Shore  Dr. 
1964  Davenport,  John  Joseph,  Jr.,  287  Main 

1969  Dickey,  Richard  Allen,  1 Mill  Lane 
1954  Egloff,  Frank  Rattray,  31  Main 

1968  Gainter,  J.  Richard,  Univ.  Conn.  Health  Ctr.,  Build- 
ing “B” 

1960  Hillemeir,  Herbert,  51  Dorset  Lane 
1968  Hinz,  Carl  Frederick,  Jr.,  Univ.  Conn.  School  of 
Medicine 

1959  Jones,  Emily  Edwards,  273  Main 
1962  Langmann,  Robert  D.,  1 Mill  Lane 

1967  Leach,  Charles  Nelson,  Jr.,  174  Main 

1968  Lepow,  Irwin  Howard,  Univ.  Conn.  Health  Center 

1970  Massey,  Robert  Unruh,  Univ.  Conn.  School  of  Medi- 

cine 


roster 


HARTFORD  COUNTY 


35 


L963  Mauck,  F.  Taylor,  1 Mill  Lane 

1966  Patterson,  John  W.,  Univ.  of  Conn.  Health  Ctr. 

1929  Pike,  Maurice  Mitchell,  Old  Mountain  Rd. 

1957  Sherpick,  William  Edwards,  1 Mill  Lane 
1963  Stockwell,  Richard  Matheson,  2 High 
1968  Sunderman,  Frederick  William,  Jr.,  Univ.  Conn. 
School  of  Medicine 


FORESTVILLE  06011 

931  Frost,  Lawrence  Hubbard,  14  Fireside  Lane 
GLASTONBURY  06033 

1960  Baxter,  Marion  Florence,  315  Tall  Timbers  Rd. 

1970  Drury,  Robert  Warwick,  2900  Main 
1933  Earle,  Benjamin  Baylis,  2239  Main 
1935  Griswold,  Edwin  Monroe,  2869  Main 

jl967  Gundersen,  Charles  Arthur,  301  Tall  Timbers  Rd. 
1973  Horrigan,  Thomas  Henry,  87  Karen  Lee  Rd. 

1950  Lohman,  William  Henry,  2900  Main 
1973  McDonald,  June,  2638  Main 

1971  Mintell,  David  Frederick,  124  Hebron  Ave. 

1949  Platz,  Edward  John,  100  Brookhaven  Dr. 

1957  Preble,  Charles  Richmond,  2638  Main 
1969  Price,  John  Thomas,  2900  Main 

1939  Raffa,  Joseph,  2638  Main 

1961  Rentsch,  Juanita  Brown,  242  Hubbard 

1961  Rentsch,  Samuel  Burton,  Jr.,  242  Hubbard 
1961  Taylor,  Richard  Fiske,  259  Three  Mile  Rd. 


SOUTH  GLASTONBURY  06073 
1958  Bellucci,  Aldo  Louis,  34  Lakewood  Rd. 

EAST  GRANBY  06026 
1967  Niemann,  Claus  Peter,  South  Main 


GRANBY  06035 

1953  Dwyer,  Ruth  Tychsen,  261  Salmon  Brook 

1952  Dwyer,  William  John,  261  Salmon  Brook 

HARTFORD 

1961  Alden,  John  Ordway,  151  Farmington  Ave.  06115 
1956  Alderman,  Melville  Yale,  140  Woodland  06105 
1941  Allen,  John  Clinton,  Hartford  Hospital  06115 
1970  Allport,  Vernon  Garfield,  99  Pratt  06103 

1969  Alter,  Burton  Norman,  85  Jefferson  06106 
1973  Amato,  Joseph  Alfred,  7 Sisson  Ave.  06106 
1968  Amato,  Peter  Robert,  21  Woodland  06105 
1972  An,  Byungchang,  85  Jefferson  06106 

1970  Anastasi,  Anthony  Frank,  21  Woodland  06105 

1953  Anderson,  Gustav  Walter,  85  Jefferson  06106 

1958  Andrews,  A.  Ezra,  Mt.  Sinai  Hospital  06112 
1936  Apter,  Harry,  99  Pratt  06103 

1932  Arons,  Milton  Robert,  750  Main  06106 

1952  Aseltine,  Deal  T.,  Jr.,  283  Collins  06105 

1965  Asuncion,  Celedonio  Manuel,  St.  Francis  Hospital 

06105 

1955  Austin,  G.  Lawrence,  Jr.,  85  Jefferson  06106 
1964  Babcock,  Albert  Lethiccq,  85  Jefferson  06106 
1972  Baggish,  Michael  S.,  Mt.  Sinai  Hospital  06112 
1968  Bagnall,  John  S.,  85  Jefferson  06106 
1970  Bailey,  Richard  H„  1 American  Row  06103 

1959  Baker,  Gerald  Lynn,  85  Jefferson  06106 


1957  Baltrucki,  Henry  Chester,  140  Woodland  06105 
1952  Bannister,  William  Kirt'ey,  85  Jefferson  06106 
1954  Barald,  Fred  Charles,  114  Woodland  06105 
1952  Barrett,  Harold  Spencer,  79  Elm  06106 

1964  Bartus,  Stanislaus  Anthony,  85  Jefferson  06106 

1958  Basile,  John  X.  R.,  140  Woodland  06105 
1972  Basu,  Subrata  K.,  140  Woodland  06105 

1949  Beakey,  John  Francis,  287  Collins  06105 
1957  Beck,  Roger  Seaton,  85  Jefferson  06106 

1972  Becker,  Marion  Schanz,  One  Gold,  24-E  06103 

1960  Becker,  Philip  Andrew,  85  Jefferson  06106 
1948  Beckett,  Ronald  Stewart,  Hartford  Hospital  06115 
1944  Beebe,  John  Taylor,  85  Jefferson  06106 
1934  Beizer,  Edmimd,  56  Garden  06105 

1950  Bellizzi,  Joseph  John,  60  Gillett  06105 
1962  Bendett,  Rodman  Jordan,  60  Gillett  06105 
1968  Berland,  Robert  Howard,  21  Woodland  06105 

1962  Berlin,  Bert  B.,  85  Jefferson  06106 
1947  Bernstein,  Louis,  21  Woodland  06105 

1968  Bernstein,  Stanley  H.,  Mt.  Sinai  Hospital  06112 
1938  Birge,  Henry  L.,  664  Farmington  Ave.  06105 

1968  Black,  James  C.,  1680  Albany  Ave.  06105 
1941  Bobrow,  Aaron,  500  Blue  Hills  Ave.  06112 

1963  Boelhouwer,  Cornelis,  200  Retreat  Ave.  06106 
1962  Bonney,  Henry  Thurston,  Hartford  Hospital  06115 
1957  Book,  Donald  Thompson,  151  Farmington  Ave. 

06115 

1965  Borden,  Walter  A.,  85  Jefferson  06106 

1967  Boren,  Charles  Wilson,  200  Retreat  Ave.  06106 

1947  Bowen,  Francis  Dorsey  T.,  51  Gillett  06105 
1970  Bower,  Bruce  F.,  85  Jefferson  06106 

1959  Bowers,  George  Nelson,  Jr.,  80  Seymour  06115 

1951  Braceland,  Francis  J.,  200  Retreat  Ave.  06106 

1941  Brandon,  Kenneth  Francis,  151  Farmington  Ave. 

06115 

1969  Brenneman,  Austin  Russell,  85  Jefferson  06106 

1946  Brewster,  William  B.,  Jr.,  85  Jefferson  06106 

1972  Bridburg,  Richard  Martin,  200  Retreat  Ave  06106 

1969  Bronson,  William  Raymond,  Hartford  Hospital  06115 

1960  Brown,  Donald  Leroy,  Hartford  Hospital  06115 

1970  Brown,  Louis,  21  Woodland  06105 

1954  Brown,  Richard  Braddock,  400  Washington  06106 

1942  Bruskin,  Chaim  Elias,  1840  Park  06106 

1966  Bucknam,  Charles  Allen,  85  Jefferson  08106 
1954  Bucknam,  Frank  Gilbert,  609  Farmington  Ave. 

06105 

1970  Bulaong,  Rodolfo  Gana,  243  Farmington  Ave.  06105 

1948  Bunce,  James  Merrill,  85  Jefferson  06106 

1968  Burchell,  R.  Clay,  Hartford  Hospital  06115 
1970  Burnham,  Bruce  E.,  85  Jefferson  06106 

1973  Burns,  Daniel  W.,  664  Farmington  Ave.  06105 
1950  Bums,  John  Edward,  140  Woodland  06105 

1949  Butterfield,  Walter  Lamont,  Jr.,  85  Jefferson  06106 
1957  Caldarelli,  Raymond  August,  140  Woodland  06105 

1950  Calio,  James  Vincent,  21  Woodland  06105 
1972  Calogero,  John  A.,  212  Ashley  06105 

1947  Campbell,  Robert  Harold,  85  Jefferson  06106 

1948  Carangelo,  John,  140  Woodland  06105 
1960  Carpentieri,  Joseph,  21  Woodland  06105 

1964  Carr,  Michael  Francis,  85  Jefferson  06106 

1952  Can-abba,  Salvatore  Richard,  21  Woodland  06105 

1948  Cartland,  John  Everett,  Jr.,  85  Jefferson  06106 

1965  Casale,  Albert  Joseph,  140  Woodland  06105 
1963  Castagno,  Marion  MacDonald,  215  Washington 

06106 

1949  Castagno,  Rowe  Anthony,  215  Washington  06106 
1946  Chaucer,  Norton  G.,  56  Coventry  06112 

1943  Chester,  Lewis  L.,  140  Woodland  06105 
1971  Clark,  Isaiah,  520  Albany  Ave.  06120 
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Clarke,  William  Augustin,  Conn.  Gen.  Life  Ins.  Co. 

06115 

Cobb,  Richard  J.,  50  Canterbury  06112 
Coelho,  Julio  Nunes,  243  Farmington  Ave.  06105 
Cogswell,  Lawrence  Perley,  85  Jefferson  06106 
Cohen,  Benjamin,  500  Blue  Hills  Ave.  06112 
Cohn,  Samuel  Hills,  111  Pearl  06103 
Cole,  Milton  Julius,  99  Pratt  06103 
Coley,  Geoffrey  MacDonell,  85  Jefferson  06106 
Collias,  James  Charles,  85  Jefferson  06106 
Conant,  Roger  Garrett,  St.  Francis  Hospital  06105 
Conway,  Edward  Joseph,  85  Jefferson  06106 
Cooke,  Ronald  Wilbur,  85  Jefferson  06106 
Cooper,  Paul  A.,  85  Jefferson  06106 
Cramer,  Sidney  Leo,  21  Woodland  06105 
Crawford,  Jerry,  21  Woodland  06105 
Crombie,  H.  David,  Jr.,  85  Jefferson  06106 
Cullen,  Chester  Francis,  140  Woodland  06105 
Cunin,  Burton  Maurice,  100  Constitution  Plaza 

06103 

Curis,  Francis  Thomas,  51  Gillett  06105 
Curran,  John  Joseph,  Institute  of  Living  06106 
Curran,  Timothy  Leonard,  106  Gillett  06105 
daCosta,  Jose  Ferreira,  631  Park  06106 
D’Alotto,  John  Anthony,  111  Gillett  06105 
Daniels,  Evans  Howard,  Jr.,  1023  Albany  Ave.  06112 
Dauphinais,  Richard  Murray,  St.  Francis  Hospital 

06105 

DeCarolis,  Kenneth  A.,  85  Jefferson  06106 
deChabert-Ostland,  Jean  Guido,  60  Gillett  06105 
DeGraff,  Arthur  C.,  Jr.,  85  Jefferson  06106 
Delgado-Fourzan,  Enrique,  200  Retreat  Ave.  06106 
Delligan,  Francis  William,  114  Woodland  06105 
DeMaio,  John  Thomas,  283  Collins  06105 
Deming,  Archibald  Staley,  85  Jefferson  06106 
Deming,  Edward  Griswold,  85  Jefferson  06106 
Denton,  Cleveland  Ray,  85  Jefferson  06106 
DePasquale,  Francis  Lawrence,  1992  Broad  06114 
DePasquale,  John  Anthony,  182  Collins  06105 
Dion,  Asa  Joseph,  207  Washington  06106 
Dion,  Julien  Andre,  207  Washington  06106 
Dobrow,  Robert  Jay,  85  Jefferson  06106 
Doerr,  William  John,  690  Prospect  Ave.  06105 
Doherty,  Robert  C.,  36  Woodland 
Donnelly,  John,  200  Retreat  Ave.  06106 
Donovan,  James  Frederic,  85  Jefferson  06106 
Donovan,  Thomas  Joseph,  85  Jefferson  06106 
Dorian,  Edith  Carrier,  51  Coventry  06112 
Dougherty,  Anthony  James,  St.  Francis  Hospital 

06105 

Dowling.  Kevin  Vernon,  140  Woodland  06105 
Dun,  Alan  Andrews,  700  Main  06106 
Dunn,  Harrison,  171  Girard  Ave.  06105 
Dunsmore,  Rembrandt  Harvey,  85  Jefferson  06106 
Dushane,  Joseph  Edward,  85  Jefferson  06106 
Eagan,  E.  Cecil,  114  Woodland  06105 
Edelstein,  Stanley  W.,  449  Trarmington  Ave.  06105 
Edkin,  Robert  Edward,  21  Woodland  06105 
Ellis,  William  Avery,  111  Gillett  06105 
Enowitch,  Bennett,  Irving,  60  Washington  06106 
Ergin,  Muceddit  Tahsin,  85  Jefferson  06106 

Fahey,  Philip  James,  151  Farmington  Ave.  06115 
Faiaz,  Esmail  K.,  21  Woodland  06105 
Fairlie,  Chester  Wilson,  Jr.,  85  Jefferson  06106 
Fauliso,  Richard  Joseph,  111  Gillett  06105 
Fay,  William  James,  98  Garden  06105 
Feldman,  Paul,  60  Gilbert  06105 
Fieldman,  Arnold,  Hartford  Hospital  06115 


1954  Fierberg,  A.  Arthur,  21  Woodland  06105 
1934  Finley,  George  Clark,  140  Woodland  06105 

1967  Fisher,  Robert  Lyle,  85  Jefferson  06106 

1962  Fishman,  Ronald  Stanley,  60  Gillett  06105 

1951  Flaherty,  Morgan  Vincent,  36  Woodland  06105 

1943  Fleisch,  Milton  Carl,  64  Garden  06105 

1969  Flescher,  Robert,  85  Jefferson  06106 

1948  Foohey,  Fleur  Cornelius,  146  Jefferson  06106 
1947  Fortier,  Norman  Lionel,  85  Jefferson  06106 
1964  Fortin,  Victor  Louis,  Jr.,  21  Woodland  06105 
1973  Foster,  James  Henry,  80  Seymour  06115 

1964  Fox,  Brendan  Michael,  210  Ashley  06105 
1947  Franco,  John  Estrela,  206  Ashley  06105 

1968  Franklin,  John  B.,  85  Jefferson  06106 

1968  Frederick,  Edward  J.,  85  Jefferson  06106 

1956  Frederickson,  Robert  William,  85  Jefferson  06106 

1956  Freedman,  Myron  Earl,  60  Gillett  06105 

1970  Freymann,  John  Gordon,  80  Seymour  06115 

1963  Friend,  Hugh  Borden,  85  Jefferson  06106 
1967  Gahm,  Norman  Henry,  85  Jefferson  06106 
1937  Galinsky,  David,  35  North  Whitney  06105 
1967  Gambarini,  Alberto  Jose,  140  Woodland  06105 

1971  Gandel,  Paul  Nelson,  999  Asylum  06105 

1971  Gaudio,  Alexander  R,.  85  Jefferson  06106 
1967  Geary,  Frederick  Lawrence,  283  Collins  06105 
1970  Geary,  William  John,  283  Collins  06105 

1969  Geetter,  David  Meranski,  212  Ashley  06105 
1931  Geetter,  Isidore  Stolper,  92  Fern  06105 

1959  George,  Anastasios  B.,  85  Jefferson  06106 

1972  Gerber,  Joanna  Seydel,  85  Jefferson  06106 

1949  Giardi,  Leo  Paul,  561  New  Britain  Ave.  06106 
1963  Giamella,  Egidio,  285  Franklin  Ave.  06114 

1970  Gibbons,  John  Martin,  Jr.,  114  Woodland  06105 
1941  Gibson,  Forrest  Davis,  85  Jefferson  06106 

1957  Giligan,  John,  21  Woodland  06105 

1937  Giuliano,  Sebastian,  434  Franklin  Ave.  06114 
1957  Given,  James  Bartley,  85  Jefferson  06106 

1962  Glassman,  Herman  H.,  60  Gillett  06105 

1934  Glaubman,  Henry  Mitchell,  P.  O.  Box  26,  Blue  Hills 

Station  06112 

1967  Glueck,  Bernard  Charles,  400  Washington  06106 

1965  Godar,  Thomas  Joseph,  St.  Francis  Hospital  06105 

1966  Gold,  Bertram,  St.  Francis  Hospital  06105 

1968  Gold,  Herbert,  99  Pratt  06103 

1936  Gold,  Louis  Henry,  21  Woodland  06105 
1965  Goldberg,  Morton  Harold,  60  Gillett  06105 

1960  Golden  berg,  Arnold,  21  Woodland  06105 

1930  Goldenberg,  Jacob  Joseph,  832  Albany  Ave.  06112 

1952  Goldenberg,  Philip  Theodore,  140  Woodland  06105 
1949  Goldenthal,  Carol,  132  Jefferson  06106 

1963  Goldman,  Philip  H.,  99  Pratt  06103 
1947  Goldstein,  Max  Richard,  111  Pearl  06103 

1944  Golston,  Harry,  750  Main  06106 

1967  Golub,  Grant  Richard,  85  Jefferson  06106 
1962  Gorman,  Arthur  Thomas,  85  Jefferson  06106 

1970  Gorman,  David  Joseph,  210  Ashley  06105 
1954  Gossling,  Harry  Robert,  85  Jefferson  06106 

1935  Gould,  Max  Martin,  387  Blue  Hill  Ave.  06112 
1972  Grace,  Thomas  William,  St.  Francis  Hospital  06105 

1969  Grayson,  Donald  Ross,  60  Washington  06106 
1943  Greene,  Gerald  S.,  85  Jefferson  06106 

1971  Grey,  Neil  Jay,  60  Gillett  06105 
1971  Gross,  Elliot  M.,  2 Holcomb  06112 

1952  Gross,  Norman  David,  140  Woodland  06105 
1947  Gurwitz,  Jack,  140  Woodland  06105 

1970  Halligan,  Thomas  Joseph,  Jr.,  140  Woodland  06105 
1969  Haksteen,  John  Jacob,  60  Washington  06106 
1962  Hall,  Francis  M.,  140  Woodland  06105 
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953  Hamilton,  George  Livingstone,  Jr.,  79  Elm  06115 
|954  Hamilton,  T.  Stewart,  80  Seymour  06115 
i 947  Hamlin,  Charles  H.,  85  Jefferson  06106 
952  Hannan,  William  Stephen,  140  Woodland  06105 
j.965  Hardy,  James  H.,  85  Jefferson  06106 
1938  Harris,  Louis  David,  242  Trumbull  06106 
957  Hart,  William  Edmund,  77  Canterbury  06112 
!,930  Hastings,  Louis  Pease,  31  Woodland  06105 

960  Haugh,  John  Denis,  140  Woodland  06105 
.954  Hauss,  Donald  Sherman,  P.  O.  Box  145  06101 

961  Hawkins,  Josias  Henry,  Conn.  General  Life  Ins. 

06115 

.937  Hazen,  Donald  Robert,  36  Woodland  06105 
968  Healy,  Joseph  Williams,  60  Gillett  06105 
.965  Hedberg,,  David  Leigh,  200  Retreat  Ave.  06106 
959  Henken,  Ernest  Marvin,  21  Woodland  06105 
.931  Hennessy,  James  Joseph,  1039  Asylum  Ave.  06105 
i972  Hensley,  Ronald  Verne,  400  Washington  06106 
.946  Hepburn,  Robert  Houghton,  85  Jefferson  06106 
.972  Hewett,  William  Joseph,  85  Jefferson  06106 
,949  Hickcox,  Curtiss  Bronson,  85  Jefferson  06106 
L969  Hickmon,  Ned,  140  Woodland  06105 
L956  Himelstein,  Monroe,  85  Jefferson  06106 
.934  Hirschfeld,  Otto  Max,  140  Woodland  06105 
951  Hockmuth,  Lloyd  Norton,  St.  Francis  Hospital 

06105 

1969  Hoffman,  Harry  B.,  85  Jefferson  06106 
.968  Horowitz,  Benson  Jay,  449  Farmington  Ave.  06105 
L955  Houck,  John  Howard,  200  Retreat  Ave.  06106 
L949  Howard,  Laura  Koon,  400  Washington  06106 
{950  Howe,  Edward  Redfield,  85  Jefferson  06106 
J.959  Hughes,  Calvin  Thomas,  Jr.,  36  Gillett  06105 
^962  Hull,  Crawford,  Hartford  Hospital  06115 
1966  Hulme,  George  Weston,  85  Jefferson  06106 
1936  Hurwitz,  George  Hillel,  99  Pratt  06103 

1969  Hurwitz,  Myron  Robert,  660  Prospect  Ave.  06105 
j.959  Huszar,  Robert  John,  St.  Francis  Hospital  06105 

1960  Hyun,  Jayson,  St.  Francis  Hospital  06105 

1970  Iger,  Howard  G.,  200  Retreat  Ave.  06103 
'1968  Izard,  Mark  Whitaker,  85  Jefferson  06106 

1961  Jacuch,  Michael,  245  Wethersfield  Ave.  06114 
1934  James,  Lewis  Paul,  350  Farmington  Ave.  06105 
1L941  January,  Derick  Algernon,  85  Jefferson  06106 

1948  Janzen,  Arnold  Herbert,  85  Jefferson  06106 
1961  Jeresaty,  Robert  M.,  St.  Francis  Hospital  06105 
1961  Johnson,  Donald  William,  85  Jefferson  06106 
1951  Johnson,  James  C.,  Jr.,  90  Washington  06115 
11941  Johnson,  Paul,  85  Jefferson  06106 

1970  Jones,  Richard  F.,  Ill,  85  Jefferson  06106 

1959  Josel,  Mark,  21  Woodland  06105 

1928  Kalin,  Jacob  Isaac,  216  Farmington  Ave.  06105 
1963  Kallfelz,  Alois,  St.  Francis  Hospital  06105 
1955  Kaplan,  Bernard  Joseph,  21  Woodland  06105 
1951  Kardys,  Frederick  Joseph,  40  Wethersfield  Ave. 

06114 

1945  Karpe,  Richard,  236  Oxford  06105 
1924  Katz,  Henry,  123  Washington  06106 
1950  Kay,  Richard,  85  Jefferson  06106 

1949  Kearney,  Maurice  Walter,  Jr.,  206  Ashley  06106 

1960  Keefe,  William  Peter,  240  Ashley  06105 
1920  Kelly,  Claude  Currie,  85  Jefferson  06106 
1972  Kelly,  Donald  Robert,  85  Jefferson  06106 

1950  Kemler,  R.  Leonard,  21  Woodland  06105 

1966  Kenny,  William  Joseph,  Institute  of  Living  06106 
1960  Kiley,  Robert  Francis,  85  Jefferson  06106 
1954  Kingston,  Paul  J.,  140  Woodland  06105 

1946  Kirsch,  Neville,  56  Garden  06105 
4966  Klatsky,  Alan  Usher,  85  Jefferson  06106 
1946  Klein,  Joseph,  85  Jefferson  06106 


1964  Kligerman,  Sidney,  660  Prospect  Ave.  06105 
1958  Knight,  Harold  Fuller,  140  Woodland  06105 

1958  Knox,  Kenneth  Raven,  85  Jefferson  06106 

1970  Koff,  Marvin  Saul,  660  Prospect  Ave.  06105 
1954  Kosar,  Walter  Philip,  85  Jefferson  06106 
1944  Krall,  Irving  Hadley,  99  Pratt  06103 

1956  Krieger,  James  L.,  85  Jefferson  06106 

1962  Kuehn,  Paul  Gerhard,  85  Jefferson  06106 

1964  Kugelman,  Thomas  Peter,  85  Jefferson  06106 

1966  Laakso,  William  Bruce,  85  Jefferson  06106 
1949  Lahey,  William  J.,  St.  Francis  Hospital  06105 

1971  Lahiri,  Bimalin,  114  Woodland  06105 

1963  Landry,  Arthur  Bernard,  Jr.,  114  Woodland  06105 
1943  Lapenta,  Rocco  George,  1307  Albany  Ave.  06112 
1946  Larson,  Albert  Lloyd,  One  Tower  Sq.  06120 

1972  Lashgari,  Manocher,  21  Woodland  06105 
1971  Lawson,  Ian  Richard,  Hebrew  Home  06112 

1951  Lee,  William,  Hartford  Hospital  06115 
1968  Lehman,  William  B.,  85  Jefferson  06106 

1962  Leicach,  Mario,  85  Jefferson  06106 

1968  Lepow,  Martha  Lipson,  McCook  Hospital  06112 
1954  LeRoyer,  C.  Phillip,  1 Tower  Sq.  06120 
1933  Levin,  Albert  Eliot,  242  Trumbull  06103 

1954  Levreault,  Gerald  Victor,  Conn.  Gen.  Life  Ins.  Co. 

06115 

1965  Levy,  Benjamin,  85  Jefferson  06106 

1933  Liebowitz,  Seymour  Alan,  60  Gillett  06105 
1971  Linburg,  Richard  Murray,  85  Jefferson  06106 
1965  Linnolt,  Erik,  200  Retreat  Ave.  06106 
1953  Lipton,  Harold,  Ct.  St.  Dept,  of  Health,  Crippled 
Children  Section  06115 

1937  Lischner,  Moses  David,  35  Whitney  06105 

1967  Liss,  Joseph  Paul,  St.  Francis  Hospital  06105 
1946  Litter,  Leo,  21  Woodland  06105 

1949  Little,  David  Mason,  Jr.,  80  Seymour  06115 

1955  Lo  Presti,  Daniel  A.,  85  Jefferson  06106 

1957  Low,  Henry  Bei  Chung,  85  Jefferson  06106 

1959  Luby,  Meade  Justin,  140  Woodland  06105 

1963  Lucas,  Joseph  John,  17  Sisson  Ave.  06106 

1970  Lynch,  William  A.,  85  Jefferson  06106 

1968  Macaulay,  William  Philip,  85  Jefferson  06106 

1964  Mackay,  Iain  Murray,  85  Jefferson  06106 
1919  Maislen,  Samuel,  2138  Main  06120 

1957  Malinconico,  Lawrence  Lorenzo,  136  Retreat  Ave. 

06106 

1952  Mancall,  Irwin  Tuch,  21  Woodland  06105 
1931  Mancoll,  Morris  Max,  242  Trumbull  06103 
1967  Mancoll,  William,  242  Trumbull  06103 

1949  Mann,  Norman  Morton,  21  Woodland  06105 

1971  Mannix,  Henry,  Jr.,  114  Woodland  06105 
1951  Marino,  Frank  Sebastian,  51  Gillett  06105 

1951  Markley,  D.  Norman,  422  Farmington  Ave.  06105 
1959  Marshall,  Bruce  Robert,  85  Jefferson  06106 

1952  Marshall,  Daniel,  179  Allyn  06103 

1965  Martin,  Robert  Stockton,  85  Jefferson  06106 
1946  Martin,  Stevens  John,  1240  Asylum  Ave.  06105 
1952  McAdams,  George  Brockenbrough,  Hartford  Hospital 

06115 

1952  McAndrews,  James  Francis,  85  Jefferson  08106 
1964  McCarthy,  John  Denis,  140  Garden  06105 
1962  McCooey,  John  Henry,  85  Jefferson  06106 
1952  McCormick,  James  Michael,  Hartford  Hospital 

06115 

1938  McCrann,  Donald  Joseph,  36  Woodland  06105 

1967  McGowan,  George  E.,  85  Jefferson  06106 

1950  McKnight,  Robert  Scott,  200  Retreat  Ave.  06106 

1968  McLean,  Barbara  Ann,  St.  Francis  Hospital  06105 
1949  McLean,  Charles  Ellsworth,  Hartford  Hospital 

06115 
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1935  McNulty,  Terence  Francis,  21  Sisson  Ave.  06106 

1972  Mead,  Peyton  H.,  85  Jefferson  06106 

1972  Mendelson,  Louis  Moses,  85  Jefferson  06106 

1971  Milikow,  Edward,  500  Blue  Hills  Ave.  06112 

1937  Miller,  Harry  Bernard,  21  Woodland  06105 
1933  Mirabile,  Charles  Samuel,  85  Jefferson  06106 
1957  Mittelman,  Jay  Arnold,  21  Woodland  06105 
1947  Moher,  James  J.,  51  Gillett  06105 

1954  Molloy,  Robert  Joseph,  60  Gillett  06105 

1966  Moloney,  David  Richard,  21  Woodland  06105 

1969  Morse,  Edward  Everett,  McCook  Hospital  06112 

1972  Muangman,  Pongsa-Pyn,  114  Woodland  06105 

1973  Mucha,  Theodore  Frank,  Institute  of  Living  06106 

1970  Mueller,  Robert  Ernest,  85  Jefferson  06106 

1972  Murray,  James  Hamilton,  85  Jefferson  06106 

1969  Myerson,  Manny,  1039  Asylum  Ave.  06105 

1957  Nakhoul,  Jabbour,  21  Woodland  06105 

1938  Neidlinger,  William  James,  85  Jefferson  06106 

1962  Neill,  Mather  Humphrey,  151  Farmington  Ave. 

06115 

1946  Nichols,  Edward,  85  Jefferson  06106 

1947  Nichols,  Frederick  L.,  85  Jefferson  06106 
1952  Nicholson,  Richard  Edwin,  140  Garden  06105 

1973  Nino,  Alfredo  F.,  85  Jefferson  06106 

1948  Nolan,  John  O’Leary,  206  Ashley  06105 

1961  O’Brien,  Frederick  John,  60  Gillett  06105 

1967  O’Brien,  James  Edward,  114  Woodland  06105 
1944  O’Connell,  John  Daniel,  140  Woodland  06105 
1923  O’Connell,  John  Francis,  165  Sisson  Ave.  06105 

1952  O’Connell,  Thomas  Joseph,  St.  Francis  Hospital 

06105 

1953  Opinsky,  Morton,  140  Woodland  06105 

1952  Orfitelli,  Orlando  Peter,  116  Franklin  Ave.  06114 

1955  Ormrod,  John  Kenneth  T.,  151  Farmington  Ave. 

06115 

1970  O’Rourke,  James,  2 Holcomb  06112 

1955  Otis,  Richard  Dickinson,  Hartford  Hospital  06115 

1968  Owens,  Guy,  McCook  Hospital  06112 

1958  Painter,  Robert  Warren,  85  Jefferson  06106 

1963  Palermino,  Donata  Angelo,  136  Retreat  Ave.  06106 
1972  Passman.  Bernard,  21  Woodland  06105 

1968  Pasternak,  Herbert  Stephen,  85  Jefferson  06106 
1938  Peacock.  Albert  Upham,  85  Jefferson  06106 
1972  Pentz,  Paid  Gordon,  200  Retreat  Ave.  06106 

1952  Pepper,  Dickinson  Sergeant,  100  Scarborough  06105 
1944  Perkins,  Joseph  Augustine,  60  Gillett  06105 

1969  Pet,  Donald,  Blue  Hills  Hospital  06112 

1933  Phelps,  Maxwell  Overlock.  85  Jefferson  06106 

1959  Phinney,  Arthur  O.,  Jr.,  85  Jefferson  06106 

1949  Piacente,  Salvatore  Sylvester,  140  Woodland  06105 
1959  Pinkes,  Sam,  21  Woodland  06105 

1968  Pisetsky,  Myron  Matthew,  200  Retreat  Ave.  06106 
1944  Pitegoff,  Gerald  Irving,  242  Trumbull  06103 
1948  Pizzo  Paul  S.,  662  Wethersfield  Ave.  06114 
1967  Platt,  Joan  M.,  85  Jefferson  06106 

1950  Polivy,  Charles,  60  Gillett  06105 

1958  Powers,  Edward  Donald,  576  Farmington  Ave.  06105 

1948  Prestley,  William  Francis,  85  Jefferson  06106 

1962  Prindle,  Clair  Gilbert,  700  Main  06106 

1949  Pulaski,  John  Edward,  40  Wethersfield  Ave.  06114 

1971  Purcell,  James  Joel,  31  Woodland  06105 

1950  Pyrtek,  Ludwig  Joseph  85  Jefferson  06106 
1967  Quinto,  Eugene  Louis,  111  Gillett  06105 
1957  Radding,  Philip,  60  Gillett  06105 

1928  Radom,  Myron  Michael,  242  Trumbull  06103 
1923  Rankin,  Bertrand  Fred,  116  Beacon  06105 
1966  Raycroft,  John  Francis,  85  Jefferson  06106 

1964  Reardon,  George  Emmett,  St.  Francis  Hospital 

06105 


1950  Reed,  John  Francis,  85  Jefferson  06106 

1954  Reinfrank,  Ralph  Frank,  Hartford  Hospital  0611t 

1946  Ricca,  Renato  A.,  85  Jefferson  06106 

1962  Richman,  Sidney  Morris,  999  Asylum  Ave.  06105 

1963  Ridlon,  Herrick  Clark,  85  Jefferson  06106 

1972  Robbins,  Harrison,  85  Jefferson  06106 

1969  Roberts,  Melville  Parker,  85  Jefferson  06106 

1950  Robinson,  David,  21  Woodland  06105 

1953  Robinson,  John  Christie,  One  Tower  Sq.  06115 
1943  Rocco,  Mario  P.,  500  New  Britain  Ave.  06106 
1948  Roh,  Charles  Ernest,  85  Jefferson  06106 

1936  Rosenbaum,  George  Jonas,  647  New  Britain  Ave. 

06101 

1970  Rosenberg,  Jack  Eli.  400  Washington  06106 
1966  Rosenberg,  Mervin,  100  Constitution  Plaza  06103 

1954  Rosenfeld,  Joseph  Eugene,  660  Prospect  Ave. 

0610J 

1973  Rosenweig,  Jacob,  500  Blue  Hills  Ave.  06112 

1963  Rosenthal,  Irving  Isaac,  21  Woodland  06105 

1965  Rosenthal,  Moe  Bernard,  1680  Albany  Ave.  0610c 

1958  Ross,  Wayne  D.,  85  Jefferson  06106 

1965  Rossbaum,  Robert  Philip,  85  Jefferson  06106 
1970  Rossi,  Michael  Andrew,  85  Jefferson  06106 

1964  Rosson,  Robert  Stanley,  85  Jefferson  06106 

1962  Rotatori,  Eugene  S.,  Ill  Gillett  06105 
1935  Roth,  Frank  Edward,  60  Gillett  06105 

1963  Roth,  Malcolm  Shoor,  100  Constitution  Plaza  06105 
1957  Rouman,  James  Christ,  80  Seymour  061 15 

1973  Roussis,  Konstantinos,  St.  Francis  Hospital  06105 

1946  Rubin,  Albert,  60  Gillett  06105 

1921  Russell,  G.  Gardiner,  85  Jefferson  06106 

1948  Russo,  Joseph  Nicholas,  85  Jefferson  06106 

1953  Ryan,  William  Francis,  Jr.,  350  Farmington  Ave 

06105 

1951  Sachs,  Julius  Johnson,  60  Gillett  06105 
1963  Sadowski,  Joseph  Stanley,  212  Ashley  06105 
1923  St.  John,  Leopold  Albert,  25  Charter  Oak  Ave. 

06106 

1973  Salerno,  Nicholas  Richard,  Mt.  Sinai  Hospital  06112 

1956  Saltzman,  Seymour  Harold,  60  Cillett  06105 

1937  Sayers,  John  Joseph,  865  Park  06106 

1963  Sayers,  John  Henry,  660  Prospect  Ave.  06105 

1949  Schloss,  Walter  Amson,  21  Woodland  06105 

1947  Schnap,  Isidore,  85  Jefferson  06106 

1946  Schwartz,  Herbert  Norman,  60  Gillett  06105 

1972  Schweizer,  Robert  Thomas,  85  Jefferson  06106 

1940  Scoville,  William  Beecher,  85  Jefferson  06106 

1952  Scull,  Edward,  85  Jefferson  06106 
1968  Secor,  Ralph  Calvin,  140  Carden  06115 

1957  Seide,  Morris  J.,  85  Jefferson  06106 

1948  Seigle,  Stewart  Pinnell,  85  Jefferson  06106 

1973  Selcow,  Jay  Elliot,  85  Jefferson  06106 

1952  Sennett,  Edward  Joseph,  114  Woodland  06105 
1942  Serbin,  A.  Frederick,  21  Woodland  06105 

1941  Sewall,  Sydney,  64  Garden  06105 

1960  Shafer,  Myron  Edward,  85  Jefferson  06106 

1963  Shaw,  Richard  Clark,  140  Garden  06105 

1970  Sheehan,  George  Ehjnn,  1039  Asylum  Ave.  06105 

1964  Shelton,  Philip  Arthur,  85  Jefferson  06106 

1947  Sherwood,  Paul  M.,  400  Washington  06106 
1951  Shoukimas,  John,  21  Woodland  06105 
1941  Shull,  John  Coulter.  85  Jefferson  06106 

1959  Sicklick,  Elliot,  St.  Francis  Hospital  06105 

1954  Siker,  Estelle,  23  Colebrook  06112 

1948  Silbermann,  Salo  Joseph,  100  Constitution  PI.  06103 

1971  Silk,  Mark  Robert,  Univ.  Conn.  Med.  Sch.  06112 
1971  Silver,  Hubert,  80  Seymour  06115 

1973  Silverstein,  H.  Robert,  60  Gillett  06105 
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Slover,  William  Pyle,  Jr.,  85  Jefferson  06106 
Smith,  Jay,  R.  V.,  85  Jefferson  06106 
Smith,  Leonard  Kelley,  36  Woodland  06105 
Smith,  William  Leslie,  85  Jefferson  06106 
Soares,  Manuel  Joseph,  151  Farmington  Ave.  06115 
Solomkin,  Mark,  107  Westerly  Terr.  06105 
Solomon,  Charles  Isadore,  85  Jefferson  06106 
Solomon,  Rebecca  Zincher,  85  Jefferson  06106 
Speer,  Christopher  S.,  85  Jefferson  06106 
Spillane,  Richard,  85  Jefferson  06106 
Sponzo,  James  Joseph,  3 Webster  06114 
Stabenau,  James  R.,  2 Holcomb  06112 
Stack,  William  J.,  566  Prospect  Ave.  06105 
Stavola,  John  Joseph,  78  Retreat  Ave.  06106 
Steege,  Theodore  Walter,  85  Jefferson  06106 
Steinhacker,  Robert,  Mt.  Sini  Hospital  06112 
Stent,  Philip  Anthony,  St.  Francis  Hospital  06105 
Stem,  P.  Gary,  21  Woodland  06105 
Steven,  Ranald  James,  85  Jefferson  06106 
Streeto,  James  Michael,  85  Jefferson  06106 
Sutula,  Stanley  Joseph,  Jr.,  79  Elm  06106 
Swain,  Edward  Bruce,  85  Jefferson  06106 
Sweet,  Elliott  Boyd,  85  Jefferson  06106 
Swett,  Norris  Poole,  1 Tower  Sq.  06115 
Tadeo-Goldman,  Josephine  A.,  2 Holcomb  06112 
Taylor,  Peter  Thurston,  85  Jefferson  06106 
Taylor,  William  R.,  609  Farmington  Ave.  06105 
Tennant,  Robert,  80  Seymour  08115 
Thaw,  Benjamin  Dows,  1039  Asylum  Ave.  06105 
Thayer,  John  Ernest,  114  Woodland  06105 
Thomas,  John  B.,  85  Jefferson  06106 
Thomas,  John  M.,  85  Jefferson  06106 
Toomey,  James  Michael,  2 Holcomb  06112 
Tonken,  Louis  Clarence,  487  Farmington  Ave. 

06105 

Trench,  James  McKeehan,  85  Jefferson  06106 
Tripp,  William  Henry,  85  Jefferson  06106 
Trowbridge,  Philip  E.,  85  Jefferson  06106 
Truex,  Edward  Hamilton,  Jr.,  85  Jefferson  06106 
Tucker,  Charles  Albert,  85  Jefferson  06106 
Tucker,  Jolyon  Simeon,  85  Jefferson  06106 
Tulin,  George  Arthur,  85  Jefferson  06106 
Turco,  Vincent  Joseph,  140  Woodland  06105 
Twaddle,  Paul  Holmes,  85  Jefferson  06106 
Tyrrell,  David  Perry,  85  Jefferson  06106 
Uricchio,  Joseph  George,  40  Wethersfield  Ave. 

06114 

Vance,  Joseph  Addison,  III,  Conn.  Gen’l  Life  Ins.  Co. 

06115 

Vecchiolla,  John  Anthony,  60  Gillett  06105 
Veeder,  Raymond,  200  Retreat  Ave.  06106 
Vernlund,  Robert  James,  85  Jefferson  06106 
Von  Salzen,  Charles  F.,  85  Jefferson  06106 
Walker,  James  Eliot  Cabot,  Univ.  of  Conn. -McCook 
Hospital  06112 

Waltman,  Irving,  85  Jefferson  06106 
Ward,  Kenneth  Eaton,  Conn.  Gen’l  Life  Ins.  Co. 

06105 

Wardner,  LeRoy  Hamilton,  85  Jefferson  06106 

Warner,  Allen,  85  Jefferson  06106 

Warring,  Howard  Lewis,  1756  Main  06120 

Waterman,  William  Bullock,  151  Farmington  06105 

Watson,  H.  Kirk,  85  Jefferson  06106 

Wawro,  N.  Williams,  85  Jefferson  06106 

Weiner,  Sylvia,  99  Pratt  06103 

Weiss,  Stephen  A.,  21  Woodland  06105 

Weissenbom,  Walter,  196  Terry  Rd.  06105 

Welhaven,  Arne,  136  Retreat  Ave.  06106 

Wells,  Gideon  Robbins,  21  Woodland  06105 


1963  Westcott,  Jack  Lawrence,  85  Jefferson  06106 
1954  Wetstone,  Howard  Jerome,  Hartford  Hospital  08115 
1938  Whitcomb,  Benjamin  Bradford,  85  Jefferson  06106 
1938  White,  Benjamin  Vroom,  85  Jefferson  06106 

1946  White,  Edward  Philip,  44  Garden  06105 

1960  White,  Kenneth  Howard,  Jr.,  St.  Francis  Hospital 

06105 

1958  Whitehead,  David  Earle,  Hartford  Hospital  06115 
1965  Wieche,  Donald  Richter,  85  Jefferson  06106 
1907  Wiedman,  Otto  George,  31  Woodland  06105 
1951  Wiese,  Chester  Albert,  Hartford  Hospital  00115 

1948  Wiesel,  Benjamin,  85  Jefferson  06106 
1962  Wilcox,  David  Sanborn,  85  Jefferson  06106 

1958  Williams,  Henry  M.,  85  Jefferson  06106 

1930  Wilson,  William  Augustus,  841  Asylum  Ave.  06105 

1969  Winalski,  H.  Paul,  114  Woodland  06105 

1959  Wolf,  Arthur  Dale,  85  Jefferson  06106 
1959  Wolfson,  S.  Steven,  21  Woodland  06105 

1951  Wood,  Dwight  Reynolds,  140  Retreat  Ave.  06106 

1933  Wood,  Frank  Oliver,  85  Jefferson  06106 

1962  Woodhouse,  Robert  William,  85  Jefferson  06106 

1949  Woodruff,  John  Harrison,  85  Jefferson  06106 
1972  Yin,  Raymond  Wah,  St.  Francis  Hospital  06105 

1947  Zarkin,  Oscar  Howard,  44  Whitney  06105 
1959  Zeller,  William  Webb,  200  Retreat  Ave.  06106 

1970  Zelman,  Marvin,  85  Jefferson  06106 

1948  Zimmerman,  Leon  Ward,  664  Farmington  Ave. 

06105 

1970  Ziter,  Fred  M.  H„  Jr.,  85  Jefferson  C6106 

1961  Zmijeski,  Charles,  Jr.,  60  Gillett  06105 


KENSINGTON  06037 

1948  Chotkowski,  Ludmil  Adam,  685  Farmington  Ave. 
1967  Leicach,  Jorge,  19  Clover  Hill  Pi. 

1965  Lopez,  Raul  E.,  320  New  Britain  Rd. 

1930  Matteis,  Joseph  Theodore,  142  Mooreland  Rd. 

1938  Perakos,  George  Peter,  9 High  Rd. 

1961  Stewart,  William  Errol  Louis,  460  New  Britain  Rd. 
1961  Sultar,  Robert  Stephan,  320  New  Britain  Rd. 


MANCHESTER 

1955  Alesbury,  Robert  Johnson,  36  Haynes  06040 

1953  Baldwin,  W.  Howard,  341  Broad  06044 
1937  Barry,  Joseph  Charles,  156  Main  06040 

1970  Bedizel,  Metin,  320  Main  06040 

1971  Benavides,  Carlos  Gonzalo,  36  Haynes  06040 
1946  Besser,  Edward  Lambert,  17  Haynes  06040 
1961  Braat,  John  Petrus,  265  Ludlow  Rd.  06401 
1960  Breer,  Robert  Dunwoody,  17  Haynes  06040 
1952  Butterfield,  Robert  Kenneth,  R.F.D.  No.  2,  Box  72 
1957  Caldwell,  David  Manchester,  Jr.,  26  Haynes  06040 
1966  Campbell,  Iain  Gordon,  153  Main  06040 

1963  Charendoff,  Leo,  320  Main  06040 

1957  Demko,  Richard  Michael,  29  Haynes  06040 
1940  Diskan,  Albert  Elmer,  29  Haynes  06040 

1963  Duke,  Martin,  Manchester  Memorial  Hospital  06040 

1958  Eddy,  John  Randall,  124  Timrod  Rd.  06040 

1971  Ferrari,  Dudley  Alfred,  36  Haynes  06040 
1966  Fialkoff,  Ruben,  Manchester  Memorial  Hospital 

06040 

1965  Flanagan,  Edward  P.,  20  Jean  Rd.  06040 
1926  Friend,  Amos  Edgar,  36  Haynes  06040 

1972  Ghabrial,  Sobhy  L.,  342  Main  06040 
1958  Gram,  Peter  Basil,  36  Haynes  06040 
1963  Guardino,  Joseph  John,  52  Park  06040 

1954  Guinan,  Don  Allen,  153  Main  06043 


40 

1955 

1952 

1965 

1949 

1970 

1951 

1950 

1957 

1944 

1972 

1957 

1936 

1969 

1971 

1972 

1968 

1971 

1950 

1948 

1921 

1957 

1953 

1952 

1969 

1961 

1964 

1946 

1950 

1951 

1969 

1963 

1957 

1945 

1957 

1971 

1947 

1965 

1951 

1951 

1960 

1971 

1956 

1957 

1961 

1959 

1937 

1971 

1950 

1953 

1957 

1968 

1970 

1962 

1965 

1957 

1952 

1972 

1957 


HARTFORD  COUNTY 


R O STEI 


Hamilton,  Charles  Raymond,  Jr.,  153  Main  06043  1948 

Healy,  Thomas  McLean,  257  East  Center  06040  1957 

Heimann,  Walter  Gad,  29  Haynes  06040  1959 

Ilelfrick,  Francis  Woodrow,  257  East  Center  06040  1934 

Hendessi,  Hossain,  320  Main  06040 
Herman,  Ralph  Scallon,  Jr.,  9 Sanford  Rd.  06041  1963 

Horton,  Frank  Hamilton,  17  Haynes  06040  1970 

Horwitz,  Melvin,  29  Haynes  06040 

Jacobson,  Charles  Edward,  Jr.,  172  East  Center  1930 

06040  1958 

Kahaner,  Harvey  Allen,  320  Main  06040  1957 

Karns,  Robert  Earl,  29  Haynes  06040  1927 

Keeney,  Robert  Raymond,  Jr.,  29  Haynes  06040  1961 

Kim,  Cyril  K.,  342  Main  06040  ' 1947 

Klipstein,  Arnold  Lloyd,  153  Main  06043  1964 

Klipstein,  Eve  Adele,  153  Main  06040  1946 

Krupp,  Alan  Fred,  26  Haynes  06040  1945 

Kurien,  V.  Abraham,  29  Haynes  06040  1969 

Lehmus,  Harold  J.,  56  Haynes  06040 

Lockward,  Howard  Jefferson,  44  Haynes  06040  1952 

Lundberg,  George  Albin  Ferdinand,  223  East  Center 

06040  1965 

Lundberg,  George  Albin  Ferdinand,  Jr.,  153  Mam  1963 

06043 

Malone,  Harold  John,  153  Main  06040  1931 

Marzialo,  Nicholas  A.,  15  Middle  Tpke.,  West  1962 

06044  1970 

Meisner,  Burton  M.,  320  Main  06040  1960 

Menco,  Hans  Solomon,  Manchester  Memorial  Hos-  1941 
pital  06040  1947 

Milewski,  Stanislaw  Antoni,  191  Main  06040  1942 

Miller,  Gerard  Roland,  17  Haynes  06040  1970 

Morrison,  Donald  William,  17  Haynes  06040 
Moyer,  Winfield  Tyson,  Jr.,  36  Haynes  06040  1963 

Nix,  Harold  Robert,  191  Main  06040  1969 

Norman,  Paul  Stuart,  320  Main  06040  1969 

Pastel,  Harvey,  257  East  Center  06040  1971 

Prignano,  John  Vincent,  28  Bishop  Dr.  06040  1960 

Roberts,  Douglas  James,  Jr.,  29  Haynes  06040  1943 

Romeo,  Stephen  Gerard,  191  Main  06040  1964 

Rosen,  Theodore,  808  Main  06040  1955 

Rubin,  Martin  Lewis,  29  Haynes  06040  1966 

Rubinow,  Merrill  Benjamin,  320  Main  06040  1951 

Schardt,  Walter  Mallory,  191  Main  06040  1967 

Smith,  Douglas  Humbert,  153  Main  06043  1965 

Smith,  Samuel  Goodale,  191  Main  06043  1970 

Snyder,  Herbert  Leon,  29  Haynes  06040  1958 

Stanton,  Robert  Eugene,  153  Main  06043  1957 

Sulick,  Edward  Joseph,  17  Haynes  06040  1966 

Summer,  Philip  Edward,  191  Main  06040 
Sundquist,  Alfred  Bernhardt,  17  Haynes  06040  1930 

Tehrani,  Hossein  Limoui,  320  Main  06040  1951 

Thomas,  Andrew  Henry,  36  Haynes  06040  1960 

Walden,  Robert  Clarence,  Jr.,  17  Haynes  06040  19/  3 

Warren,  David  L.,  56  Haynes  06040  1972 

Wheeler,  John  Paul,  191  Main  06040  '942 

Wickersham,  C.  Wendell,  III,  44  Haynes  06040  1973 

Woolpert,  Keith  Delian,  36  Haynes  06040  1946 

1966 

MARLBOROUGH  06424  1956 

Schreuder,  Otis  Blaine,  South  Rd.  1946 

1948 

NEW  BRITAIN  1938 

Ahrens,  Lawrence  Bernard,  300  Main  06051  1968 

Bayer,  Alexander  Eli,  233  Main  06051 
Bee,  Rudolf  W„  99  West  Main  06051  1955 

Belkin,  Joseph  William,  40  Har  t 06052  1957 


Bellach,  Harry,  300  Main  06051 
Bernstein,  Abraham,  33  Lexington  06052 
Bernstein,  Chester  Murray,  233  Main  06051 
Bernstein,  Dwight  J.,  New  Britain  General  Hospita 

06052 

Blank,  Gerald  Issar,  601  Farmington  Ave.  06053 
Blechner,  Jack  Norman,  New  Britain  General  Hos- 
pital 06052 

Blogoslawski,  Walter  Joseph,  199  West  Main  06052 

Bower,  Russell  Stanley,  73  Cedar  06052 

Bray,  George  Henry,  73  Cedar  06052 

Buol,  Robert  Stanley,  91  Ten  Acre  Rd.  06052 

Byer,  Seymour,  40  Hart  06052 

Carlson,  Carl  Edwin,  73  Cedar  06052 

Clapp,  Paul,  Grove  Hill  Clinic  06050 

Clark,  Bliss  Bartlett,  92  Grand  06052 

Clarke,  Harold  Metcalf,  40  Hart  06052 

Cosentino,  Robert  Thomas,  300  Kensington  Ave. 

06051 

Crothers,  Charles  Henry,  300  Kensington  Ave. 

06051 

Crowley,  Joseph  William,  233  Main  06051 
Dalburg,  Lewis  Arthur,  Jr.,  300  Kensington  Ave. 

06051 

Darrow,  John  Edward,  55  West  Main  06051 

Dinep,  Martin,  40  Hart  06052 

Doctoroff,  Stephen  John,  300  Kensington  Ave.  06051 

Dorfman,  George,  40  Hart  06052 

Dorian,  Edward,  300  Main  06051 

Dunn,  Morris  L.,  300  Main  06051 

Eisenberg,  Sidney  Edwin,  33  Lexington  06052 

Enriquez,  Alfonso  Raymundo,  300  Kensington  Ave 

06051 

Fenaughty,  Richard  W.,  300  Kensington  Ave.  06051 
Filewicz,  Stanley  Peter,  55  West  Main  06051 
Finkelstein,  Harvey  Ira,  100  Grand  06052 
Folk,  Joseph  John,  Grove  Hill  Clinic  06050 
Formica,  Joseph  J.,  73  Cedar  06052 
Greenblatt,  Harold  Joseph,  73  Cedar  06052 
Gryboski,  William  A.,  73  Cedar  06052 
Hagedom,  Maxwell  Emest,  55  West  Main  06051 
Harwin,  S.  Martin,  300  Kensington  Ave.  06051 
Herr,  Herbert  Harvey,  300  Kensington  Ave.  06051 
Hicks,  Robert  Edward,  70  West  Main  06051 
Horrax,  Trudeau  M.,  300  Kensington  Ave.  06051 
Jacobson,  James  J.,  40  Hart  06052 
Jarboe,  Edward  J.,  300  Kensington  Ave.  06051 
Johnson,  Samuel  Ault,  300  Kensington  Ave.  06051 
Johnson,  Theodore  Herbert,  300  Kensington  Ave. 

06051 

Kalett,  Joseph,  55  West  Main  06051 

Kaplan,  Henry  Morris,  73  Cedar  06052 

Kawecki,  Witold,  165  West  Main  06051 

Koch,  Lawrence  W.,  40  Hart  06052 

Koops,  Herbert  J.,  30  Bank  06051 

Lacava,  John  James,  73  Cedar  06052 

Lakin,  Paul  C.,  New  Britain  General  Hospital  06052 

Larkin,  Jolm  Charles,  New  Britain  General  Hospital 

06052 

Lawlor,  Eugene  Francis,  165  West  Main  06052 
Leonhardt,  Charles  George,  670  Arch  06051 
Levine,  Howard,  New  Britain  General  Hospital 

06052 

Livingston,  William  T.,  Grove  Hill  Clinic  06050 
Lo  Vetere,  Angelo  Arthur,  33  Court  06051 
Lund,  David  Allan,  New  Britain  General  Hospital 

06052 

Madden,  Thomas  James,  100  Grand  06052 
Mandell,  Julian,  40  Hart  06052 
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952  Marsh,  Alexander,  Central  Conn.  St.  Coll.  06051 

948  Martin,  Edward,  Grove  Hill  Clinic  06050 

946  Mlynarski,  Joseph  Andrew,  73  Cedar  06052 

,935  Moorad,  Philip  Jacob,  69  Lexington  06052 

969  Moss,  Robert,  73  Cedar  06050 

'970  Nelson,  Rodger  Keith,  300  Kensington  Ave.  06051 

940  Nevulis,  Anthony  V.,  32  Grove  Hill  06052 

968  Nourizadeh,  Ali-Reza,  73  Cedar  06052 

,956  Ohanesian,  Jacob  Harry,  40  Hart  06052 

938  Orbach,  Egmont  Julius,  81  West  Main  06051 

938  Parlato,  Harry  Anthony,  55  West  Main  06051 
944  Peck,  Bernard  Carl,  32  Park  Pi.  06052 

963  Pito,  Vincent  J.,  New  Britain  General  Hospital 

06052 

939  Pola,  William  Edward,  41  Lexington  06052 
957  Rackliffe,  Robert  Lockwood,  670  Arch  06051 
936  Resnik,  Edward,  272  Main  06051 

962  Ringrose,  Vincent  Patrick,  Jr.,  73  Cedar  06052 

964  Root,  Howard  Frank,  Jr.,  New  Britain  General  Hos- 

pital 06052 

1 940  Rosahn,  Paul  Dolin,  New  Britain  General  Hospital 

06052 

L970  Samson,  Donald  Walter,  300  Kensington  Ave. 

06051 

930  Scheehtman,  Charles  Theodore,  73  Cedar  06052 
.954  Scheer,  Edward  Harold,  40  Hart  06052 
L931  Schupack,  Samuel  David,  38  Mason  Dr.  06052 
.938  Scully,  Roger  Tehan,  469  Lincoln  06052 

1964  Sharon,  Henry  Joseph,  40  Plart  06052 

jl962  Sirkin,  Robert  Benjamin,  300  Kensington  Ave.  06051 

.955  Slater,  Gregory  S.,  40  Hart  06052 

8.930  Slysz,  Ladislaus  Bernard,  247  West  Main  06051 

jl970  Solano,  Humberto,  300  Main  06051 

1936  Squillacote,  Vincent  Joseph,  30  Lyle  Rd.  06053 

1938  Sullivan,  Charles  Noyes,  55  West  Main  06051 

1956  Taylor,  Daniel  Morse,  300  Kensington  Ave.  06051 
1962  Thomas,  Richard  John,  40  Hart  06052 

1940  Tisher,  Paul  Winslow,  389  Shuttle  Meadow  Ave. 

06052 

L941  Trapp,  Francis  W.,  55  West  Main  06051 
1967  Visnauskas,  John  William,  83  Vine  06052 
1962  Waskowitz,  William  Jay,  40  Hart  06052 

1965  Waugh,  Robert  Edmund,  New  Britain  General  Hos- 

pital 06052 

1957  Wehrli,  Adolph,  300  Kensington  Ave.  06051 
1948  Wesoly,  Andrew  Stanley,  27  Grove  Hill  06052 
1932  White,  John  Cowles,  300  Kensington  Ave.  06051 
1969  Wilcox,  Richard  Nash,  223  West  Main  06052 

1964  Wilson,  James  Miller,  300  Kensington  Ave.  06051 
1954  Winship,  Granville  Montgomery,  Grove  Hill  Clinic 

06050 

1948  Wolfson,  Samuel,  New  Britain  General  Hospital 

06052 

1950  Wright,  Ralph  C.,  300  Kensington  Ave.  06051 
1948  Yannello,  Mario  Humbert,  29  Park  PI.  06052 

1966  Zaccheo,  Thomas  Joseph,  300  Kensington  Ave. 

06051 

1965  Zembko,  Andrew  Francis,  73  Cedar  06052 

NEWINGTON  06111 

1957  Bachman,  John  Presly,  Cedarcrest  Hospital 
1952  Callahan,  James  Lawrence,  24  Walsh  Ave. 

1958  Clancy,  John  James,  41  Market  Sq. 

1967  Coley,  Mary  Smythe,  Newington  Hospital  for  Crip- 

pled Children 

i 1938  Curtis,  Burr  H.,  181  East  Cedar 
1935  Fenney,  Philip  William,  Veterans  Administration  Hos- 
pital 


1949  Flynn,  Frederick,  Newington  Children’s  Hospital 
1946  Friedberg,  Isadore  Hirsh,  93  Market  Sq. 

1957  Gold,  Howard  Carl,  24  Walsh  Ave. 

1972  Khan,  Khurshid,  Cedarcrest  Hospital 

1971  Ozonoff,  Maer  B.,  Newington  Children’s  Hospital 
1929  Simmons,  Eric  Melville,  20  Birch  Lawn  Ter. 

1962  Turner,  Wallace  Wilder,  Cedarcrest  Hospital 
1957  Wolfson,  Herman,  142  Market  Sq. 

1973  Wong,  Paul  Yuko,  Newington  Children’s  Hospital 


PLAINVILLE  06062 
1943  Iannotti,  John  Pasquale,  78  Whiting 
1934  Menousek,  Joseph  Albert,  104  Trumbull  Ave. 
1964  Saltzman,  Marvin,  49  East  Main 
1938  Tortolani,  Aresto  Peter,  51  Maple 
1962  Yannios,  James  Nicholas,  73  East  Main 
1956  Zebrowski,  Edward  Julian,  120  West  Main 


PLANTSVILLE  06479 
1937  Connor,  George  Michael,  964  South  Main 
1937  O’Neill,  Charles  William,  745  Main 


ROCKY  HILL  06067 

1973  Agarwal,  Chandra  Kumar,  Veterans  Hospital 

1954  Benkovich,  Geza  O.,  Veterans  Hospital 

1969  Brandon,  Dorothy  Kelly,  Veterans  Hospital 

1958  Kessel,  Leizor,  Veterans  Hospital 

1973  Ranganathan,  Vasudeva,  Veterans  Hospital 

1972  Roland,  Menelick,  Veterans  Hospital 

1946  Walker,  Donald  Albert,  2051  Silas  Deane  Hwy. 


SIMSBURY  06070 

1965  Hampton,  Walter  Richard,  930  Hopmeadow 
1973  Holdt,  Janice  E.  J.,  720  Hopmeadow 

1966  Keating,  Stanley  John,  19  Branch  Brook  Dr. 
1965  Lewis,  Gamer  Lennon,  720  Hopmeadow 
1925  Murphy,  Owen  Lee,  Canal 

1964  Scudder,  Walter  Tracy,  720  Hopmeadow 
1968  Sherman,  Stephen  Huntington,  13  Hopmeadow 


SOUTHINGTON  06489 

1958  Alfonsi,  Ambrose  A.,  70  Berlin  Ave. 

1955  Arcano,  Joseph  Timothy,  201  Main 
1964  Browne,  Harry  Herbert,  25  Berlin  Ave. 

1973  Bundy,  Edward  Stillman,  201  Main 

1949  D’Angelo,  Anthony  James,  94  Center 

1949  D’Angelo,  Eugene  Joseph,  94  Center 

1935  Dudac,  Thomas  William,  98  Main 

1933  Gura,  George  Michael,  76  Main 

1970  Hart,  Daniel  Arthur,  Bradley  Memorial  Hospital 

1973  Heap,  Lewis  Derek,  Bradley  Memorial  Hospital 

1949  Monti,  Lyle  John,  476  Curtiss 

1947  Stetson,  Harold  Prescott,  101  North  Main 

1929  Thalberg,  Reuben  Edward,  32  North  Main 


SOUTH  WINDSOR  06074 

1968  Gutkowski,  Thaddeus  John,  1700  Ellington  Rd.,  P.O. 
Box  595 

1933  Houle,  Raymond  Theodore,  564  Main 
1958  McGann,  Desmond  Martin,  658  Ellington  Rd.,  P.  O. 
Box  584 
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SUFFIELD  00078 
1938  Coates,  S.  Paul,  370  North  Main 

1959  Zaczynski,  Edward  Joseph,  150  Hill 

TIIOMPSONVILLE  06082 
1937  Bloom,  David  Irving,  128  Pearl 
1957  Czaja,  Ronald  Joseph,  Hazard  Ave. 

1937  Dignam,  Bernard  Stephen,  133  Pearl 

1966  Gfeller,  Robert  John,  Enfield  Professional  Center 

1938  Gourlie,  Howard  Wallace,  75  North  Main 
1950  Johnson,  Carl  Wentworth,  11  North  Main 

1948  Robbins,  Jacques,  5 North  Main 

1960  Schear,  William  Augustine,  Hazard  Ave. 

UNIONVILLE  06085 

1941  O’Connell,  Enos  Joseph,  63  Main 
1972  Woolfson,  Arthur  Ervin,  36  Main 

WEST  HARTFORD 

1944  Allen,  Mary  Mazner,  1007  Farmington  Ave.  06107 

1949  Allen,  Roy,  15  North  Main  06107 

1955  Altenberg,  Henry  Edward,  2668  Albany  Ave.  06117 

1966  Anderson,  Albin  Stephen,  17  Drury  Lane  06117 
1947  Barbour,  Charles  Manson,  Jr.,  Wyngate  Lane  06107 
1972  Blakeslee,  Sister  Mary  Helene,  27  Park  Rd.  06105 

1967  Brewer,  Sybille  von  Lindeiner,  109  Pioneer  Dr. 

06117 

1972  Brodey,  James  Franklin,  854  Farmington  Ave.  06119 
1929  Buck,  Burdette  Jay,  215  Tunxis  Rd.  06107 
1947  Carey,  Thomas  B.,  843  Farmington  Ave.  06107 
1929  Carroll,  James  Edward,  250  Griswold  Dr.  06119 
1933  Cenci,  Vincent  Peter,  854  Farmington  Ave.  06119 
1922  Clason,  Freeman  Pell,  40  West  Hill  Dr.  06119 
1960  Conroy,  John  Thomas,  46  Sunrise  Hill  Dr.  06107 

1953  Conway,  Mark,  125  LaSalle  Rd.  06107 

1967  Cullen,  Mary  Teresa,  27  Femwood  Rd.  06119 

1954  Cullina,  Joseph  Charles,  820  Farmington  Ave.  06107 
1928  Cushman,  Laurence  Arnold,  19  Brunswick  Ave. 

06107 

1940  D’Ambruoso,  Dominic  Charles,  30  Glen  Hollow 

06117 

1962  David,  Nasser  David,  290  Park  Rd.  06119 
1914  Doming,  Clinton  Demas,  173  Steele  Rd.  06119 
1938  Donovan,  William  Francis,  798  Farmington  Ave. 

00119 

1937  Downer,  Muriel  Case,  17  Stratford  Rd-  06117 

1942  Duksa,  Walter  Joseph,  113  Bainbridge  Rd.  06119 

1938  Durkee,  Ralph  Everett,  Jr.,  85  Brookside  Dr.  06107 
1953  Earle,  Lyon  Hooper,  Jr.,  16  Sunset  Ter.  00107 
1960  Ehrlich,  Eugene  L.,  45  South  Main  06107 

1927  Elliot,  K.  Gregory,  27  Brookline  Dr.  06107 

1943  Ellis,  Lyle  Gaffney,  1260  Farmington  Ave.  06107 
1952  Emmel,  Robert  Cortland,  1005  Farmington  Ave.  Plaza 

06107 

1941  Feeney,  Thomas  Michael,  4 Sunset  Ter.  06107 
1958  Felber,  John  Hans,  61  South  Main  06107 

1913  Flaherty,  Claude  Vincent,  2308  Albany  Ave.  06117 
1965  Fons,  Anthony  Ludwig,  III,  345  North  Main  06117 

1968  Foster,  Kendall  Wilson,  Jr.,  41  Westminster  Dr. 

06107 

1925  Fox,  James  Charles,  Jr.,  26  Westmoreland  Dr.  06117 

1952  Frank,  Ludwig  Mathias,  801  Farmington  Ave.  06119 
1957  Friel,  Patrick  Brendan,  801  Farmington  Ave.  06119 
1972  Cabrielle,  Fred  Michael,  820  Farmington  06119 
1972  Gerber,  William  Hermann,  1005C  Farmington  Ave., 

06107 

1953  Gerent,  Walter  Paul,  115  Meadow  Lane  06107 


1927  Goff,  Charles  Weer,  210  Kane  06119 

1950  Gordon,  Yale,  10  Princeton  06110 

1958  Graffagnino,  Paul  N.,  66  Uplands  Dr.  00107 
1949  Haines,  Robert  William,  14  Brace  Rd.  06107 
1939  Hall,  Wendell  Charles,  84  Brace  Rd.  06107 
1967  Harris,  Robert  Lester,  758  Farmington  Ave.  0611!  ■ 

1958  Hill,  John  M.,  61  South  Main  06107 
1924  Hogan,  Walter  Louis,  68  Rumford  06107 

1930  Holtz,  Raymond  Sidney,  16  Mt.  Farms  Rd.  06117 
1965  Hosking,  Wayne  Frederick,  31  Rillbank  Ter.  0610' 

1954  Houlihan,  John  Joseph,  125  LaSalle  Rd.  06107 

1963  Ilowc,  George  O.,  696  Mountain  Rd.  06117 
1953  Hulme,  Stephen  A.,  9 Paxton  Rd.  06107 
1942  January,  Mildred  Hartshorn,  94  Walbridge  Rd. 

0611L 

1935  Kaschmann,  Joseph,  1118  Trout  Brook  Dr.  06119 
1930  Kunkel,  F.  Earle,  33  Mountain  Brook  Rd.  06117 
1969  Kurland,  Morton  David,  125  LaSalle  Rd.  06107 
1913  Landry,  Arthur  Bernard,  Sr.,  66  Lancaster  Rd 

06111 

1926  Landry,  Benedict  Bernard,  893  Farmington  Ave. 

oeioi 

1953  Leeds,  William  Gerard,  818  Farmington  Ave.  06119 
1942  Lenehan,  J.  Richard,  10  Dale  06107 

1964  Livingston,  Robert,  1329  Boulevard  06119 
1956  MacKinnon,  Ian,  61  South  Main  06107 

1955  Maloney,  Richard  Harrington,  801  Farmington  Ave. 

06119 

1953  Marsh,  Raymond  Randolph,  10  Arapahoe  Rd.  06107 

1959  Marshall,  Lois  Foster,  53  Westmont  06117 
1935  Martin,  John  Garthwaite,  1064  Farmington  Ave. 

06107 

1981  Milyko,  Alexander  Busch,  61  South  Main  06107 
1969  Morhardt,  Charles  Edwin,  45  South  Main  06107 
1969  Moskowitz,  Harold,  14  Arlen  Way  06117 

1965  Moylan,  Thomas  P.,  53  Ardmore  Rd.  06119 

1935  Murphy,  Thomas  Francis,  850  Farmington  Ave. 

06119 

1928  O’Connell,  Maurice  Francis,  17  Westwood  Rd.  06117 
1921  Osbom,  Stanley  Hart,  36  Cobbs  Rd.  06107 

1934  Preston,  Thomas  R.,  119  Bainbridge  Rd.  06119 

1951  Rankin,  Clair,  1329  Boulevard  06119 

1963  Rentz,  Robert  Edward,  1102  Farmington  Ave.  06107 

1960  Rogers,  Henry  Crampton,  81  South  Main  06107 
1924  Root,  Maurice  Timothy,  51  North  Main  06107 

1935  Root,  Sophie  Andrews,  51  North  Main  06107 
1972  Rosenkranz,  Barry  Martin,  639  Prospect  Ave.  06105 
1950  Rothstein,  Isadore,  90  Haynes  Rd.  06117 

1947  Rup,  Edmond  Carl,  164  Westland  Ave.  06107 

1936  Ryan,  Francis  James,  65  Cliffmore  Rd.  06107 

1947  Schatten,  Siegfried  Sylvester,  1157  New  Britain  Ave. 

061101 

1971  Schuster,  Harvey  Stuart,  342  North  Main  06117 

1966  Scully,  Harold  Francis,  29  Winterset  Lane  06117 

1964  Smith,  Jay  Donald,  10  Princeton  06110 

1952  Smith,  Lillian  A.,  44  Hartwell  Rd.  06117 

1939  Smith,  Wilson  Fitch,  25  Bainbridge  Rd.  06119 
1927  Standish,  E.  Myles,  11  Greenridge  Lane  06107 
1935  Standish,  Hilda  Crosby,  Greenridge  Lane,  Sunset 

Farm  06107 

1948  Teahan,  John  William,  7 Hillsboro  Dr.  06107 

1961  Van  Der  Werff,  Jacob  Anne,  801  Farmington  Ave. 

06119 

1923  Van  Kleeck,  Euen,  53  Concord  06119 

1940  Walker,  Robert,  10  Flagstad  Rd.  06107 

1937  Walton,  Loftus  Linwood,  799  Farmington  Ave. 

06119 
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i 973  Wasserman,  Herbert  E.,  1005B  Farmington  Ave. 

06107 

L962  Weinstein,  May,  81  South  Main  06107 
L957  Welch,  Edmund  Thomas,  Jr.,  5 Manor  Lane  06107 
L920  Weld,  Stanley  B.,  15  Gloucester  Lane  06107 
1941  Wineck,  Morris  Samuel,  11  Eastwood  Rd.  06117 
1934  Winters,  John  Thomas,  10  Dale  06107 
L922  Wright,  William  Witter,  200  Fern  06119 
L948  Zeldis,  Norman,  21  Tanglewood  Rd.  06117 
1970  Zentner,  Arnold  S.,  854  Farmington  Ave.  06119 

WEST  SIMSBURY  06092 
L930  Reynolds,  Robert  Gardner,  180  West  Ledge  Rd. 

WETHERSFIELD  06109 

L956  Agee,  Fred  Benson,  Jr.,  51  Westway 
1968  Callan,  John  P.,  425  Coppermill  Rd. 

1938  Garvey,  Edward  Vincent,  1 Garden 

1948  Cavalier,  Rinaldo  Joseph,  454  Highland 
1937  Fagan,  Francis  Xavier,  147  Wells  Farm  Dr. 

1932  Filson,  Ralph  Marshall,  855  Ridge  Rd. 

1960  Foote,  Franklin  M.,  300  Russell  Rd. 

1936  Gallivan,  John  Norman,  951  Ridge  Rd. 

1954  Giosa,  Nicholas,  463  Brimfield  Rd. 

1952  Golden,  Archie  James,  91  Hillcrest  Ave. 

1946  Hellijas,  Carl  Sylvester,  4 River  Rd. 

1933  Howard,  Harold  Amasa,  330  Main 

1953  Johnston,  J.  Howard,  522  Wolcott  Hill  Rd. 

1934  Keefe,  Raymond  Starkey,  304  Church 

1949  Murphy,  Robert  Daniel,  5 Cottwell  Dr. 

1961  Pace,  Silvio  Fernando,  63  Wells  Rd. 

1960  Pierce,  John  Arthur,  11  Golf  Rd. 

1964  Powell,  Nancy  Rolick,  473  Wolcott  Hill  Rd. 
jl960  Ryan,  William  Donovan,  229  Maple 

1950  St.  John,  Nicholas  E.,  375  Ridge  Rd. 

1932  Storms,  William  Frederick,  147  Main 

WINDSOR  06095 

1958  Britting,  John  Anthony,  697  Poquonock  Ave. 

1949  Donohue,  Stephen  Michael,  525  Windsor  Ave. 

1967  Ford,  James  Raymond,  697  Poquonock  Ave. 

1959  Granville,  Norma  Belle,  126  Clover 

1956  Hamblin,  Wolcott  Chaffee,  342  Park  Ave. 

1957  Keefe,  Raymond  Bernard,  697  Poquonock  Ave. 

1930  MacCready,  William  Harold,  3 Orchard  Lane 
1955  Mack,  Daniel  Elliott,  74  Mack 

' 1957  Murphy,  Edward  Francis,  1000  Prospect  Hill  Rd. 

1947  Poirier,  Theophane  M.,  26  Maple 

1958  Pullen,  Richard  Donald,  74  Mack 

1950  Silliman,  Warren  B.,  26  Prospect 

. 1964  Tummillo,  Mary  Anne,  924  Windsor  Ave. 

WINDSOR  LOCKS  06096 

1930  Byrne,  David  W.,  412  Elm 
1952  Eilbergas,  Michael,  2 Spring 

1948  Kennedy,  John  Joseph,  Jr.,  46  Center 
1964  Wehr,  Robert,  326  South  Center 

OUT  OF  COUNTY 

1972  Alvares,  Jose  Filipe,  1374  Port  Washington  Blvd., 

Port  Washington,  New  York  11050 
1966  Argali,  Temby  Richie,  36  Grand  PI.,  Newtown 

06470 

1960  Ballard,  Claude  James,  8 Butler  Lane,  Portland 

06480 

1955  Barry,  Robert  Tomey,  Craigville  Beach  Rd.,  West 
Hyannisport,  Mass.  02672 


1932  Benoit,  Raoul  Joseph,  209  Rosary  Rd.,  Belleair, 

Florida 

1962  Brewer,  Timothy  Francis,  III,  5 Boulder  Rd.,  Otter 
Cove,  Old  Saybrook  06475 

1958  Burke,  Gerald  Francis,  Charlotte  Hungerford  Hos- 
pital, Torrington  06790 

196.5  Bush,  Hubert  Sutton,  Jr.,  57  Union,  Rockville  06066 
1951  Canzonetti,  Andrew  Joseph,  Scovill  Mfg.  Co.,  Water- 
bury  06706 

1961  Casey,  Edward  James,  1641  Golden  Ave.,  Bronx, 
New  York  10462 

1965  Colliton,  Robert  John,  34  Oakmoor  Dr.,  Vernon 

06066 

1933  Corcoran,  Michael  A.,  Ridgeview  Rest  Home, 

Cromwell  06416 

1943  Crispin,  Maximilian  A.,  1411  N.  Flagler  Dr.,  West 
Palm  Beach,  Florida  33401 

1946  Desmond,  Charles  T.,  Parkside  Apts.,  10649  Montrose 

Ave.,  Bethesda,  Maryland  20614 
1970  Douglas,  Herbert  John,  490  Riverside  Dr.,  Cheshire 

06410 

1969  Dunne,  Michael  Joseph,  9013  Beatty  Dr.,  Alexandria, 
Virginia  22308 

1947  Ebers,  Theodore  Martin,  P.  O.  Box  821,  Sedona, 

Arizona  86336 

1942  Edson,  Reginald  Campbell,  963  Catalina  Rd.,  St. 
Augustine  Shores,  Florida  32084 

1933  Farland,  Victor  Louis,  3000  N.  E.  56th  Ct.,  Fort 

Lauderdale,  Florida  33308 

1967  Gutierrez,  Teofilo  Gregorio,  Jr.,  Meriden  Hospital 
Meriden  06450 

1937  Hall,  Martin  Irving,  Palmetto  Dr.,  c/o  Redway, 
Osprey,  Florida  33559 

1962  Hawkes,  Peter  Harold  Robert,  St.  Mary’s  Hosp., 
Waterbury  06702 

1934  Homing,  Benjamin  Graham,  Hostal  Alameda,  Calle 

Casas  de  Compos,  3 Malaga,  Spain 

1935  Hough,  Perry  Tyler,  Parrsboro,  Nova  Scotia,  Canada 

1948  Jennings,  Walter  Forfar,  122  E.  Shore  Ave.,  Groton 

Long  Point  06340 

1937  Katz,  Dewey,  29  North,  Willimantic  06226 
1951  Keet,  John  Eugene,  Southwest  Rd.,  Waterbury 

06708 

1928  Laplume,  Albert  Antonio,  2806  NWL  52nd  Ct., 
Tamarac,  Ft.  Lauderdale,  Florida  o3309 
1950  Lear,  Harold  A.,  1170  5th  Ave.,  New  York,  New 
York  10029 

1965  Letourneau,  David  Joseph,  4080  Piedmont  Rd.,  Pen- 
sacola, Florida  32503 

1936  Lewis,  Samuel  Donald,  2760  So.  County  Rd.,  Palm 

Beach,  Florida  33480 

1971  Marcin,  Mary  Julia  Regan,  5018  Round  Tower  PL, 
Columbia,  Maryland  21043 

1969  Matthews,  Lester  G.,  303  West  Main,  Freehold, 
New  Jersey  07728 

1937  McCue,  Martin  P.,  473  Boston  Post  Rd.,  Waterford 

06385 

1934  McDermott,  John  Francis,  P.  O.  Box  385,  West  Har- 
wich, Mass.  02671 

1946  Messina,  Michael  C.,  337  Southern  Comfort  Park, 

Clearwater,  Florida  33515 

1947  Miller,  Seymour  M.,  Ill  Golden  Isles  Dr.,  Hallan- 

dale, Florida  33009 

1973  Moon,  Won  Koul,  30  Mason,  Torrington  06790 
1954  Motyka,  Stanley  J.,  3227  Bennett  Dr.,  Los  Angeles, 
California  90068 

1960  O’Connor,  Luke  Edward,  57  Union,  Rockville  06066 
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1928  Ogden,  Ralph  Trafton,  94  Main,  Sanford,  Maine 

04073 

1935  Papa,  John  Smith,  1950  N.E.  59th  PL,  Fort  Lauder- 

dale, Florida 

1930  Parshley,  Philip  Ford,  Box  509,  Pinehurst,  North 
Carolina  28374 

1926  Partridge,  Winthrop  Prescott,  35  Isla  Bahia  Dr., 
Fort  Lauderdale,  Florida  33316 
1930  Pullen,  Richard  Woollard,  2nd  General  Hospital, 
Landstuhl,  Germany  A.P.O.  09180 
1923  Robinson,  Wilfred  John,  Bali  Hai  Hotel,  St.  Thomas, 
Virgin  Islands  00820 

1964  Rodriguez,  Josefina  C.,  Star  Route  Box  5,  97  East, 
Stafford  Springs  06076 

1953  Schwartz,  Harold,  5025  N.  Paulina,  Chicago,  Illinois 

60640 

1932  Seibert,  Alfred  Frank,  298  Murray,  Meriden  06450 
1937  Spekter,  Louis,  Rm.  12-11,  Parklawn  Bldg.,  5600 
Fischers  La.,  Rockville,  Maryland  20852 
1953  Stapor,  Joseph  John,  536  Gospel  Lane,  Orange 

06477 

1930  Steincrohn,  Peter  Joseph,  1430  Ancona  Coral  Gables, 

Florida  33146 

1936  Stewart,  Lester  Quentin,  33  Erickson  Way,  South 

Yarmouth,  Mass.  02664 

1932  Talbot.  Henry  Pierce,  259  Shamrock  Blvd.,  Venice, 
Florida  33595 

1921  Thenebe,  Carl  Leonard,  R.  F.  D.  Town  Hill  Rd., 
New  Hartford  06057 

1941  Tutles,  Alexander  James,  Box  212,  Melbourne, 
Florida  32901 

1937  Unsworth,  Arthur  Charles,  P.  O.  Box  606,  Center 

Harbor,  New  Hampshire  03226 
1934  Weiner,  Julius  Gills,  2773  So.  Ocean  Blvd.,  Palm 
Beach,  Florida  33480 

1931  Weisenfeld,  Nathan,  1445  Tamiami  Trail,  Sarasota, 

Florida  33580 

1953  Wood,  Edwin  Charles,  1020  Holcombe  Blvd.,  Hous- 
ton, Texas  77025 

1957  Wright,  John  Cardwell,  80  So.  Main,  Middletown 

06457 

1971  Wurster,  Richard  Edmund,  5506  E.  16th,  Indiana- 
polis, Indiana  46218 

1967  Zlotsky,  Norman  A.,  57  Union,  Rockville  06066 
1950  Zyla,  Edward  J.,  25  Maple,  Rockvile  06066 


Litchfield  County  Association 

President:  Richard  N.  Collins,  Sharon  Clinic,  Sharon 

06069 

President-Elect:  Norman  E.  Smith,  Jr.,  71  Spencer,  Win- 
sted  06098 

Secretary-Treasurer:  Frank  Lovallo,  Sharon  Med.  Arts 
Ctr.,  Hospital  Hill,  Sharon  06069 
Councilor:  Stuart  Ragland,  Jr.,  Smith  Hill  Rd.,  Colebrook 

06021 

Associate  Councilor:  Robert  W.  Harkins,  Judson  Rd., 
Woodbury  06798 

Annual  Meeting,  Second  Tuesday  in  April 
Semi-Annual  Meeting,  Second  Tuesday  in  October 

COLEBROOK  06021 
1957  Luchs,  David,  Schoolhouse  Rd. 

1967  Ragland,  Stuart,  Jr.,  Smith  Hill  Rd. 

CORNWALL  06753 
1922  Walker,  Wilmarth  Bradford 


FALLS  VILLAGE  06031 
1946  Bornemann,  Carl,  Beebe  Hill  Rd. 

1970  Osborn,  James  Walton,  Barnes  Rd. 

HARWINTON  06790 

1938  Kott,  Joseph  Henry,  Cobble  Rd. 

KENT  06757 

1971  Abreu,  Francisco  B.,  RFD  #1,  Box  59 
1966  Goss,  John  D.,  Jr.,  Macedonia  Rd. 

1946  Greiner,  George  Frederick,  Kent  School 
1963  Peters,  Donald  Henry,  Elizabeth 

LAKEVILLE  06039 

1972  Blaine,  Graham  Burt,  Jr.,  P.  O.  Box  153 

1945  Brewer,  Alfred  Edwin,  Main 

1966  Gott,  Peter,  Main 

1970  Swift,  David  Bearce,  P.O.  Box  153 
1968  Westsmith,  Richard  Alan,  Main 
1936  Wieler,  Harry  Julius,  Interlaken  Rd. 

LITCHFIELD  06759 

1946  Chait,  Sidney  A.,  Box  1082,  Woodruff  Ct. 

1950  Christine,  Barbara  Weed,  Milton  Rd. 

1946  Dautrich,  Albert  William,  West 
1949  Huvelle.  Camille  Henry,  East 

196.6  MacMaster,  Duncan  Raymond,  Prospect 
1956  White,  Fowler  F.,  R.  F.  D.  2,  Norfolk  Rd. 

1939  Warner,  C.  Norton,  North 

NEW  HARTFORD  06057 
1942  Markwald,  Heinz  Wolfgang,  Main 

NEW  MILFORD  06776 

1949  Baird,  Robert  Desmond,  Twin  Pines,  R.  F.  D.  3 

1967  Danzig,  Samuel  D„  New  Milford  Medical  Building 

1963  Estrada,  Julian  Albert,  New  Milford  Medical  Build- 

ing 

1952  Ferris,  Jeffrey,  62  Bank 

1956  Happel,  Elizabeth,  62  Bank 

1957  Haxo,  John  Victor,  15  Old  Park  Lane  Rd. 

1938  Ignace,  Stephen  J„  65  Bridge 

1973  Kavirajan,  Vadakkekara,  18  Elm 

1964  Lahvis,  W.  Frederick,  P.  O.  Box  148 
1949  Morrow.  Howard  S.,  Old  Park  Lane  Rd. 

1971  Nagaraja,  Urabagilu,  62  Bank 

1947  Street,  John  M.,  P.  O.  Box  777 

1972  Tunick,  Carl,  18  Elm 


NEW  PRESTON  06777 
1973  Peck,  Morgan  Scott,  Bliss  Rd.,  R.  F.  D.  1 

NORFOLK  06058 

1937  Barstow,  Richard  Iddings,  The  Village  Green 

NORTH  CANAAN 
Canaan  06018 

1935  Elliott,  John  Richard,  Main 

ROXBURY  06783 

1964  McDonald,  Robert  L.,  Roxbury  Falls  Rd. 

SALISBURY  06068 
1943  Mackay,  William  D. 

1955  Smith,  Frank  Edward,  Jr.,  Main 
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SHARON  06069 

173  Charde,  John  Patrick,  Sharon  Clinic 
)68  Collins,  Richard  Neil,  Sharon  Clinic 
372  Curtis,  John  P.,  Sharon  Clinic 
372  Finkelstein,  Jack,  P.  O.  Box  566 
349  Fisher,  Robert  Lownds,  Sharon  Clinic 

348  Fowler,  George  A.,  Sharon  Clinic 

362  Gallup,  John  William,  Sharon  Clinic 
347  Gevalt,  Frederick  C.,  Jr.,  Sharon  Clinic 
)47  Grendon,  David  Arthur,  Sharon  Hospital 
342  Gudematch,  Gaert  Steuerwald,  Main 

349  Havdock,  George  Guest,  Sharon  Clinic 

372  Kelknan,  Ian  Arthur,  Sharon  Med.  Arts  Ctr. 

347  Linder,  James  H.,  Box  416 

373  Longstreth,  George,  Sharon  Clinic 

351  Lovallo,  Frank,  Sharon  Med.  Arts  Ctr.,  Hospital  Hill 
369  Mirabile,  Charles  Samuel,  Jr.,  Main 
353  Moore,  Roger  W.,  Sharon  Clinic 
372  Moore,  Samuel  W.,  Lowe  Rd. 

366  Reyelt,  Walter  Peter,  Jr-,  Sharon  Clinic 
371  Tiedmann,  Richard  N.,  Sharon  Med.  Arts  Ctr. 

353  Waugh,  David  Darwin,  New 

TERRYVILLE  06786 

351  Coral,  Mark,  9 Maple 

358  Wasley,  David  L.,  14  Orchard 

THOMASTON  06787 

346  Conklin,  Clifford  T.,  Jr.,  16  Grand 
355  Russo,  Niel,  56  High 

347  Samson,  Daniel  P.,  147  Elm 

322  Wight,  Winfield  Emmons,  24  Goodwin  Court 

TORRINGTON  06790 
970  Abbott,  Jay  Lewis,  106  Litchfield 
346  Adams,  Arthur  John,  Charlotte  Hungerford  Hospital 
972  Aitken,  Gloria  Stone,  540  Litchfield 
972  Anderson,  Todd  Edmund,  Charlotte  Hungerford 
Hospital 

950  Atwood.  Albert  Sterling,  30  Peck  Rd. 

966  Briggs,  Robert  Stewart,  30  Peck  Rd. 

352  Brown,  Freeman  Fletcher,  Jr.,  540  Litchfield 
346  Buckley,  John  Littlefield,  148  Migeon  Ave. 

350  Canniff,  James  Charles,  51  Main 

970  Curi  Joseph  F.  J.,  Litchfield  Hills  Medical  Center 
966  Danaher,  Thomas  H.,  379  Prospect 

330  Danaher,  Thomas  Joseph,  379  Prospect 

960  Dolan,  Virginia  Louise,  95  McKinley 
346  Fabro,  J.  Alfred,  94  Church 

961  Farrell,  Henry  Francis,  Peck  Rd. 

363  Finn,  Alfred  Joseph,  Jr.,  379  Prospect 

972  Finnic,  Jerrold  Nelson,  1185  New  Litchfield 
970  Galloway,  John  Alexander,  106  Litchfield 

331  Giobbe,  Michael  Edward,  355  Prospect 
969  Glenn,  John  Spellman,  24  Church 

936  Goldberg,  Isadore  Solomon,  24  Church 
906  Griswold,  Maude  Taylor,  Wolcott  Ter. 

966  Gulliver,  Ashbel  Green,  1185  New  Litchfield 
966  Heinrich,  Ward  Dittmar,  24  Church 
954  Irwin,  John  Britton,  1185  New  Litchfield 
947  Katzin,  Benjamin,  30  Peck  Rd. 

962  Kramer,  Richard  Thomas,  24  Mason 

973  MacDonald,  Carlton  A.,  Charlotte  Hungerford  Hos- 

pital 

953  McKenna,  James  Francis,  379  Prospect 
952  Meunier,  John  Louis,  24  Church 
942  Mitchell,  Gerald  Vincent,  185  Albert 


1938  Murcko,  William  John,  253  Main 

1971  Nesbitt,  Kenneth  A.,  Charlotte  Hungerford  Hospital 

1923  Oelschlegel,  Herbert  Charles,  94  Alpert 

1938  Orlowski,  Andrew  Williams,  64  Belleview  Ave. 

1966  Pimpinella,  Ronald  J.,  Litchfield  Rd. 

1923  Polito,  Frank  Leonard,  24  Church 

1954  Polito,  John  Clarke,  24  Church 

1949  Robertson,  Alexander  Rocke,  P.  O.  Box  1107 

1932  Samponaro,  Nicholas,  241  Main 

1947  Smith,  James  Thomas,  148  Migeon  Ave. 

1966  Smith,  Reginald  Donald,  Charlotte  Hungerford  Hos- 

pital 

1962  Vanoni,  Frank  Robert,  379  Prospect 

1953  Walker,  Thomas  H.,  30  Peck  Rd. 

WASHINGTON  06793 
1973  Clark,  Morris  Leo,  On-the-Green 

1968  Fearon,  Henry  Dana,  Washington  Green 
1958  Hays,  David  R.,  Jr. 

WASHINGTON  DEPOT  06794 
1946  Simonds,  John  Rolf,  Box  228 

WATERTOWN  06795 

1946  Caney,  Wilbur  Hinds,  429  Main 

1936  Cleary,  Harold  John,  16  Echo  Lake  Rd. 

1951  Goemer,  Jessamine  Roberta,  404  Main 
1949  Martin,  Katharine  Hawley,  Butternut  Lane 
1936  Meyers,  Royal  Abbott,  210  Guemseytown  Rd. 

WINSTED  06098 
1938  Baker,  Philip  George,  26  Elm 

1969  Briggs,  Harry  Caldwell,  71  Spencer 

1936  Comelio,  Francis  Joseph,  45  Elm 
1965  Dutton,  Richard  Sanders,  71  Spencer 
1969  Gallo,  Erly  Paul,  10  Plinsdale  Ave. 

1937  Gallo,  Francis,  Medical  Arts  Building 
1962  Husvet,  Ferenc,  71  Spencer 

1954  Izumi,  Ernest  Matson,  R.F.D.  No.  1 
1936  Levy,  Aaron,  26  Elm 

1969  McCabe,  Edward  B.,  Winsted  Memorial  Hospital 

1971  Munch,  Richard  Valentine,  71  Spencer 
1968  Pass,  Beverly  Claire,  71  Spencer 

1968  Pierce,  John  M.,  71  Spencer 

1947  Reidy,  Joseph  Carey,  43  Walnut 

1972  Sherman,  Roy  B.,  Rugg  Brook  Rd.,  R.  F.  D.  3 

1969  Smith,  Norman  Eugene,  Jr.,  71  Spencer 

1955  Tury,  Leslie  Akos,  7 1 Spencer 

WOODBURY  06798 

1948  Cushman,  George  Lester,  Judson  Ave. 

1967  Harkins,  Robert  William,  Judson  Rd. 

1956  Smith,  Thayer  Adams,  Goodhill  Rd. 

OUT  OF  COUNTY 

1954  Atchley,  John  Adams,  3 East  68th,  New  York  City 

10021 

1969  Coomaraswamy,  Rama  P.,  4 Dearfield  Dr.,  Green- 
wich 06830 

1938  Dobbs,  William  G.  H.,  13680  N.W.  Roanoke  Lane 

Portland,  Oregon  97229 

1942  Downs,  Elinor  Fosdick,  Stoneleigh,  Alger  Court, 
Bronxville,  New  York  10708 
1931  Evarts,  Josephine,  Millerton,  New  York  12546 
1935  Kilgus,  John  Frank,  Jr.,  119  Capitol  Ave.,  Hartford 

06106 


46 


MIDDLESEX  COUNTY 


roste: 


I960  Laning,  George  Michie,  3 Sky,  ThompsonviUe  06082 
1966  McCarthy,  Joseph  Clark,  715  First  Ave.,  Evansville, 
Indiana  47710 

1963  Mehri,  Parviz  Bozorg,  1 Padanaram  Rd.,  Danbury 

06812 

1949  Meister,  Louis  Frederick,  1800  E.  Ocean  Blvd.,  S-6, 

Stuart,  Florida  33494 

1966  Mino,  Manuel  Eduardo,  119  Lantern  Lane,  Wethers- 

field 06109 

1970  Montoni,  Edward  John,  5 Wintergreen  La.,  West 
Simsbury  06092 

1919  Reade,  Edwin  Godwin,  315  Knollwood  Village, 
Southern  Pines,  North  Carolina  28387 

1950  Reidy,  Maurice  Joseph,  36  Four  Mile  Rd.,  West 

Hartford  06107 

1942  Riendeau,  Fernand  Maurice,  14  Cromwell  Ct.,  Old 
Saybrook  06475 

1942  Riendeau,  Pauline  Laure,  Cromwell,  Old  Saybrook 

06475 

1963  Vidone,  Romeo  Albert,  880  Racebrook  Rd.,  Orange 

06477 

1942  Wallach,  Gert  M.  K.,  235  Grand,  Waterbury  06720 
1939  Wilcox,  Lloyd  M.,  124  Main,  Bristol  06010 

1967  Zeffiro,  Ronald  Gordon,  40  Timrod  Rd.,  West  Hart- 

ford 06107 


Middlesex  County  Association 

President:  Richard  F.  Grant,  482  Main,  Cromwell  06410 
Vice-President:  Henry  Sherwood,  195  South  Main,  Middle- 
town  06457 

Secretary-Treasurer:  Sanford  W.  Harvey,  Ballfall  Rd., 
Middletown  06457 

Councilor:  W.  Raymond  James,  64A  North  Main,  Essex 

06426 

Associate  Councilor:  Herbert  Magram,  45  Crescent,  Mid- 
dletown 06457 

Annual  Meeting,  Second  Thursday  in  April 
Semi-Annual  Meeting,  Second  Thursday  in  October 


CHESTER  06412 

1935  Lieberman,  David  Leonard,  West  Main 
1954  Wheeler,  Gordon  Bartlett,  Kings  Highway,  R.F.D. 
No.  1 


CLINTON  06413 

1937  Rindge,  Norman  Pember,  147  East  Main 


CROMWELL  06416 

1963  Adams,  Henry  Alexander,  384  Main 
1958  Cornett,  Samuel  James,  8 Woodlawn  Dr. 

1934  Couch,  Frank  Hallock,  32  Prospect  Hill  Rd. 

1969  Crowther,  Daniel  F.  S.,  269  Main 

1940  Grant,  Richard  Francis,  482  Main 

1965  Longo,  Edward  Anthony,  269  Main 

1972  Macionus,  Raymond  Francis,  269  Main 

1928  Nelson.  Walter  Nathaniel,  360  Main 

1967  Waldman,  Arthur  Leslie,  269  Main 


DEEP  RIVER  06417 
1939  Lobb,  Russell  Albert,  1 Essex 

DURHAM  06422 

1964  Voelkening,  Burkhard  Wolfgang,  Carriage  Dr. 

EAST  HAMPTON  06424 
1936  Gardner,  Norman  Homer,  25  Main 
1934  Soreff,  Louis,  9 West  High 

ESSEX  06426 

1942  Ames,  William  Gard,  64A  North  Main 

1972  Baldwin,  David  Bruce,  Middlesex  Tpke. 

1971  Bardenheier,  Joseph  Alexander,  Wildwood  Medic 
Building 

1967  Buebendorf,  Donald  Philip,  Middlesex  Tpke 
1967  Burkle,  Frederick  Martin,  Jr.,  Middlesex  Tpke. 

1971  Goetcheus,  John  Stewart,  Middlesex  Tpke. 

1949  Harris,  Augustus  Ludlow,  Hilltop  Ave. 

1948  James,  Walter  Raymond,  64A  North  Main 

1954  Stanford,  John,  64A  North  Main 

1941  Twachtman,  Eric,  Plains  Rd. 

HIGGANUM  06441 

1965  Havlicek,  Joseph  Anthony,  Route  9 
1948  Korab,  John  Joseph,  High 

KILLINGWORTH  06417 

1951  Bauer,  William  Frederick,  Jr.,  Fire  Tower  Rd. 

MIDDLEFIELD  06455 
1947  Smith,  Harold  Ellsworth 

MIDDLETOWN  06457 
1969  Adams,  Richard,  195  South  Main 

1942  Alexander,  Stanley  Joseph,  760  Saybrook  Rd. 

1962  Arafeh,  Mehadin  Kamel,  Connecticut  Valley  Hospitf 
1969  Arena,  Anthony  Joseph,  770  Saybrook  Rd. 

1952  Arnault,  Donald  George,  80  South  Main 

1960  Bellobuono,  John  R.,  210  South  Main 
1971  Bertuch,  Albert  William,  195  South  Main 

1971  Buchalter,  Daniel  Joel,  80  South  Main 

1941  Buckley,  Willard  Emrich,  770  Saybrook  Rd. 

1969  Cerritelli,  Dominick  Henry,  45  Crescent 

1963  Ceulemans,  Cyril  Peter,  770  Saybrook  Rd. 

1955  Chace,  Charles  Winslow,  760  Saybrook  Rd. 

1973  Clark,  Samuel,  Jr.,  770  Saybrook  Rd. 

1970  Concannon,  Patrick  R.,  589  Saybrook  Rd. 

1942  Crampton,  Clair  Beebe,  Wesleyan  Univ. 

1961  Daukas,  Charles  G.,  124  Washington 

1959  DeVille,  Desmond  Bancroft,  80  South  Main 

1972  Donadio,  Joseph  A..  80  South  Main 

1947  Epstein,  Joseph  I.,  195  South  Main 
1972  Fiducia,  Joseph  Paul,  80  South  Main 

1969  Fischbein,  Frederic  Ian,  80  South  Main 

1962  Gallo,  Sebastian  John,  Middlesex  Memorial  Hospita 
1972  Ganguli,  Prabhash  Chandra,  28  Crescent 

1971  Geiser,  Frank  M.,  Middlesex  Memorial  Hospital 
1968  Gerz,  Hans  O.,  75  Acer  Dr. 

1970  Ghaussy,  Aziz  A.,  547  Main 

1971  Gordon,  Eric,  City  Hall 

1967  Corin,  Malcolm,  195  South  Main 
1920  Harvey,  Carl  Clifford,  20  Silver 

1948  Harvey,  Sanford  W.,  Ballfall  Rd. 

1948  Harwood,  Clarence  W.,  80  South  Main 

1968  Ilickox,  David  Beattie,  80  South  Main 

1965  Kaufmann,  Herbert  Alfred,  770  Saybrook  Rd. 
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!356  Kelly,  John  Francis,  770  Saybrook  Rd. 

|372  Kilga,  Lawrence  A.,  80  South  Main 

351  Korn,  Francis  Edwin,  589  Saybrook  Rd 
328  LaBella,  Louis  Onorato,  760  Saybrook  Rd. 

369  Lambe,  Michael  Joseph,  11  Orchard  Hill  La 
364  Lambe,  Thomas  Peter,  70  Crescent 

373  Lee,  John  P.,  80  South  Main 

352  Levine,  Herbert,  770  Saybrook  Rd. 

357  Magram,  Herbert,  45  Crescent 

957  Manzi,  Joseph  Alexander,  80  South  Main 
970  McCarthy,  Robert  Emmett,  59  Home  Ave. 

954  McDowell,  Arthur  Vennall,  28  Crescent 
963  McKay,  Donald,  770  Saybrook  Rd. 

940  McLeod,  Christie  Ellen,  28  Crescent 
966  Miller,  Donald  Edwin,  80  South  Main 
934  Minor,  Lloyd  Wesley,  329  Coleman  Rd. 

969  Nadel,  Martin  S.,  Middlesex  Memorial  Hospital 

939  Palmieri,  Mario  Lorenzo,  200  Coleman  Rd. 

958  Pella,  Juan,  243  Main 

956  Pennington,  Robert  Breece,  80  South  Main 
965  Perlin,  Louis,  199  Nejako  Dr. 

1928  Piasta,  Peter  Ferdinand,  145  South  Main 

959  Prins,  Sal  A.,  67  Old  Mill  Rd. 

;943  Rafkind,  Abraham  Benjamin,  212  Hunting  Hill  Ave. 
972  Rich,  Charles  F.,  141  Broad 
972  Robbins,  Kenneth  Mark,  80  South  Main 
965  Rosenbaum,  Howard  T.,  Middlesex  Memorial  Hos- 
pital 

926  Russman,  Charles,  33  Highland  Ter. 

933  Schwartz,  Philip  Edward,  195  South  Main 

957  Sheehan,  Felix  Gerard,  589  Saybrook  Rd. 

945  Shenker,  Benjamin  Morton,  South  Main  Ext. 

L947  Sherman,  Benjamin,  Connecticut  Valley  Hospital 

940  Sherwood,  Henry,  195  South  Main 
L970  Silberstein,  Allen  B.,  28  Crescent 
1968  Sosa,  Juan  B.,  109  Broad 

,929  Speight,  Harold  Edmund,  70  Crescent 

L969  Stoane,  Leonard,  Middlesex  Memorial  Hospital 

1924  Sweet,  Alfred  Norton,  770  Saybrook  Rd. 

1957  Sweet,  Richard  Tallmadge,  770  Saybrook  Rd. 

1949  Thomson,  Archibald  Wilson,  Jr.,  80  South  Main 

1946  Thumim,  Mark,  760  Saybrook  Rd. 

1947  Toll,  Nina,  Box  413  06458 
L933  Tracy,  F.  Erwin,  195  South  Main 
1954  Turano,  Andrew  Frank,  80  South  Main 
1967  Twiss,  Harry  Younger,  Ballfall  Rd. 

1942  Vinci,  Vincent  John,  770  Saybrook  Rd. 

!1961  Welling,  Searle  Kistler,  80  South  Main 
1957  Wright,  John  Cardwell,  80  South  Main 
1967  Yue,  James  Kar-Kee,  80  South  Main 
1971  Zavod,  Robert,  1 Yellow  Birch  Rd. 


MOODUS  06469 

1946  Berwick,  Philip,  Box  19 
1963  Paardenkooper,  John,  Falls  Rd. 


OLD  SAYBROOK  06475 
1971  Cook,  Donald  Edward,  840  Boston  Post  Rd. 

1934  Greenberg,  Aaron,  226  Main 

1969  Gritzmacher,  Richard  Orlen,  840  Boston  Post  Rd. 
1956  Irving,  William  David,  12  Old  Boston  Post  Rd. 
1946  Saunders,  George  Robert,  P.  O.  Box  92 
1971  Sheehan,  Bernard  F.,  263  Main 
1967  Wollack,  Anne  Carolina,  Saybrook  Convalescent 
Hospital 


PORTLAND  06480 

1968  Andrus,  Wayne  Burton,  Stonegate  Dr. 

1954  Barton,  Donn  Coleman,  506  Main 
1966  Coe,  Margaret  J.,  2 Redberry  Lane 

1963  Dooley,  John  A.,  Grace  Lane 
1959  Gray,  Philip,  9 Hall  Hill  Rd. 

1947  Longo,  Americo  Domenico,  344  Main 
1941  Ryan,  V.  Gerard,  333  Main 

1964  Spalding,  Peter  Edward,  Penfield  Hill  Rd. 

OUT  OF  COUNTY 

1948  Baker,  Asher  Lael,  P.  O.  Box  625,  Park  Lane,  Shef- 

field, Massachuetts  01257 

1972  Bernacki,  Edward  Joseph,  410  Sheridan  Dr.,  Cheshire 

06410 

1969  Betancourt,  Edgardo,  461  Whalley  Ave.,  New  Haven 

06511 

1954  Bums,  Julianna  Ludwick,  P.  O.  Box  111,  Hadlyme 

06439 

1928  Compson,  Florence  Eberly  Mentzer,  College  Hill  Rd., 
Clinton,  New  York  13323 

1972  Hessler,  Paul  C.,  St.  Vincent’s  Hospital,  Bridgeport 

06606 

1944  Katzenstein,  Rolf  Ewald,  Meriden  Hospital,  Meriden 

06450 

1970  Martinson,  Edgar  O.,  47  Shorelands  Dr.,  Madison 

06443 

1961  Pernetti,  Anthony  Miles,  10  Clinton,  Hartford  06106 

1971  Reed,  Robert  Leslie,  20  Crestview  Dr.,  North  Haven 

06473 

1957  Spencer,  Susan  Benedict,  19  Taylor,  Torrington 

06790 


New  Haven  County  Association 

President:  E.  Stuart  McCleary,  340  Harrison  Rd.,  Wall- 
ingford 06492 

Vice-President:  Gioacchino  S.  Parrella,  2044  Bridgeport 
Ave.,  Milford  06460 

Clerk:  William  L.  West,  362  Whitney  Ave.,  New  Haven 

06511 

Councilor:  Kurt  S.  Pelz,  16  Sol’s  Point  Rd,  Clinton  06413 
Associate  Councilors: 

Saul  S.  Milles,  100  York,  New  Haven  06511 
Jerome  K.  Freedman,  1423  Chapel,  New  Haven  06511 
Business  office:  362  Whitney  Ave,  New  Haven  06511 
Annual  Meeting,  Fourth  Thursday  hi  March 
Semi-Annual  Meeting,  Thursday  in  October 

AN  SONIA  08401 

1961  Aguiar,  Jose  Carlos,  121  Wakelee  Ave. 

1964  Cimmino,  Gerald  Nicholas,  121  Wakelee  Ave. 

1946  Haddad,  Fred  Melad,  112  Pershing  Dr. 

1954  Hoffer,  John  Mathew,  121  Wakelee  Ave. 

1961  Lin,  Paul  Tong  Chang,  121  Wakelee  Ave. 

1969  Pavlo,  Ludwig  Joseph,  121  Wakelee  Ave. 

1969  Pavlo,  Maria  Margarete,  121  Wakelee  Ave. 

1942  Pepe,  Anthony  James,  3 Marshall  Lane 

1932  Renehan,  John  Michael,  1 Kingston 

1964  Shapiro,  Bernard  Seymour,  121  Wakelee  Ave. 

1966  Smiley,  Sheldon  S,  121  Wakelee  Ave. 

BETHANY  06525 
1960  Donnelly,  John  Emmitt,  Clay  Rd. 

I960  Donnelly,  June  F,  Clay  Rd. 

1953  Kleeman,  James  Allen,  Bethmour  Rd. 
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BRANFORD  06405 
1934  Blanchard,  Dana  Lincoln,  687  Main 
1966  Feola,  Benjamin  John,  117  South  Main 

1955  Goldenring,  Herbert,  62  Kirkham 

1970  Kaplan,  Moreson  Hale,  6 Spring  Rock  Rd. 
1962  Levy,  Harold  David,  140  Montowese 
1929  Levy,  Nathan,  140  Montowese 
1943  Lindskog,  Gustaf  Elmer,  38  Griffing  Pond  Rd. 

1956  Nickou,  Nickolas,  687  Main 

1966  Rosenbloom,  Marshall  Lewis,  62  Kirkham 
1946  Rosenthal,  Richard  Louis,  687  Main 
1962  Scherr,  Edward  Stanley,  960  Main 
1958  Zimmerman,  Marvin  Paul,  960  Main 


CHESHIRE  06410 

1952  Armbruster,  Lois  Deming,  Main 
1949  Dayton,  Charles  John,  15  Chipman  Dr. 

1963  Grycz,  Henry  J.,  432  Maple  Ave. 

1963  Heiger,  Arnold  Alexander,  1175  South  Main 
1960  Kramer,  Fred  Michael,  366  South  Main 

1959  Mack,  Gerhard  T.,  577  South  Main 

1960  Mirkhani,  Mahmood,  1175  South  Main 
1923  Moore,  Wilbur  John,  19  Chipman  Dr. 

1940  Neff,  William  Everett,  Jr.,  93  Main 

1939  Oxnard^  Edward  Warren,  15  Chipman  Dr. 

1971  Smith,  Robert  Pease,  612  South  Brooksvale  Rd. 


DEVON  06462 

1957  Hunter,  Paul,  97  Housatonic  Dr. 

1947  Malone,  Robert  hrancis,  21  Rivercliff  Dr. 

1971  O Maille,  Michael  S.,  130  Bridgeport  Ave. 

EAST  HAVEN  06512 

1950  Albis,  Francis  Joseph,  60  Edward 

1952  Albis,  Michael  Daniel,  60  Edward 
1940  Balletto,  Vincent  535  Thompson  Ave. 

1940  Garofalo,  Mario  Louis,  80  Morgan  Ave. 

1961  Mancini,  Anthony  D.,  176  Tyler 

1924  Taylor,  Robert  Mitchell,  578  Thompson  Ave. 

1953  Van  Eck,  Willem  Frederik,  228  Main 

1954  Vermande,  Gertrude  Joanna,  228  Main 

GUILFORD  06437 

1951  Adams,  Elisabeth  C.,  On  the  Green 
1963  Brogden,  John  Malcolm,  152  Broad 

1972  Cohen,  Selywn  Alan,  150  Boston 

1958  Cunningham,  Peter  Ritsher,  152  Broad 

1948  Horton,  William  Hanson,  Falcon  Rd.,  Sachem’s  Hea 

1952  Igersheimer,  Walter  Wilhelm,  111  Dolan  Dr. 

1971  Johnson,  David  Porter,  113  Water 

1971  Lowry,  Elizabeth  C.,  152  Broad 
1970  McGrath,  Brian  John,  29  Whitfield 
1954  Mermann,  Alan  Cameron,  152  Broad 

1959  Minor,  Allen  Hurlburt,  264  Church 
1963  Wakeman,  Edward  Maurice,  152  Broad 


DERBY  06418 

1970  Baker,  Earl  Lewin,  314  Elizabeth 

1968  Boltax,  Robert  Stanley,  299  Seymour  Ave. 

1968  Bratu,  Marcel,  445  New  Haven  Ave. 

1971  Brown,  William  Tibor,  314  Elizabeth 

1969  Cadelina,  Wilfredo  Enriquez,  130  Division 

1969  Davidson,  Alan  Cahn,  445  New  Haven  Ave. 

1956  DeLuca,  Vincent  Alfred,  Jr.,  130  Division 
1966  Dineen,  Joseph  Patrick,  299  Seymour  Ave. 

1958  Doheny,  James  Joseph,  299  Seymour  Ave. 

1958  Filan,  James  Kieran,  272  Main 

1973  Flores,  Jose  C.,  299  Seymour  Ave. 

1966  Gagliardi,  Joseph  Matthew,  Jr.,  67  Maple  Ave. 
1946  Galen,  Jack  Harris,  445  New  Haven  Ave. 

1966  Habib,  Nabil  Iskander,  299  Seymour  Ave. 

1958  Herbordt,  W.  Alexander,  Griffin  Hospital 

1957  Holden,  Jack,  445  New  Haven  Ave. 

1963  Laubstein,  Melvin  Bernard,  56  Minerva 
1971  Lawson,  Jack  Philip,  Griffin  Hospital 

1970  Levy,  Richard  Martin,  67  Maple  Ave. 

1957  Manjoney,  Richard  Charles,  56  Minerva 
19.59  Milazzo,  Nicholas  Joseph,  299  Seymour  Ave. 

1961  Miller,  Dwight  Frank,  Griffin  Hospital 

1958  Mooney,  James  Patrick,  299  Seymour  Ave. 

197 1 Myerson,  Daniel  Allen,  Griffin  Hospital 

1971  Myerson,  Paul  J.,  Griffin  Hospital 
1944  Narowski,  John  Joseph,  17  Elizabeth 

1910  Parlato,  Michael  Antonino,  101  Sentinel  Hill  Rd. 

1955  Petrie,  Stewart  Judson,  56  Minerva 

1966  Piotrowska-Nyerick,  Krystyna  Isabella,  Griffin  Hos- 

pital 

1925  Rentsch,  Samuel  Burton,  61  Seymour  Ave. 

1972  Samuels,  Jesse  David,  314  Elizabeth 
1964  Sikorski,  Jerzy  Jan,  Griffin  Hospital 

1967  Silverstein,  David  M.,  5 Maple  Ave. 

1968  Stier,  Stanley  D.,  435  New  Haven  Ave. 

1958  West,  William  Loren,  314  Elizabeth 
1958  Wirth,  Michael  Nahum,  58  Minerva 


NORTH  GUILFORD  06437 
1960  Ventimiglia,  Joseph  J.,  1304  West 


on.iviLzn.iN 


1958 
1955 
1927 

1962 

1955 
1973 
1953 

1936 

1936 

1964 

1961 

1969 

1956 

1959 

1970 
1973 

1971 

1948 

1949 

1972 
1951 
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1967 
1966 
1946 

1972 
1961 
1970 


Amstein,  Robert  Leo,  79  Killdeer  Rd.  06517 
Beilis  John  Marvin,  Jr.,  2804  Whitney  Ave.  0651. 
Blodinger,  Israel  Edward,  760  Mix  Ave.,  Apt.  61 

n , t ’ 065L 

Brady,  James  Joseph,  2447  Whitney  Ave.  06518 
Coe,  Ronald  Eliot,  1727  Whitney  Ave.  06517 
Cohn,  George  Louis,  67  Charlton  Hill  06518 
Colwell,  Bradford  Stevens,  299  Washington  Ave. 

Corey,  Walter  Van  Arsdale,  1188  Whitney  Ave6^ 

Cultotta,  Charles  Salvatore,  2/14  Whitney  Ave. 

„ „ ,,  „ 0651f 

Della  Valle,  Louis,  1199  Whitney  Ave.  06517 

Ferranti.  Redento  D„  2458  Whitney  Ave.  06518 
Fezza,  Andrew  John,  2447  Whitnev  Ave.  06518 
Fezza,  Michael  Lawrence,  2447  Whitney  Ave.  06518 
Fischer,  Daniel  George,  99  Circular  Ave.  06514 
Fishbone,  Gerald,  50  Myra  Rd.  06517 
Ghofrany,  Fereshteh  Naghshineh,  299  Washington 
Ave.  06518 

Gilliam,  Mary  Ann,  1732  Whitney  Ave.  06517 
Greenhouse,  H.  Robert,  1214  Dixwell  Ave.  06514 
Haley,  John  Carlin,  295  Washington  Ave.  06518 
Hambly  Robert  Gagnon,  1100  Dixwell  Ave.  06514 
Hart,  Robert  W.,  295  Washington  Ave.  06518 
Hyland,  John,  200  Westwood  Rd.  06518 
Jones,  Charles  Ray,  295  Washington  Ave.  06518 
Kay,  Foster,  2447  Whitney  Ave.  06518 
Kertesz.  Johann,  1110  Still  Hill  Rd.  06518 
Langenauer,  Bernard  J.,  35  Lincoln  06518 
Levenstein^  Marvin,  1797  Whitney  Ave.  06517 
Levis,  Albert  Jesula,  295  Washington  Ave.  06518 
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1956  Loewald,  Elizabeth  Longshore,  2 Bayberry  Rd. 

06517 

1942  McKeon,  James  Joseph,  1828  Dixwell  Ave.  06514 
1940  Mendelsohn,  William,  35  Fennbrook  Dr.  06517 

1953  Milone,  Henry  Saverius,  1876  Whitney  Ave.  06517 

1954  Newton,  Robert  Floyd,  2508  Whitney  Ave.  06518 
1938  Parente,  Leonard,  Hamden  Town  Hall  06518 
1949  Radowiecki,  M.  Walter,  196  Corbin  Rd.  06517 
1961  Polsky,  Elliot,  1100  Dixwell  Ave.  06514 

1956  Rubin,  Arthur  A.,  5 Heam  Lane  06514 
1914  Russell,  Thomas  H.,  46  Jackson  Rd.  06517 
1971  Saracco,  Fernando  P.,  2458  Whitney  Ave.  06518 
1958  Schlessel,  Theodore  Elliot,  1100  Dixwell  Ave.  06514 
1948  Scholhamer,  Charles  Frederick,  9 Killdeer  Rd. 

06517 

1946  Slater,  Daniel,  1100  Dixwell  Ave.  06514 
1927  Slater,  Morris,  1100  Dixwell  Ave.  06514 

1946  Snoke,  Albert  Waldo,  100  Santa  Fe  Ave.  06517 

1966  Tjimis,  Pavlos  Demetriou,  2447  Whitney  Ave.  06518 

1947  Trifari,  Leopold  Mariano,  55  Ranch  Rd.  06517 

1945  Waldemer-Kertesz,  Johanna,  1110  Still  Hill  Rd.  06518 
1961  Zale,  Charles,  2331  Whitney  Ave.  06518 

MADISON  06443 

1968  Becker,  Robert  E.,  107  East  Wharf  Rd. 

1946  Birnbaum,  Hyman  Bunge,  Boston  Post  Rd. 

1968  Federico,  John  Vincent,  94  Five  Fields  Rd. 

1947  Green,  Robert  H.,  26  Lovers  Lane 

1943  Rindge,  Mila  Elizabeth,  809  Boston  Post  Rd. 

1932  Robinson,  Albert  James,  R.F.D.  No.  3,  Willard  Ave. 

1967  Sklaire,  Martin  William,  Wall 


1963  Abrahams,  Irwin  Willard,  95  East  Main  06451 
1965  Albeit,  Marvin,  W.  W.  II  Veterans  Mem’l  Hospital 

06450 

1950  Badner,  Donald,  Harold,  405  Broad  06452 

1965  Bohan,  Gunar  N.,  165  Miller  06450 
1950  Broady,  Harold,  405  Broad  06452 

1959  Brown,  Marion  R.  S.,  95  East  Main  06451 

1947  Brown,  Patrick  Neely,  95  East  Main  06451  and  133 

Main,  Bristol  06010 

1948  Burbank,  John,  335  Cook  Ave.  06450 

1969  Burch,  Peter  George,  477  South  Broad  06450 

1955  Butenas,  Carl,  319  Hanover  06450 

1929  Campbell,  Sherburne,  1192  East  Main  06451 
1962  Campione,  Matthew  Philip,  405  Broad  06452 
1937  Carey,  William  Clark,  377  Broad  06450 
1962  Cocilovo,  Vincenzo,  Undercliff  Mental  Health  Center 

06450 

11967  Conroy,  Michael  M.,  473  Broad  06450 
ll949  Cusnir,  Marion,  110  Colony  06450 
1948  Dickinson,  George  Herbert,  199  West  Main  06450 
1946  DiGiandomenico,  Albert  Theodore,  95  East  Main 

06451 

1956  Esposito,  Michael  Joseph,  379  Oregon  Rd.  06450 
1950  Flynn,  Charles  Thomas,  Jr.,  140  Green  Rd.  06452 
1948  Flynn,  John  Benedict,  377  Broad  06450 

1940  Fox,  George  Graham,  140  Green  Rd.  06452 
1967  Franz,  Adolph  II,  140  Green  Rd.  06452 

1964  Fritz,  Harvey  Lawrence,  219  West  Main  06450 
1946  Giddings,  James  Curtis,  412  South  Broad  06452 
1946  Glike,  Frederick  Philip,  12  Linsley  Ave.  06450 

1966  Goodman,  Joseph  Louis,  219  West  Main  06450 
1972  Gottlieb,  Marvin  B.,  95  East  Main  06450 

1967  Guttenberg,  Irving,  219  West  Main  06450 

1929  Hall,  William  Edward,  5 South  Broad  Ter.  06450 
1959  Hennessey,  John  Francis,  181  Cook  Ave.  06450 


1957  Kalm,  Daniel,  130  East  Main  06451 
1970  Kaplan,  Harold  Paul,  219  West  Main  06450 

1941  Katz,  Irving,  304  Broad  06452 

1944  Krochmal,  Henry,  P.  O.  Box  942  06450 

1973  Lelirman,  Jerrold  C.,  473  Broad  06450 
1939  L’Heureux,  Jerome  Arthur,  405  Broad  06452 
1934  Lirot,  Stephen  L.,  53)2  West  Main  06450 

1946  Lohrmann,  Walter,  11  Live  Oak  Lane  06452 

1969  Longo,  Michael  Richard,  Jr.,  377  Broad  06450 
1972  MacRae,  Douglas  William,  477  South  Broad  06450 

1970  McGann,  Robert  Farquharson,  224  Cook  Ave.  06450 
1934  Misuk,  Joseph  Francis,  430  Broad  06452 

1972  Moreschi,  Francesco  Panfilo,  199  West  Main  06450 

1972  Morrison,  Robert  Francis,  285  Broad  06450 

1960  O’Regan,  Patrick  Tobias,  24  Columbus  Ave.  06450 

1969  Osadchey,  Lance  M.,  108  Sweet  Birch  Dr.  06450 

1920  Otis,  Israel,  40  Harvard  Ave.  06450 

1966  Paggioli,  John  William,  728  Paddock  Ave.  06450 
1956  Parke,  David  William,  477  South  Broad  06452 
1960  Patterson,  Earl  Stewart,  236  West  Main  06450 

1952  Pepe,  Vincent,  71  Parker  Ave.  06452  and  26  Fair, 

Wallingford  06492 

1954  Persons,  Ray  E.,  71  Parker  Ave.  06452 
1931  Pierson,  Louis  A.,  199  West  Main  06450 

1967  Pratt,  Hamp  Smead,  377  Broad  06450 
1966  Pyun^  Kyum  Sik,  181  Cook  Ave.  06450 

1973  Ritter,  Maria  Elisabeth,  Meriden  Memorial  Hospital 

06450 

1947  Robb,  Samuel  Aloysius,  285  Broad  06450 
1966  Russell,  Brigid  Ita,  81  Carpenter  Ave.  06452 
1966  Russell,  William,  285  Broad  06450 

1966  Scheer,  Carl  Weston,  335  Cook  Ave.  06450 

1956  Schurgast,  Anselm  W.,  130  East  Main  06451 

1972  Sherwin,  Carl  P.,  Jr.,  377  Broad  06450 

1968  Shiffman,  Irving,  219  West  Main  06450 
1954  Sillman,  Eugene,  67  Lambert  06450 

1942  Smith,  Edward  Rice,  543  West  Main  06450 

1957  Tonkonow,  Francis  Harold,  140  Green  Rd.  06452 

1973  Torop,  Paul,  Undercliff  Mental  Health  Center  06450 
1950  Trent,  Sophie  Clara,  96  Boylston,  North  06451 
1963  Wagshul,  Ely  Cutler,  285  Broad  06450 

1956  Wallace,  Edward  Paez,  285  Broad  06450 

1946  White,  Howard  Thomas,  84  Live  Oak  Lane  06452 

1971  Willett,  Leo  Vincent,  Jr.,  140  Green  Rd.  06450 

1921  Wilson,  James  Alfred,  128  Alexander  Dr.  06450 
1954  Zimennan,  Joseph,  319  Hanover  06450 

MIDDLEBURY  06762 

1953  Arnold,  William  Parsons,  Jr.,  White  Deer  Rock  Rd. 
1939  Hinchey,  Richard  James,  Westwood  Dr. 

1957  Liao,  Sung  Jwi,  Sky  Line  Dr. 

1941  Riccio,  Joseph  S.,  Blueberry  Knoll 

MILFORD  06460 

1934  Andrus,  Oliver  Burton,  P.  O.  Box  415 

1970  Baird,  William  Hennings,  105  North 

1938  Barney,  Walter  Edward,  2044  Bridgeport  Ave. 

1970  Boyd,  John  Edward,  280  Broad 

1956  Brandt,  Allan  Adolph,  2047  Bridgeport  Ave. 

1972  Brothers,  David  M.,  135  Cherry 

1949  Buckman,  Robert  Francis,  2068  Bridgeport  Ave. 

1967  Chastanet,  Denis  Vernon  Peter,  54  Darina  PI. 

1957  Chiappinelli,  Dante,  2044  Bridgeport  Ave 

1969  Coassin,  Nicholas  Angelo,  75  New  Haven  Ave. 

1962  Coppes,  Henri  R.,  280  Broad 

1963  Corsaro,  Theodore  Pascal,  2044  Bridgeport  Ave. 

1968  De  Negre,  Louis  Mark,  2044  Bridgeport  Ave. 

1947  Elgosin,  Richard  B.,  Milford  Hospital 
1959  Fink,  Howard  David,  75  New  Haven  Ave. 
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Fox,  Marvin  Irving,  122  Broad 

Gruskay,  Frank  Louis,  1 Golden  Hill 

Hare,  Edward  Treen,  Jr.,  21  Cherry 

Hyland,  Francis  Joseph,  284  Broad 

Janet,  Samuel  J.,  234  Broad 

Keegan,  James  Thomas,  89  Broad 

Kerin,  Robert,  112  Broad 

Langner,  Helen  P.,  1 Shipyard  Lane 

Lipkoff,  Clarence  Joseph,  2068  Bridgeport  Ave. 

Martin,  Waldo  Emerson,  33  North 

Meia,  Harley  B.,  122  Broad 

Messore,  Giacomo,  Milford  Hospital 

Naiman,  Peter  T.,  112  Broad 

Pardi,  Maria-Teresa,  123  Cedar  Hill  Rd. 

Pardi,  Victor  Morris,  123  Cedar  Hill  Rd. 

Parrella,  Gioacchino,  2044  Bridgeport  Ave. 

Philbrick,  Clement  John,  Jr.,  284  Broad 
Rapoport,  Leonard  M.,  75  New  Haven  Ave. 

Shelling,  Richard  Lawrence,  1 Golden  Hill 

Stein,  Michael  Lewis,  1 Golden  Hill 

Stetson,  Harry  Warren,  46  Robert  Treat  Pkwy. 

Thompson,  Maurice  Bainton,  2068  Bridgeport  Ave. 

Tierney,  James  William,  221  Broad 

Timm,  Alexander  Berthold,  Jr.,  36  West  Main 

Van  Derwerker,  Earl  Edward,  Jr.,  Milford  Hospital 

Weston,  Robert  Alphaeus,  Jr.,  2068  Bridgeport  Ave. 

Winters,  Barry  Michael,  73  Golden  Hill 

Wolfson,  Alvin,  284  Broad 

Yoon,  Hee  R.,  2044  Bridgeport  Ave. 


NAUGATUCK  06770 
Comacchia,  Rocco,  567  Field 
Elser,  John  Peter,  Church 
Falk,  Maurice,  577  North  Church 
Gerber,  Edward,  Jr.,  305  Church 
Hill,  William  Edward,  Jr.,  150  Meadow 
Labriola,  Gerald,  577  North  Church 
Ransome,  Oscar  John,  577  North  Church 
Tylec,  Leo  Louis,  156  Meadow 
Williams,  Edward  Everett,  580  Hillside  Ave. 


NEW  HAVEN 

Albert,  Daniel  Myron,  789  Howard  Ave.  06504 
Albom,  Jack  Jonathan,  2 Church  South  06519 
Albright,  James  A.,  789  Howard  Ave.  06504 
Alderman,  Donald  Bruce,  100  York  06511 
Alpert,  Abraham  Edward,  301  Orchard  06511 
Altshul,  Victor  A.,  58  Trumbull  06510 
Amatruda,  Frank  Gabriel,  459  Orange  06511 
Ameen,  Lane,  210  Prospect  06511 
Amore,  Frederick  Robert,  614  Orange  06511 
Anderson,  Frederick  Paffard,  150  Sargent  Dr.  06511 
Anderson,  Gerald  G.,  333  Cedar  06510 
Arons,  Marvin  Shield,  2 Church  South  06519 
Asis,  Jose,  301  Orchard  06511 
Atocha,  Jose,  1435  Chapel  06511 
Baker,  Sidney  MacDonald,  150  Sargent  Dr.  06509 
Balsam,  Rosemary  Harriett,  17  Hillhouse  Ave.  06520 
Baratz,  Merrill  A.,  Yale  Health  Service  06520 
Barile,  Albert  William,  310  Winthrop  Ave.  06511 
Bartlett,  Edward  W.,  357  Whitney  Ave.  06511 
Baskin,  Arnold  M.,  Ill  Park  06511 
Batelli,  Clement  Francis,  328  Townsend  Ave.  06512 
Batt,  Harold  David,  301  Orchard  06511 
Battista,  Anthony  William,  111  Osbom  Ave.  06511 
Beatrice,  Marianne  Angela,  6 Kensington  06511 


1926  Behan,  Edmund  Joseph,  2015  Chapel  06515 

1965  Bender,  Morton,  100  York  06511 

1940  Berlowe,  Max  Llewellyn,  2 Church  South  06519 

1949  Berman,  Sidney,  123  York  06511 

1944  Bemeike,  Robert  R.,  878  Howard  Ave.  06519 

1963  Berte,  John  Bernard,  1435  Chapel  06511 

1955  Billings,  William  Clarke,  Yale  Health  Service  06520 
1940  Biondi,  Benedict,  120  Blatchley  Ave.  06513 

1939  Bishop,  Courtney  Craig,  Yale-New  Haven  Hospital, 
P.  O.  Box  1001  06504 

1969  Boltax,  Sandra  Parzow,  333  Cedar  06510 

1954  Bonner,  George  Arthur,  111  Sherman  Ave.  06511 
1960  Bove.  Joseph  Richard,  Yale-New  Haven  Hospital 

Blood  Bank,  P.  O.  Box  1001 
1963  Bradbum,  Hubert  Benjamin,  123  York  06511 
1971  Bradford,  Kenneth  Alan,  2 Church  South  06519 
1967  Branch,  James  Christian,  P.  O.  Box  G,  Westville 
Station  06515 

1951  Brand,  Elliott  Saul,  123  York  06511 

1967  Braverman,  Irwin  Merton,  333  Cedar  06510 

1971  Brink,  Adolph  Joseph,  227  Church  06510 

1962  Brochin,  Malcolm,  186  Sherman  Ave.  06511 

1956  Brodoff,  Stanley  S.,  2 Church  South  06519 

1935  Brody,  Bernard  Stephen,  114  Sherman  Ave.  06511 

1963  Brubaker,  Robert  Erb,  275  Winchester  Ave.  06511 
1946  Bruno,  Joseph  Julius,  1266  Forest  Rd.  06515 

1943  Calabresi,  Massimo,  300  Ogden  06511 

1960  Camilleri,  Joseph  Angelo,  878  Howard  Ave.  06519 

1957  Cappucci,  Louis  William,  116  Avon  06511 
1916  Carelli,  Genesis  Frank,  27  Elm  06510 

1972  Carlson,  David  Adelbert,  135  Whitney  Ave.  06510 

1949  Carter,  Max  George,  670  George  06510  and  3 Second 

Ave.,  Waterbury  06710 

1964  Cassin,  Carl  Michael,  2 Church  South  06519 
1946  Castiglione,  Frank  Michael,  41  Trumbull  06510 
1932  Celentano,  Luca  Eugene  Humbert,  442  Elm  06511 

1961  Chang,  Suk  Choo,  210  Prospect  0651 1 

1946  Cheney,  Charles  Brooker,  111  Park  06511 
1956  Chetrick,  Allen,  2 Church  South  06519 

1947  Cipriano,  Anthony  Pasquale,  114  Sherman  Ave. 

06511 

1937  Clark,  Mildred  Helen,  244  Sherman  Ave.  06511 

1938  Clarke,  Clement  Cobb,  240  Bradley  06510 

1946  Clement,  David  Hale,  2 Church  South  06519 
1935  Climo,  Samuel,  291  Whitney  Ave.  06511 

1950  Cohart,  Edward  M.,  60  College  06510 
1971  Cohen,  Lawrence  Sorel,  333  Cedar  06510 
1924  Cohen,  William,  1435  Chapel  06511 
1971  Cole,  Jack  Westley,  333  Cedar  06510 
1964  Cole,  Ransey  Guy,  432  Dixwell  Ave.  06511 

1951  Coleman,  Jules  Victor,  135  Whitney  Ave.  06510 

1968  Collins,  William  Francis,  333  Cedar  06510 

1921  Colwell,  Howard  Spencer,  64  Cold  Spring  06511 
1931  Connolly,  Arthur  James,  186  Sherman  Ave.  06511 

1947  Connor,  Gervase,  1423  Chapel  06511 

1958  Conte,  Bernard  Lewis,  598  George  06511 
1961  Conte,  Harry  Charles,  598  George  06511 

1939  Conte,  Mario  Gero,  1435  Chapel  06511 

1943  Conway,  David  Francis,  Jr.,  1427  Chapel  06511 

1970  Cooper,  Richard  Arnold,  315  Whitney  Ave.  06511 
1931  Corradino,  Charles  Louis,  2 Church  South  06519 

1955  Cousins,  Marvin  Lee,  1308  Chapel  06511 

1967  Cronin,  Michael  Thomas  Ignatius,  67  Edgehill  Rd. 

06511 

1943  Curtis,  William  Boyd,  245  Edwards  06511 

1952  Cusanelli,  Gabriel  Nicholas,  235  Bishop  06511 

1940  Cutler,  Hermann  Shepard,  1308  Chapel  06511 

1941  D’Alessio,  Charles  Magno,  301  Orchard  06511 
1924  Dallas,  Marion,  248  Bradley  06510 
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1935  D’Amico,  Michael,  309  Edwards  06511 

1971  Dann,  Oliver  Townsend,  190  Everit  06511 

1951  Davey,  Lycurgus  Michael,  2 Church  South  065 19 
1958  Davis,  Clarence  Daniel,  333  Cedar  06510 

1942  de  Forest,  Gideon  Knapp,  309  Edwards  06511 
1951  Delgrego,  Arthur  L.,  301  Orchard  06511 
1951  D’Elia,  Pierino  Francis,  1423  Chapel  C6511 

1962  Del  Pizzo,  Alphonse,  1423  Chapel  06511 

1964  Demir,  Peter,  2 Church  South  06519 
1967  DePonte,  Ralph  Joseph,  123  York  06511 

1935  D’Esopo,  Joseph  Nicholas,  614  Orange  06511 

1943  de  Suto-Nagy,  Ilona  Krasso,  139  Alston  Ave.  06515 
1956  Dolinsky,  Albert  Harold,  2 Church  South  06519 

1972  Dowaliby,  James  Michael,  II,  2 Church  South  06519 

1965  Downing,  Lewis  Clinton,  1488  Chapel  06511 
1969  Dressier,  David  Michael,  34  Park  06508 
1948  Dwyer,  Hugh  Leo,  Jr.,  2 Church  South  06519 

'1954  Ebbert,  Arthur,  Jr.,  333  Cedar  06510 

1969  Edelson,  Marshall,  333  Cedar  06510 

1956  Edwards,  Herbert  R.,  166  Linden  06511 

11954  Emery,  Felice  Menuez,  315  Whitney  Ave.  06511 

1967  Esdaile,  Wilbur  Walter,  466  Dixwell  Ave.  06511 

1968  Etkind,  Edward  Lawrence,  1546  Chapel  06511 
11946  Etkind,  Meyer  George,  1546  Chapel  06511 

1925  Evans,  Theodore  Schlosser,  309  Edwards  06511 

1970  Fabbri,  Remo,  Jr.,  31  High  06510 

1971  Farber,  Leonard  Raymond,  111  Park  06511 
1968  Farmer,  Douglas  Alexander,  1450  Chapel  06511 
1950  Fasanella,  Rocko  Michael,  842  Howard  Ave.  06519 

1957  Fasano,  Leonard  Alfonse,  980  Whalley  06515 
1964  Fazzone,  Philip  Robert,  670  George  06511 

1968  Fearon,  Richard  Eubanks,  2 Church  South  06519 

1969  Fenn,  John  E.,  100  York  06511 

1966  Fenton,  Robert  H.,  1423  Chapel  06511 

1966  Ferando,  Louis  John,  310  Winthrop  Ave.  06511 
1 1951  Filer,  Harry  Lambert,  Jr.,  1423  Chapel  06511 
1966  Fischer,  David  Seymour,  111  Park  06511 
1969  Fischer,  James  J.,  789  Howard  Ave.  06504 
1929  Fiskio,  Peter  William,  215  Whitney  Ave.  06511 
1948  Fitzpatrick,  Eugene  Joseph,  111  Park  06511 

1973  Flagg,  Stephen  Vreeland,  333  Cedar  06510 

1972  Flamm,  Gerald  Howard,  1450  Chapel  06511 

1954  Fleck,  Stephen,  333  Cedar  06510 

1929  Flynn,  Harold  Aloysius,  464  Dixwell  Ave.  06511 
1953  Flynn,  John  Hine,  41  Trumbull  06510 

1950  Forman,  Joseph  Bernard,  874  Howard  Ave.  06519 
1953  Fournier,  Reginald  E.,  338  Alden  Ave.  06515 
1956  Frankel,  Saul  Arnold,  2 Chinch  South  06519 
1953  Frechette,  Eugene  Joseph,  Jr.,  1441  Chapel  0651 1 

1963  Freedman,  Jerome  Kenneth,  1423  Chapel  06511 

1951  Freedman,  Morris,  100  York  06511 

1972  Freehill,  Patrick  J.,  357  Whitney  Ave.  06511 

1936  Freeman,  David,  210  Prospect  06511 

1962  Friedman,  Cyrus  Robert,  65  Trumbull  06510 

1940  Friedman,  Irving,  860  Howard  Ave.  06519 

1941  Fuldner,  Russell  Victor,  178  Sherman  Ave.  06511 

1971  Garber,  Norton  Sanford,  58  Trumbull  06510 
1945  Gencarelli,  Alphonse  Frank,  65  Laurel  Rd.  06515 

1937  Gentile,  Angelo  Louis,  1488  Chapel  06511 
1937  German,  William  John,  2 Church  South  06519 
1923  Gettings,  James  Augustus,  1334  Chapel  06511 

1972  Ghofrany,  Shukrullah,  1501  Chapel  06511 
1951  Gibson,  Fred,  123  York  06511 

1966  Gilman,  James  Irving,  789  Howard  Ave.  06504 
1953  Glaser,  Gilbert  H.,  333  Cedar  06510 
1947  Glaser,  William,  2 Church  South  06519 

1955  Classman,  Irving,  186  Sherman  06511 

1926  Glazer,  Morris,  71  Edgewood  Way  06515 


1949  Glenn,  William  W.  L.,  333  Cedar  06510 
1941  Godfried,  Milton  Simons,  85  Trumbull  06511 
1947  Goetsch,  John  Black,  878  Howard  Ave.  06519 

1972  Goldblatt,  Phillip  Brian,  315  Whitney  Ave.  06511 

1957  Coldenberg,  Ira  Storin,  333  Cedar  06510 

1958  Goldenthal,  Sumner,  2 Church  South  06519 

1963  Goldstein,  Jacob,  517  Ellsworth  Ave.  06511 
1954  Goldstein,  Paul  Stanley,  2 Church  South  06519 

1951  Golia,  Ulysses  Vitalio,  1423  Chapel  06511 

1964  Goodman,  Alan  Herman,  2 Church  South  06519 

1971  Goodrich,  Isaac,  2 Church  South  06519 

1950  Goodyer,  Allan  Victor,  333  Cedar  06510 

1954  Gordon,  Martin  Eli,  111  Sherman  Ave.  06511 

1952  Gordon,  Robert  Stanton,  111  Park  06511 
1968  Gottlieb,  Felix  Isaac,  1484  Chapel  06511 

1941  Granoff,  Morris  Aaron,  327  Whalley  Ave.  06511 
1967  Greenberg,  Alvin  Donald,  2 Church  South  06519 

1955  Greene,  Nicholas  M.,  789  Howard  Ave.  06504 
1924  Greenhouse,  Barnett,  129  Whitney  Ave.  06510 
1960  Greenspan,  Richard  Henry,  333  Cedar  06510 
1958  Greenwald,  Willard  F.,  Jr.,  Ill  Park  06511 
1927  Groark,  Joseph  Anthony,  145  Grand  Ave.  06513 

1939  Guida,  Francis  Paul,  1441  Chapel  06511 

1964  Gurwitt,  Alan  Richard,  315  Whitney  Ave.  06511 

1973  Hamaty,  Daniel,  1303  Chapel  06511 
1970  Hammond  Graeme  L.,  333  Cedar  06510 
1962  Handler,  Seymour  L.,  85  Trumbull  06511 

1936  Hankin,  Morris  Albert,  315  Whitney  Ave.  06511 
1967  Hansen,  Thomas  Wilcox,  2 Church  South  06519 

1937  Harris,  Jesse  Samuel,  239  Bradley  06510 
1931  Harrison,  Elizabeth  Ross,  255  Bradley  06510 

1953  Harvard,  Bell  Marvin,  Jr.,  2 Church  South  06519 
1952  Harvey,  Richard  Bennett,  251  Edwards  06511 

1954  Hayes,  Mark  Allen,  333  Cedar  06510 

1957  Hehre,  Frederick  William,  789  Howard  06504 

1942  Hersey,  Thomas  Francis,  291  Whitney  Ave.  06511 

1937  Hess,  Orvan  Walter,  2 Church  South  06519 
1970  Higgins,  Don  Cheney,  111  Park  06511 

1965  Hilding,  David  A.,  333  Cedar  06510 

1922  Hillman,  Maurice  Manuel,  129  Whitney  Ave.  06510 

1943  Hodgkins,  Charles  Henry,  85  Trumbull  06511 
1964  Hogan,  Gilbert  Francis,  100  York  06511 

1970  Holley,  Marshall,  226  Dixwell  Ave.  06511 

1966  Hook,  Robert.  789  Howard  Ave.  06504 

1960  Houlihan,  Robert  Kenneth,  2 Church  South  06519 
1924  Howard,  Albert  Joseph,  432  Whalley  Ave.  06511 

1955  Hurwitz,  Sidney,  2 Church  South  06519 

1950  Ingenito,  Gabriel  Andrew,  100  York  06511 

1967  Jackson,  Stanley  Webber,  333  Cedar  06510 
1967  Jacobson,  Harvey,  1485  Chapel  06511 

1938  Jordan,  Robert  Hough,  111  Park  06511 
1949  Joseph,  Lester  George,  175  Bishop  06511 

1944  Kaetz,  Harvey  Warren,  111  Park  06511 
1967  Kashgarian,  Michael,  310  Cedar  06510 
1955  Katz,  Jay,  65  Trumbull  06510 

1951  Kazanjian,  Norton  Artin,  1423  Chapel  06511 
1967  Kenney,  James  Duncan,  309  Edwards  06511 
1943  Kessler,  Frederick,  100  York  06511 

1972  Khu,  Enrico  G.,  27  Elm  06510 

1964  Kim,  Kisik,  1423  Chapel  06511 
1962  King,  Russell  Patrick,  100  York  06511 
1951  Kirchner,  John  Albert,  333  Cedar  06510 

1965  Kitahata,  Luke  Masahiko,  789  Howard  Ave.  06504 
1938  Klatskin,  Gerald,  333  Cedar  06510 

1971  Knowlton,  Arthur  Howard,  Yale-New  Haven  Hos- 

pital 06504 

1940  Koufman,  William  Bernard,  186  Sherman  Ave. 

06511 

1965  Kra,  Siegfried  J.,  2 Church  South  06519 
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Krassner,  Leonard  Sanders,  2 Church  South  06519 
Kreis,  David  John,  2 Church  South  06519 
Krizek,  Thomas  Joseph,  333  Cedar  06510 
Krosnick,  Gerald,  2 Church  South  065  L9 
Krosnick,  Morris  Yale,  119  West  Park  Ave.  06511 
Kummer,  Alfred  John,  251  Edwards  06511 
Kundargi,  Ronald  Solomon,  1450  Chapel  06511 
Kushlan,  Samuel  Daniel,  Yale-New  Haven  Hospital, 
P.  O.  Box  1001  06504 

LaCamera,  Robert  George,  878  Howard  Ave.  06519 
Lach,  Frank  Edward,  181  Edwards  06511 
LaFemina,  Nicholas  Francis,  1334  Chapel  06511 
Landau,  Saul  Jack,  111  Park  06511 
Lattanzi,  William  Edward,  Hospital  of  St.  Raphael 

06511 

Laudano,  Andrew  John,  309  Edwards  06511 
Lavietes,  Paul  Harold,  150  Sargent  Dr.  06511 
Lavietes,  Stanley  Robert,  2 Church  South  06519 
Lavorgna,  Michael  Henry,  301  Orchard  06511 
Lear,  Maxwell,  2 Church  South  06519 
Leavy,  Stanley  Arnold,  235  Bishop  06511 
Lecker,  Sidney,  34  Peck  06519 
Lee,  Keat-Jin,  98  York  06511 
Lena,  Richard  Patrick,  878  Howard  Ave.  06519 
Lemer,  Aaron  Bunsen,  333  Cedar  06510 
Lemer,  Marguerite  Rush,  333  Cedar  06510 
Levin,  Hyman  Alexander,  291  Whitney  Ave.  06511 
Levine,  Ira  Richard  65  Trumbull  08510 
Levy,  Lewis  L.,  Ill  Park  06511 
Lewis,  Dorothy  Otnow,  309  Edwards  06511 
Lewis,  Herbert  Daniel,  1 1 1 Park  06511 
Lewis,  Melvin,  333  Cedar  06510 
Lidz,  Theodore,  333  Cedar  06510 
Lillian,  Marvin,  17  Hillhouse  Ave.  06520 
Lindenmuth,  Woodrow  Wilson,  P.  O.  Box  1001,  Yale- 
New  Haven  Hospital  06504 
Lion,  Daniel  Joseph,  1423  Chapel  06511 
Loewald,  Hans  W.,  65  Trumbull  06510 
Logan,  William  Joseph,  412  Whallev  Ave.  0651 1 
Lowman,  Robert  Morris,  Yale-New  Haven  Hospital 

06504 

Lujic,  Petar,  1423  Chapel  06511 

Lvdon,  Lawrence  Gregory  Michael,  85  Trumbull 

06511 

Lynch,  William  Francis,  1441  Chapel  06511 
Lytton,  Bernard,  789  Howard  Ave.  06504 

MacCready,  Paul  Beattie,  98  York  0651 1 
Manheim,  Gilbert,  111  Sherman  Ave.  06511 
Maniatis,  William  R.,  41  Trumbull  06510 
Mansourian,  Vazrick,  111  Sherman  Ave.  06511 
Marcus,  Maurice  Gene,  315  Whitney  Ave.  06511 
Margolis,  Robert  N.,  2 Church  South  06519 
Mark,  Harry  Horst,  2 Church  South  06519 
Marshak,  Irving  Jacob,  254  College  06510 
Marvin,  H.  M.,  423  Whitney  Ave.  06511 
Mass,  Henry,  1552  Chapel  06511 
Massie,  William  Jacko,  288  Dixwell  Ave.  06511 
Mattie,  Louis  Ralph,  1471  Chapel  06511 
Mattson,  Richard  Henry,  111  Park  06511 
McAlenney,  Paul  Francis,  2 Church  South  06519 
McCarthy,  Charles  P.  N.,  2 Church  South  06519 
McCullough,  William  Boyd,  2 Church  South  06519 
McDonnell,  Robert  Ralph,  1441  Chapel  06511 
McGuire,  Charles  William,  186  Sherman  Ave. 

06511 

McKee,  John  Braxton,  Jr.,  58  Trumbull  06510 
Meigs,  J.  Wister,  60  College  06510 


1916  Mendillo,  Anthony  Joseph,  426  Prospect  06511 
1955  Mendillo,  John  Joseph,  45  Trumbull  06510 

1949  Michel,  Lawrence  Irwin,  1539  Chapel  06511 
1938  Mignone,  Joseph,  1450  Chapel  06511 

1942  Millen,  Samuel  Robert,  545  Dixwell  Ave.  06511 
1961  Milles,  Saul  Steven,  100  York  06511 

1954  Milstone,  J.  Haskell,  310  Cedar  06510 

1955  Moench,  John  Christopher,  111  Park  06511 

1942  Mogil,  Marvin,  1481  Chapel  06511 

1961  Molumphy,  Paul  Edward,  860  Howard  Ave.  06519 
1970  Mombello,  Gary  Edward,  100  York  06511 

1930  Mongillo,  Frank,  P.  O.  Box  415 

1972  Montgomery,  John  Sloan,  850  Howard  Ave.  06519 
1955  Morgan,  Walter  Sherman,  111  Park  06511 

1943  Mott,  Frederick  Edward,  38  Trumbull  06510 
1970  Musto,  David  Franklin,  333  Cedar  06510 

1944  Mylon,  Ernst,  358  Central  Ave.  06515 

1968  Neumann,  Hans  H.,  1 State  06510 

1946  Newman,  Harry  Rudolph,  2 Church  South  06519 
1957  Niederman,  James  Corson,  333  Cedar  06510 

1955  Nixon,  James  Thomas,  178  Sherman  Ave.  06511 

1932  Nodelman,  Jacob,  453  Ellsworth  Ave.  06511 

1960  Nolasco,  Dario  R.,  Ill  Park  06511 

1962  Nuland,  Sherwin  Bernard,  100  York  06511 

1947  O’Brasky,  George  Harry,  100  York  06511 

1933  O’Brasky,  Louis,  1172  Chapel  06511 

1950  O’Connell,  Edward  Bernard,  1427  Chapel  06511 
1965  Olson,  Lowell  Eugene,  860  Howard  Ave.  06519 

1955  O’Neill,  John  Joseph,  2 Church  South  08519 
1965  Ornston,  Darius  Gray,  Jr.,  255  Bradley  06510 
1968  Ozenberger.  James  Milton,  333  Cedar  06510 
1953  Palluotto,  William  Vincent,  1488  Chapel  06511 
1936  Palmieri,  Michael  Walter.  690  Howard  Ave.  06519 
1949  Pantaleo,  Carl  Vito,  301  Orchard  06511 

1951  Parisi,  Anthony  J.,  178  Sherman  Ave.  06511 

1964  Passarelli,  Nicholas  Mario,  2 Church  South  06519 
1946  Pasternak,  Maxwell,  2 Church  South  06519 

1972  Paust,  Joan  Carol,  789  Howard  Ave.  06504 
1943  Pelliccia,  Orlando,  Jr.,  27  Elm  06510 

1956  Perlswig,  Ellis  A.,  30  Bryden  Ter.  06511 

1961  Peters.  Robert  Horace,  123  York  06511 
1927  Petrelli,  Joseph,  455  Orange  06511 

1946  Petrillo,  Charles,  2 Church  South  06519 
1953  Phillips,  Carlton  Charles,  2 Church  South  06519 
1935  Piazza,  George  Joseph,  690  Howard  Ave.  06519 
1942  Piccolo,  Pasquale  A.,  114  Sherman  Ave.  06511 

1965  Pickett,  Lawrence  Kimball,  333  Cedar  06510 
1955  Pilot,  Martin  Lewis,  333  Cedar  06510 

1966  Pinkes,  Alexander  Herman,  183  Bishop  06511 

1931  Pinn,  Abraham  Samuel,  75  Sherman  Ave.  06511 

1952  Fious,  William  Leon,  340  Whitney  Ave.  06511 

1942  Pitegoff,  Charles  Haskell,  1395  Chapel  06511 
1965  Polayes,  Irving  Marvin,  100  York  06511 
1938  Poverman,  David,  67  Trumbull  06510 

1968  Prosnitz,  Leonard  Richard,  789  Howard  Ave.  06504 

1970  Pruett,  Kenneth  Albert,  333  Cedar  06510 

1971  Rapkin,  Robert  Michael,  106  Park  06519 

1943  Redlich,  Frederick  Carl,  333  Cedar  06510 
1952  Rhoades,  Earl  James,  111  Park  06511 

1924  Riccitelli,  Mariano  Louis,  476  Howard  Ave.  06519 
1946  Richards,  William  Raymond,  160  St.  Ronan  06511 
1965  Rifkin,  Boris  Gershuny,  1488  Chapel  06511 
1965  Rightmyer,  Eugene  Robert,  114  Sherman  Ave.  06511 
1938  Rilance,  Arnold  Boon,  2 Church  South  06519 

1957  Riley,  James  Albert,  2 Church  South  06519 

1972  Riordan,  Charles  E.,  1401  Chapel  06511 
1951  Robinson,  Franklin,  2 Church  South  06519 
1920  Rogers,  Orville  Forrest,  140  Ogden  06511 
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1964  Rosnagle,  Robert  Shields,  98  York  06511 
1961  Rossi,  Joseph  Gerald,  656  Prospect  06511 
1941  Roth,  Oscar,  666  George  06511 

1964  Roth,  Stanley,  1423  Chapel  06511 

i 11949  Roth,  Stefanie  Z.,  666  Ceorge  06511 

1941  Rozen,  Alan  Abraham,  113  Howe  06511 

1967  Saccio,  Joseph  Dominick,  309  Edwards  06511 

1958  Sacks,  Herbert  Simeon,  110  Laurel  Rd.  06515 
1933  Salinger,  Robert,  309  Edwards  06511 

1965  Savin,  Ronald  Clifford,  123  York  06511 

1970  Schapira,  Henri  Jacques,  2 Church  South  06519 

1954  Scherr,  Edward  Howard,  111  Park  06511 
1967  Schioppo,  Dominic  Blace,  1485  Chapel  06511 
1931  Scholl,  Robert  Frederick,  215  Whitney  Ave.  06511 

1972  Schowalter,  John  Erwin,  333  Cedar  06510 
1963  Schrier,  Robert  I.,  789  Howard  Ave.  06504 
1967  Schwartz,  A.  Herbert,  175  St.  Ronan  06511 

1965  Schwartz,  Marc  David,  26  Trumbull  06511 
1969  Schwartz,  Solomon  S.,  1781  Boulevard  06511 

1959  Seligson,  David,  789  Howard  Ave.  06504 
1961  Selzer,  Richard  Alan,  2 Church  South  06519 
1951  Senn,  Milton  J.  E.,  333  Cedar  06510 

!l955  Serafin,  Eugene  Leon,  1427  Chapel  06511 

1949  Shapiro,  Robert,  1450  Chapel  06511 

1923  Shea,  Michael  Stephen,  500  Howard  Ave.  06519 
1 1929  Shure,  Abraham  Lewis,  195  Park  06511 

1950  Shutkin,  Ned  Manfred,  2 Church  South  06519 
1963  Siegel,  Bernard  Shepard,  2 Church  South  06519 

1966  Siggins,  Lorraine  Deirdre,  Yale  Health  Service 

06520 

1960  Silberstein,  Morton  Henry,  646  George  06511 

1971  Silva,  Heraan  Rodrigo,  1435  Chapel  06511 

1971  Silver,  George  A.,  60  College  06510 

1923  Silverberg,  Samuel  Joshua,  123  York  06511 

1973  Silverman,  Joel  Peter, 789  Howard  Ave.  06504 

1972  Silverman,  Nira  Rubin,  2 Church  South  06519 
1956  Sirot,  Gustave,  2 Church  South  06519 

1955  Skreczko,  Charles  Kazimir,  67  Tmmbull  06510 

1942  Smith,  Frederick  Francis,  One  Dixwell  Plaza  06511 

1959  Smith,  Howard  Willis,  98  York  06511 
1963  Snow,  Bernard,  65  Trumbull  06510 

T927  Snurkowski,  Charles  Vincent,  487  Orange  06511 

1969  Solitare,  Gilbert  Bernard,  1450  Chapel  06511 
1958  Southwick,  Wayne  Orin,  333  Cedar  06510 

1970  Spackman,  Thomas  James,  Yale-NewHaven  Hospital 

06504 

1939  Spinner,  Samuel,  85  Trumbull  06511 
1955  Spiro,  Howard  M.,  333  Cedar  06510 
1972  Sreenivas,  Venkatachala  I.,  45  Donna  Dr.  06513 

1972  Stein,  Stephen  Alan,  2 Church  South  06519 

1960  Stern,  Harold,  2 Church  South  06519 
1965  Stem,  Stanley,  255  Bradley  06510 

1 1946  Stilson,  Carter,  309  Edwards  06511 

1973  Stroup,  Ralph  Francis,  878  Howard  Ave.  06519 
1955  Stuermer,  Virginia  Mae,  2 Church  South  06519 
1954  Sumner,  Martin  Leonard,  111  Park  06511 

1951  Swan,  Bernard  Robert,  291  Whitney  Ave.  06511 
1946  Swift,  William  Everett,  111  Park  06511 

1946  Swirsky,  Morgan  Yale,  1484  Chapel  06511 

1946  Taffel,  Max,  874  Howard  Ave.  06519 
1972  Toffler,  Robert  B.,  789  Howard  Ave.  06504 

1963  Tofig,  Raff,  175  Grand  Ave.  06513 

1964  Toole,  Allan  Lawrence,  2 Church  South  06519 

1947  Tortora,  Frank,  620  George  06511 

1963  Turkalo,  Jaroslav  Konstantin,  100  York  06511 

1969  Van  Der  Heide,  Charles  Joep,  333  Cedar  06510 

1971  Van  Gilder,  John  Corley,  333  Cedar  06510 
1942  Vegliante,  Michael  E.,  174  Bradley  06511 


1943  Verstandig,  Charles  Coleman,  129  Whitney  Ave. 

06510 

1941  Vollero,  Andrew,  559  Howard  Ave.  06519 

1964  von  Graevenitz,  Alexander  Wilhelm  C.,  789  Howard 

Ave.  06504 

1926  Wakeman,  Edward  Taylor,  240  Bradley  06510 

1951  Waters,  Levin  Lyttleton,  310  Cedar  06510 
1972  Watstein,  George  Joseph,  2 Church  South  06519 
1963  Weil,  Ulrich  Hans,  123  York  06511 

1950  Weiner,  Joseph,  256  Edwards  06511 
1968  Weisinger,  Philip  I.,  100  York  06511 
1972  Welt,  Louis  Gordon,  789  Howard  Ave.  06504 

1948  Wessel,  Morris  Arthur,  878  Howard  Ave.  06519 

1952  Wexler,  Henry,  340  Whitney  Ave.  06511 

1953  Whitcomb,  Wayne  Phillip,  1450  Chapel  06511 

1970  White,  Augustus  Aaron,  333  Cedar  06510 
1947  White,  Robert  Morris,  111  Park  06511 

1936  Wies,  Frederick  Albert,  690  Howard  Ave.  06519 

1968  Wight,  Leland  Walter,  Jr.,  2 Church  South  06519 

1956  Wilson,  George  Leman,  670  George  06511 
1931  Wilson,  William  Rives,  255  Bradley  06510 
1947  Winer,  Paul,  2 Church  South  06519 

1969  Wolff,  Emanuel  Claud,  251  Edwards  06511 

1954  Wong,  Andrew  S.,  2 Church  South  06519 
1962  Wugmeister,  Michel,  789  Howard  Ave.  06504 

1949  Wyatt,  Herbert,  135  Whitney  Ave.  06510 

1965  Yanagisawa,  Fiji,  98  York  06511 

1958  Yudkin,  Gerald  Simeon,  257  Church  06510 
1947  Zagraniski,  Raymond  Joseph,  1497  Chapel  06511 

1971  Zamore,  Leonard  H.,  186  Sherman  06511 
1952  Zanes,  Robert  P.,  Jr.,  1395  Chapel  06511 
1968  Zanker,  Theodore,  315  Whitney  Ave.  06511 
1971  Zonana,  Howard  Victor,  123  York  06511 

1957  Zuckerman,  Bernard  D.,  2 Church  South  06519 


NORTH  BRANFORD  06471 
1972  Cheung,  Ernest  Hang  Fai,  Foxon  Rd.,  Rt.  80 


NORTH  HAVEN  06473 

1956  Romstein,  Harold  David,  Tr.,  30  Washington  Ave. 
1941  Cash-man,  Justin  Laurence,  11  St.  John 
1985  Errico,  Austin  Virchow,  256  Quinnipiac  Ave. 

1961  Fanning,  James  Bernard,  2 George 
1972  Feldman,  Daniel  Edward,  59  Marion  Dr. 

1924  Jack,  John  Louis,  1415  Ridge  Rd. 

1964  Mulhem,  Patrick  Henry,  94  Washington  Ave. 

1940  Parrella,  Louis  Arnold,  25  Trumbull  Pi. 

1923  Taylor,  Sterling  Price,  1 St.  John 


ORANGE  06477 

1925  Allen,  Edward  Pratt,  505  Ridge  View  Rd. 

1965  Catanuto,  Nicholas  Thomas,  380  Boston  Post  Rd. 

1967  Cohen,  Gordon  Seth,  328  Ann  Rose  Dr. 

1973  Ephraim,  Paul  D.,  291  Lambert  Rd. 

1968  Godley,  John  Allan,  291  Lambert  Rd. 

1966  Graham,  Andrew  Jesse,  380  Boston  Post  Rd. 

1970  Kaminsky,  David  M.,  445  Old  Cellar  Rd. 

1952  Karlovsky,  Emil  Daniel,  291  Lambert  Rd. 

1971  Kondo,  Koretada,  829  Beechwood  Rd. 

1969  Lanzi,  Robert  Anthony,  291  Lambert  Rd. 

1966  Marieb,  Norman  Joseph,  266  Hemlock  Dr. 

1956  Morrison,  John  Blaisdell,  291  Lambert  Rd. 

1967  Vogel,  Robert  Mannes,  291  Lambert  Rd. 

1971  Zelson,  Joseph  H.,  291  Lambert  Rd. 
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PROSPECT  06712 

1943  Pollard,  Robert  Lonsdale,  Birchwood  Ter. 

1928  Santoro,  Grace  Marie,  P.  O.  Box  7122 

SEYMOUR  06483 

1970  Boissevain,  Andre  Robert,  17  Westerman  Ave. 

1938  Chobian,  Joseph  Aloysius,  159  Main 
1962  Deduk,  Nancy  Turner,  17  Westerman  Ave. 

1962  Deduk,  Valentine  John,  17  Westerman  Ave. 

1970  Harvey,  Edward  Regis,  Jr.,  62  Main 

1948  Longo,  Vincent  Francis,  161  Main 

1934  Rogol,  Oscar,  30  Garden 

SOUTHBURY  06488 
1955  Bernanke,  Max,  595A  Heritage  Village 
1972  Forbes,  J.  Dexter,  Hinman  Lane 

1954  Hart,  Henry  Harper,  Oakledge 

1927  Jackson,  Arthur  Hartt,  68A  Hill-Place  Dr.,  Heritage 
Village 

1941  Lee,  John  Ranks,  Heritage  Village 

1971  Mickenberg,  Ira  D.,  Main  and  Poverty  Rd. 

1959  Raphael,  Martha  Carola,  Main 

1970  Taylor,  Marc  Jules,  Main  and  Poverty  Rd. 

1935  Yannet,  Herman,  Southbury  Training  School 

SOUTH  MERIDEN  06450 

1955  Klein,  Bernard,  244  Main 

WALLINGFORD  06492 
1947  Boyd,  Robert  Booth,  91  South  Main 

1949  Breck,  Richard  William,  26  Fair 

1966  Cirmo,  William  Francis,  245  North  Main 

1966  Combs,  Jerome  Thomas,  45  Fair 

1942  Ferguson,  James  Fulton,  Jr.,  91  South  Main 

1956  Fraknoi,  Joseph,  101  South  Main 

1967  Gates,  William  Leonard,  144  South  Main 

1972  Guzman,  Pablo  Soriano,  Gaylord  Hospital 

1952  Hines,  Thomas  Franklin,  Gaylord  Hospital 
1964  Kramer,  Bernard,  604  Center 

1968  Lytle,  Edwin  L.,  168  South  Main 

1956  McCleary,  Ezekiel  Stuart,  340  Harrison  Rd. 

1947  McGaughey,  James  David,  III,  44  Momingside  Ter. 

1972  Norton,  William  S.,  The  Choate  School 

1960  Piccirillo,  Anthony  Vincent,  45  Fair 
1956  Plakins,  Harold  Gregory,  245  North  Main 

1960  Rathey,  Ulrich  Klaus,  Masonic  Home  and  Hospital 

1953  St.  James,  Alfred  Thomas,  181  North  Main 
1956  Sawicki,  Lucian  Alex,  153  South  Main 

1961  Smith,  Delbert  Beidler,  45  Fair 
1931  Spignesi,  John  Theodore,  393  Center 
1968  Wallace,  Donald,  26  Fair 

WATERBURY 

1961  Abrahamian,  H.  Arto,  1389  West  Main  06708 

1971  Amatruda,  Thomas  T..  Jr.,  Waterbury  Hospital  06708 

1962  Anderson,  Duane  Roland,  714  Chase  Pkwy.  06708 

1973  Anthony,  Joseph  Robert,  56  Franklin  06702 
1929  Atkins,  Samuel  Maurice,  63  Central  Ave.  06702 

1954  Audet,  Charles  Henry,  Jr.,  3 Second  Ave.  06710 

1954  Audet,  Robert  Joseph,  3 Second  Ave.  06710 
1942  Backhus,  Louis  Charles,  41  Holmes  Ave.  06710 
1953  Beeble,  John,  578  Watertown  Ave.  06708 

1955  Bergen,  Joseph  Raymond,  450  Meriden  Rd.  06705 
1960  Bisson,  Bertrand  Philip,  St.  Mary’s  Hospital  06702 
1931  Bizzozero,  Orpheus  Joseph,  1389  West  Main  06708 
1968  Bizzozero,  O.  Joseph,  Jr.,  1389  West  Main  06708 


1970  Blain,  Claude  Andre,  714  Chase  Pkwy.  06708 

1950  Blank,  Samuel,  52  Cooke  06702 

1972  Bobowick,  Alphonse  Roger,  1389  West  Main  06708 
1970  Bonaccorsi,  Benito  Italo,  635  Highland  Ave.  06708 
1943  Bonner,  Robert  Alexander,  Jr.,  1389  West  Main 

06708 

1972  Brackett,  John  William,  Jr.,  St.  Mary’s  Hospital 

06702 

1964  Buckley,  Michael  Bernard,  1100  Baldwin  06706 
1940  Burke,  Joseph  Francis,  1389  West  Main  06708 
1937  Burnham,  Bernard  Alfred,  1389  West  Main  06708 
1953  Butler,  Robert  William,  Scovill  Mfg.  Co.  06720 

1958  Cappelletti  A.  Joseph,  1389  West  Main  06708 
1945  Carpentieri,  Anthony  Louis,  195  Columbia  Blvd. 

06710 

1970  Chavez,  Aldo  Edmundo,  1389  West  Main  06708 

1962  Cohen,  William,  475  Chase  Parkway  06708 
1942  Coppeto,  C.  James,  220  East  Main  06702 
1942  Coshak,  Morris,  58  Holmes  Ave.  06710 
1928  Cottiero,  Thomas,  21  Cooke  06702 

1947  Cox,  Marcus  Edward,  St.  Mary’s  Hospital  06702 
1969  Crupi,  Claudio,  911  Country  Club  Rd.  06708 
1964  Cutler,  Henry  Julius,  9 Cooke  06702 

1969  Daly,  Joseph  Edmund,  1389  West  Main  06708 
1961  D’Angelo,  Daniel  A.,  636  Plank  Rd.  06705 
1972  Daniels,  Darrell  S.,  163  Grove  06710 

1951  Davie,  Robert  N.,  1211  West  Main  06708 

1972  de  Escobar,  Decio  Macedo,  29  Central  Ave.  06702 

1969  DeMarchena,  Julio  Emesto,  67  Central  Ave.  06702 
1956  Dennen,  Philip  Cushing,  186  Hillside  Ave.  06710 

1963  De  Petrillo,  Bart,  1389  West  Main  06708 

1970  Diggs,  Andrew  Monroe,  St.  Mary’s  Hospital  06702 

1948  DiLorenzo,  Salvatore  F.,  65  Pine  06710 

1953  Dingman,  Peter  Van  Cleef,  1211  West  Main  06708 

1964  Dudzic,  Anthony  Luke,  1389  West  Main  06708 
1972  Dyer,  Richard  H.,  Jr.,  1211  West  Main  06708 

1970  Eisen,  Steven  L.,  1211  West  Main  06708 

1964  Eslami,  Mehdi  Saghatol,  1389  West  Main  06708 
1967  Favata,  John,  1389  West  Main  06708 

1972  Ferraro,  Robert  William,  636  Plank  Rd_.  East  06705 
1937  Finkelstein,  William,  195  Grove  06710 

1926  Finn,  Alfred  Joseph,  534  Willow  06710 

1964  Fisher,  William  H.,  Jr.,  1211  West  Main  06708 

1927  Foster,  John  Hess,  170  Hillside  Ave.  06710 

1952  Francis,  Henry  Lloyd,  53  Central  Ave.  06702 

1959  Gaines,  Gail  Allyn,  72  Hale  06708 

1951  Gedeon,  Philip  Elias,  301  Highland  Ave.  06708 

1963  Gilbert,  Roger  Key,  Wa'erbury  Hospital  06708 
1951  Good,  Philip  Snowden,  714  Chase  Pkwy.  06708 

1949  Good,  Robert  Childers,  714  Chase  Pkwy.  06708 
1947  Gualtieri,  Michael  Vincent,  27  Cooke  06702 
1942  Ilarty,  John  E.,  1389  West  Main  06708 

1967  Helvie,  Henry  Eaton,  Waterbury  Hospital  06708 

1930  Herrmann,  Albert  Edward,  87  North  Main  06702 

1931  Hetzel,  Joseph  Linn,  51  Central  Ave.  06702 
1967  Hogan,  J.  Michael,  47  Cooke  06702 

1953  Huber,  Herman  Crane,  Jr.,  29  Cliff  06710 
1942  Jennes,  Milton  Leo,  1389  West  Main  06708 

1964  Kaess,  Kenneth  Richard,  58  Central  Ave.  06702 
1956  Karsh,  Jamil  A.,  1389  West  Main  06708 

1966  Keggi,  Kristaps  Juris,  1211  West  Main  06708 

1944  Koleshko,  Lawrence  Jacob,  1022  Bunker  Hill  Ave. 

06708 

1973  Klein,  Stephen  Richard,  1211  West  Main  06708 

1971  Kostecki,  Richard  Joseph,  1211  West  Main  06708 

1940  LaBrecque,  Frederick  Charles,  151  Grove  06710 

1954  Larkin,  Charles  Lewis,  Jr.,  1039  Chase  Pkwy.  06708 

1945  Lenkowski,  William  John,  207  South  Elm  06702 

1941  Lewicki,  Edward  Stanley,  858  North  Main  06702 
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1916  Vastola,  Anthony  Paul,  120  Cables  Ave.  06710 

1958  Veiga,  Adriano  Seabra,  1389  West  Main  06708 
1970  Vincitorio,  Joseph  Alexander,  163  Grove  06710 

1959  Warren,  Philip,  1389  West  Main  06708 

1954  Weisberg,  Herbert  Edward,  63  Central  Ave.  06702 
1946  Whalley,  Evan  Joseph,  720  Baldwin  06706 
1966  Wihbey,  Joseph  George,  1389  West  Main  06708 
1956  Wohlgemuth,  Paul  Robert,  1211  West  Main  06708 
1949  Yavetz,  Louis  Milton,  53  Cooke  06702 
1968  Zucker,  Leon,  34  Prospect  06702 


Loyer,  Richard  Edward,  1211  West  Main  06708 
Luria,  Sidney  Bennett,  12  First  Ave.  06710 
Manes,  Peter  Rolf,  1039  Chase  Pkwy.  06708 
Margolius,  Norman  Calvin,  1 Eastfield  Rd.  06708 
Marino,  Rocco  Serefin,  77  Briarclilf  Ave.  06708 
Marjani,  Massoud  A.,  12  First  Ave.  06710 
Martineau,  Roland  G.,  Waterbury  Hospital  06708 
Mascoli,  Nicholas  Michael,  Jr.,  1389  West  Main 

06708 

Matyszewski,  Stanley  Eugene,  64  Robbins  06708 
Mayo,  Elliott  Russell,  129  Prospect  06702 
Meo,  Richard  Carl,  18  Cliff  06710 
Merriman,  Henry,  115  Prospect  06702 
Mirrer,  Eugene,  714  Chase  Pkwy.  06708 
Monagan,  Thomas  M.,  1389  West  Main  06708 
Moore,  Edwin  Jude  Thaddeus,  89  Roseland  Ave. 

06710 

Morrill,  Harold  Frost,  300  West  Main  06702 
Mulligan,  Thomas  Michael,  30  West  Main  06702 
Nanni,  Fernando  Peter,  150  Prospect  06702 
Nejame,  Franklin  Francis,  173  Willow  06710 
Neuswanger,  Chris  Harold,  1211  West  Main  06708 
Nezhad,  F.  Manouchehr,  1389  West  Main  06708 
Nunes,  Manuel,  10  Second  Ave.  06710 
O’Brien,  Francis  Hefler,  1211  West  Main  06708 
Olore,  Louis,  47  Prospect  06702 
Ostrov,  Melvyn  R.,  475  Chase  Pkwy.  06708 
Pasetto,  Edo,  1183  Hamilton  Ave.  06706 
Piscatelli,  Robert  Louis,  St.  Mary’s  Hospital  06702 
Quigley,  William  Frederick,  195  Grove  06702 
Reed,  David  Pardee,  1389  West  Main  06708 
Reichenbach,  Alfred  Edelbert,  186  Hillside  Ave. 

06710 

Reynolds,  Joseph  Alban,  54  Central  Ave.  06702 
Robitaille,  George  A.,  56  Franklin  06702 
Root,  James  Harold,  Jr.,  1389  West  Main  06708 
Rosenbaum,  Haskell  M.,  1389  West  Main  06708 
Ruby,  Max  H.,  170  Hillside  Ave.,  06710 
Ruby,  Robert  J.,  170  Hillside  Ave..  06710 
Russo,  Carmelo  George,  St.  Mary’s  Hospital  06702 
Ryan,  Sylvester  James,  135  West  Main  06702 
Sangree,  Milton  Huyett,  Jr.,  Waterbury  Hospital 

06708 

Santopietro,  Olindo  Oreste,  714  Chase  Pkwy.  06708 
Sayers,  Daniel  O’Connell,  135  West  Main  06702 
Segall,  Edward  Marvin,  195  Grove  06710 
Sharian,  Kent  Edward,  St.  Mary’s  Hospital.  06702 
Shea,  Vincent  Timothy,  20  East  Main  06702 
Shea,  Vincent  Timothy,  Jr.,  20  East  Main  06702 
Shealy,  A.  Craig,  1039  Chase  Parkway  06708 
Shearer,  John  Kennedy,  1211  West  Main  06708 
Sherman,  Joel  Avery,  56  Franklin  06702 
Sirica,  Alphonse  Eugene,  185  Columbia  Blvd.  06710 
Sirop,  Paul  Arthur,  195  Grove  06710 
Sklaver,  Joseph,  95  North  Main  06702 
Smith,  Jasper  Archer,  77  Central  Ave.  06702 
Standard,  John  Edward,  1211  West  Main  06708 
Stocking,  Anson  Gilbert,  30  West  Main  06702 
Sturman,  Robert  Harris,  1211  West  Main  06708 
Suesserman,  Herbert  I.,  Waterbury  Hospital  06720 
Sullivan,  Arthur  Francis,  493  Willow  06710 
Summa,  John  Francis,  159  Grove  06710 
Teiger,  Paul,  1389  West  Main  06708 
Thornton,  George  Fred,  Waterbury  Hospital  06708 
Tormo,  Vicente,  1389  West  Main  06708 
Traurig,  Allen  Robert,  1211  West  Main  06708 
Tremaglio,  Vincent  F.,  561  Highland  Ave.  06708 
Valentine,  George  William,  Waterbury  Hospital 

06708 


WEST  HAVEN  06516 

1973  Balazs,  Dezso  A.,  Veterans  Administration  Hospital 
1958  Brodoff,  Murray,  385  Main 
1938  Chasnoff,  John  Arthur,  328  Main 
1943  Cozzolino,  Eugene  Norris,  640  Savin  Ave. 

1958  Day,  Edward  John,  609  Savin  Ave. 

1954  deSuto-Nagy,  Gyula  I.,  Veterans  Administration 

Hospital 

1951  Dzubaty,  Michael,  522  Ocean  Ave. 

1930  Harris,  Benedict  Richard,  % Sound  View  — Spe- 
cialized Care  Center 

1971  Hourihane,  Mortimer  John,  385  Main 
1960  Hurowitz,  Robert  Boyd,  285  Main 

1966  Job,  Gil  Guion,  32  Priscilla  Rd.  06515 

1959  Keohane,  Mary  Frances,  Veterans  Administration 

Hospital 

1972  Kerstein,  Morris  Daniel,  Veterans  Administration  Hos- 

pital 

1967  Kinstlinger,  Robert,  385  Main 

1965  Loh,  Hsing  Cheng,  Veterans  Administration  Hospital 
1930  Milano,  Nicolas  Antonio,  271  Elm 
1947  Milici,  John  Joseph,  354  Campbell  Ave. 

1962  Rocco,  Anthony  Rudolf,  415  Main 

1955  Tierney,  Lawrence  Matthew,  246  Elm 

1947  Yesner,  Raymond,  Veterans  Administration  Hospital 


WOLCOTT  06716 

1940  Damiani,  Rudolph  Andrea,  Rose  Hill 
1957  Rofrano,  Douglas  Anthony,  30  Beach  Rd. 
1973  Walshe,  Thornes  Eric,  509  Wolcott  Rd. 


WOOD6RIDGE  06525 

1961  Bradley,  Raymond  Edgar,  Jr.,  20  Center  View  Rd. 

1948  Brockway,  Dorothy  W.,  Old  Mill  Rd. 

1967  Clark,  Henry  Toole,  Jr.,  36  Indian  Trail 
1969  Erba,  S.  Michael,  1061  Johnson  Rd. 

1951  Fuhrmann,  Josephine  Marie,  North  Pease  Rd. 

1967  GofBnet,  Sara  Beatty,  17  Deepwood  Rd. 

1966  Jung,  Ross,  10  Shady  Lane 

1972  Karadi,  Basawraj,  Sangamnath,  270  Amity  Rd. 

1949  Keller,  Florence,  264  Amity  Rd. 

1952  Lidz,  Ruth  Wilmanns,  Orchard  Rd. 

1925  Maurer,  Lloyd  Leslie,  Fairgrounds  Rd. 

1935  Newman,  Richard,  Old  Racebrook  Rd. 

1954  Treder,  Frederick  Henry,  Center  Rd. 


WOODMONT  06465 

1912  Goldman,  George,  195  Kings  Highway 
1969  Weitzman,  Hervey  A.,  78  Hawley  Ave. 


YALESVILLE  06494 
1954  Dickinson,  William  Wells,  63  Hill  Ave. 
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1952  Abbot,  Frank  Kimball,  French  Medical  Clinic,  Inc., 
San  Luis  Obispo,  California  93401 

1957  Anderson,  Harold  Clifford,  Syntex  Corp.,  3401  Ilill- 

view  Ave.,  Palo  Alto,  California  94304 
1961  Atoynatan,  H.  Tanash,  317  North  Main,  Manchester 

06043 

1923  Audet,  Charles  Henry,  Sr.,  2528  S.  E.  21st,  Fort 
Lauderdale,  Florida  33316 

1955  Baz,  Richard,  V.  A.  Hospital,  Gainesville,  Florida 

32601 

1958  Baker,  Everett  Bentley,  4 Ledgewood  Dr.,  Danvers, 

Massachusetts  01923 

1961  Bensch,  Klaus  G.,  Stanford  Un.  School  Med.,  Stan- 
ford, California  94305 

1961  Benton,  Philip  Eglin,  Box  241,  Barley  Neck  Rd.,  Or- 
leans, Massachusetts  02653 

1952  Bondy,  Philip  Kramer,  The  Royal  Marsden  Hosp., 

London  SW3,  England 

1956  Bradley,  William  Richards,  One  American  Row, 

Hartford  06115 

1961  Brigham,  John  Charles,  17  Johnson  Ave.,  Hudson, 
Massachusetts  01749 

1970  Burrow,  Gerard  Noel,  18  Blvd.,  Gaston  Cremieux, 
13-Marseille  8,  France 

1957  Cameron,  Norman  Alexander,  4155  LaCadena,  Tuc- 

son, Arizona  85718 

1934  Canfield,  Norton  c/o  Box  99,  Christiansted,  St.  Croix, 

Virgin  Islands  00820 

1958  Cary,  James  Martin,  181  East  Cedar,  Newington 

06111 

1946  Clarke,  Winthrop  Irving,  141  Sea  Isle  Circle,  South 
Daytona,  Florida  32019 

1941  Cole,  Clarence  Hummer,  141  Hamilton,  Watertown 

06795 

1935  Collins,  Joseph  Osborn,  326  Woodbury  Rd.,  Water- 

town  06795 

1953  Comodo,  Nicholas  Marius,  1320  Berlin  Tpke.,  Apt. 

320,  Wethersfield  06109 

1937  Craighill,  Margaret  D.,  c/o  Mrs.  A.  S.  Wotherspoon, 
East  Shore  Rd.,  Jamestown,  Rhode  Island  02885 

1956  Czarsty,  Joseph  Charles,  314  Main,  Oakville  06779 
1939  Davis,  Jachin  Boaz,  P.  O.  Box  187,  Whitestone, 

Virginia  22578 

1963  Davis,  John  Marcell,  5461  Granny  White  Pike,  Brent- 
wood, Tennessee  37023 

1948  Devenis,  Michael  M.,  303  California  Ave.,  Santa 
Monica,  California  90403 

1961  Dock,  Donald  Stone,  Atomic  Bomb  Cas.  Comm., 

U.  S.  Marine  Corps  Air  Station,  F.P.O.  Seattle, 
Washington  98764 

1962  Egan,  Donald  Francis,  New  Britain  Gen.  Hosp.,  New 

Britain  06050 

1960  Fanslow,  Alien  Woodward,  31  Bridgeview  PI.,  Strat- 
ford 06497 

1953  Fierman,  Louis  B.,  25  Marlborough,  Portland  06480 

1957  Fishman,  Ronald,  698  Williams,  New  London  06320 
1926  Fitzpatrick,  Edward  Earl,  317  36th  Ave.,  N.  E.,  St. 

Petersburg,  Florida  33704 
1935  Hart,  James  Clement,  79  Elm,  Hartford  06106 
1966  Heilman,  Samuel,  Joint  Center  for  Radiation 
Therapy,  Boston,  Mass.  02115 
1930  Higgins,  Joseph  John,  1365  Enfield,  Enfield  06082 
1962  Hoovis,  Marvin  Lorin,  18  Terrace  Dr.,  Barrington, 
Rhode  Island  02806 

1946  Howard,  Weaver  Oscar,  195  Parkview  Ter.,  Orange, 
New  Jersey  07050 

1972  Humphries,  Robert  Hunter,  21  Old  Studio  Rd.,  New 
Canaan  06840 


1971  Hurst,  Victor  Waldemar,  III,  Shag  Bark  La.,  Wood- 
bury 06798 

1955  Jaeger,  Carl  Alphonse,  4 Dearfield  Dr.,  Greenwich 

06832 

1936  Klumpp,  Theodore  George,  90  Park  Ave.,  New  York 
N.  Y.  10016 

1946  Kunkel,  Paul,  30  Hospital  Ave.,  Danbury  08810 

1971  Langner,  Joseph  Morton,  201  Main,  Southington 

06489 

1943  Lencz,  Erwin  D.,  1500  Bay  Rd.,  Miami  Beach, 
Florida  33139 

1955  Licht,  Sidney,  4601  Univ.  Dr.,  Coral  Gables,  Florida 

33146 

1972  Litman,  Robert  B.,  2433  North  52nd,  Philadelphia, 

Pennsylvania  19131 

1953  Lovekin,  Louise  Goux,  10  Mott  Ave.,  Norwalk  06850 

1968  MacLeod,  Gordon  Kenneth,  Dept.  H.E.W.,  Rock- 
ville, Maryland  20852 

1963  Marsh,  Catherine  Ohlandt,  181  Westmont,  West 
Hartford  06117 

1962  Marsh,  Spinks  Hamilton,  85  Jefferson,  Hartford 

06106 

1934  Mekrut,  Joseph  Anthony,  1506  Danbury  Dr.,  Sun 
City  Center,  Florida  33570 

1960  Morrissey,  Vincent  J.,  Veterans  Hosp.,  Rocky  Hill 

06067 

1922  Musselman,  Luther  Kyner,  Lt.  River  Lane,  Old 
Lyme  06371 

1958  Opsahl,  Jeanette  C.,  Sheraton  Plaza,  Boston,  Mass. 

02116 

1921  Otis,  Fessendon  Newport,  21  Guernsey  Rd.,  Bloom- 
field 06002 

1971  Palm,  Carlton  Robert,  30  Peck  Rd.,  Torrington 

06790 

1968  Pascale,  Jane  Fay,  108  Chasewood  Lane,  East  Am- 
herst, New  York  14051 

1940  Pelz,  Kurt  S.,  16  Sol’s  Point  Rd.,  Clinton  06413 

1966  Powell,  Wilson,  3326  Mineola  Dr.,  Sarasota,  Florida 

33579 

1973  Riemer,  Hans  Otto,  Laurel  Heights  Hospital,  Shelton 

06484 

1960  Rinaudo,  Peter  A.,  59  Skyview  Dr.,  Berlin  06037 

1949  Riordan,  William  Darling,  40  Braebum  Rd.,  West 
Hartford  06117 

1966  Roach,  Donald  Patrick,  449  Howe  Ave.,  Shelton 

06484 

19/2  Robinson,  Howard  Thomas,  New  Britain  Gen.  Hosp., 
New  Britain  06052 

1946  Rosenberg,  Harold  Arthur,  1566  N.E.  191,  North 
Miami  Beach,  Florida  33162 

1931  Sandulli,  Gaetano  Renato,  212  Middlebury  Rd., 
Watertown  06795 

1972  Scheig,  Robert  Lee,  V.  A.  Hospital,  Newington  06111 

1949  Skorneck,  Alan  Bernard,  29043  Top  Rail  Lane,  San 

Pedro,  California  90732 

1951  Spencer,  Leon  O.,  410  42nd  Ave.  North,  Myrtle 
Beach,  South  Carolina  09577 

1971  Spicuzza,  Thomas  Joseph,  P.  O.  Box  531,  Wood- 
bury 06798 

1924  Stettbacher,  Henry  John,  906  Locust,  Cambridge, 
Maryland  21613 

1923  Sullivan,  Thomas  Joseph,  2500  S.  Ocean  Blvd.,  Boca 
Raton,  Florida  33432 

1945  Taylor,  Hoyt  Chase,  703  Galilean  N.W.,  Fort  Pierce, 
Florida  33450 
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1957  Tyler,  Myra  Duncan,  Univ.  Med.  Ctr.,  Jackson,  Mis- 
sissippi 39216 

1954  Vileisis,  Vita.  Ben  Sherman  Hill.  Woodbury  06798 

1970  Weber,  Donald  John,  71  Spencer,  Winsted  06098 

1971  Williams,  Kenneth  Hugh,  The  Western  Psy.  Insti. 

& Clinic,  Pittsburgh,  Pennsylvania  15213 
1933  Zimmerman,  Harry  Martin,  Montefiore  Hospital, 
Bronx,  New  York  10467 

New  London  County  Association 

President:  Paul  Sutton,  174  Bridge,  Groton  06340 
Vice-President:  Hilliard  Spitz,  447  Montauk  Ave.,  New 
London  06320 

Secretary-Treasurer:  Jerome  Bobruff,  425  Montauk  Ave., 
New  London  06320 

Councilor:  Charles  M.  Krinsky,  27  Broad,  New  London 

06320 

Associate  Councilor:  Frederick  C.  Barrett,  108  New  Lon- 
don Tpke.,  Norwich  06360 
Annual  Meeting,  first  Thursday  in  April 
Semi-Annual  Meeting,  First  Thursday  in  October 

COLCHESTER  06415 
1971  Bender,  Louis,  21  Norwich  Ave. 

1956  Comad,  Carl  Caspar,  24  Norwich  Ave. 

GALES  FERRY  06335 

1971  Engelke,  Harold  August,  Medical  Arts  Building, 

R.  F.  D.  No.  12 

GRISWOLD 
Jewett  City  06351 

1960  Costa,  Pasquale  James,  Summit  Dr. 

1956  Gosselin,  Albert  George,  65  Brown  Ave. 

GROTON 

1972  Baker,  John  Henry,  Naval  Sub.  Research  Lab.  06340 
; 1955  Brown,  Walter  McKeand,  295  Long  Hill  Rd.  06340 
. 1953  Force,  Berwyn  Rodney,  272  Thames  06343 

1970  Hollister,  James  Malcolm,  167  Broad  06340 
1946  MacDougall,  A.  Duncan,  174  Bridge  06343 

1961  Soriano,  Ernesto  Reyes,  1064  Poquonnock  Rd.  06340 
1944  Sutton,  Paul,  174  Bridge  06340 

HADLYME  06439 
| 1933  Wilson,  George  Campbell,  Box  98 

EAST  LYME  06333 
1970  Edgar,  Edward,  E.,  Black  Oak  Dr. 

| 

LYME 

1927  Ely,  Julian  Griffin,  R.  F.  D.  No.  2 06371 
MYSTIC  06355 

| 1967  Barry,  Richard  M.,  Sandy  Hollow  Rd. 

1950  Edmonstone,  William  Mason,  102  Library 
1961  Graham,  Roger  A.,  761  River  Rd. 

1973  Schmidt,  James  Lee,  Box  38 

1968  Sproul,  Lyman  Edwin,  Sandy  Hollow  Rd. 

NIANT1C  06357 

1972  Glasser,  Samuel  Thomas,  4 Columbus  Ave. 

1951  Hall,  Mary  Nettleton,  88  Smith 
1954  Kramm,  William  Amede,  Hope 
1972  Young,  Daniel  David,  371  Main 


NEW  LONDON  06320 

1970  Adams,  Gene  Roger,  276  Montauk  Ave. 

1956  Beatman,  Bernard,  34  Ghanning 
1933  Becker,  Joseph,  302  State 

1957  Bedrick,  Morton,  345  Montauk  Ave. 

1963  Bobruff,  Jerome,  425  Montauk  Ave. 

1933  Brosnan,  John  Francis,  293  Montauk  Ave. 

1971  Brown,  Henry,  350  Montauk  Ave. 

1969  Burton,  George,  488  Montauk  Ave. 

1960  Cavicke,  David  Conrad,  350  Montauk  Ave. 

1970  Clayton,  Edwin  Martin,  Lawrence  & Memorial 

Hospitals 

1961  Cooper,  Donald  Wesley,  350  Montauk  Ave. 

1958  Coulson,  Louis  Anthony,  425  Montauk  Ave. 

1972  Derby,  James  Plart,  41  Faire  Harbour  PL 
1949  Dey,  Frederick  Lemuel,  464  Ocean  Ave. 

1963  Dorantes,  Joaquin,  Lawrence  & Memorial  Hospitals 
1931  Dyer,  Charles  Edward,  297  Montauk  Ave. 

1954  Dyer,  Charles  Frederick,  327  Montauk  Ave. 

1948  Ellison,  Malcolm  Mitchell,  328  Montauk  Ave. 

1947  Fagan,  Frederick  J.,  19  Glen  wood  Ave. 

1964  Fleisher,  Paul  Robert,  435  Montauk  Ave. 

1965  Foss,  Beverly  Ann,  325  Monts  uk  Ave. 

1958  Fulchiero,  Egidio,  Lawrence  & Memorial  Hospitals 

1966  Gaito,  Raymond  Arthur,  464  Ocean  Ave. 

1954  Gerity,  Paul  Joseph,  465  Montauk  Ave. 

1971  German,  John  Nixon,  350  Montauk  Ave. 

1934  Gipstein,  Edward,  181  Broad 

1947  Haines,  Henry  Lippincott,  464  Ocean 

1939  Hartman,  Frederick  Brittinger,  342  Montauk  Ave. 

1958  Hayes,  David,  Lawrence  & Memorial  Hospitals 
1922  Hendel,  Isidore,  336  Pequot  Ave. 

1934  Henkle,  Robert  Theodore,  132  Ocean  Ave. 

1965  Hostnik,  William  John,  280  Montauk  Ave. 

1936  Irwin,  Harold  Hyman,  158  Williams 

1970  Jackson,  Daniel  Leslie,  276  Montauk  Ave. 

1966  Johnson,  Howard  King,  Jr.,  488  Montauk  Ave. 

1966  Johnson,  Mary  Ellen,  488  Montauk  Ave. 

1972  Jones,  E.  Arnold,  302  Montauk  Ave. 

1956  Jones,  William  Nicholas,  41  Faire  Harbour  Pi. 

1961  Kaplan,  Donald  H.,  345  Montauk  Ave. 

1962  Kamo,  Martin  Louis,  464  Ocean  Ave. 

1972  Kim,  C.  Albert.  Lawrence  & Memorial  Hospitals 
1972  Klimek,  Robert  J.,  154  Broad 

1940  Krinsky,  Charles  Morris,  27  Broad 
1958  Kuhn,  Herbert  Ray,  425  Montauk  Ave. 

1962  Leib,  Dorothy  Baird,  429  Montauk  Ave. 

1962  Leib,  Gilbert  Middleton  Patten,  447  Montauk  Ave. 
1953  Lena,  Hugh  F.,  Jr.,  154  Broad 

1947  Loiacono,  Richard  A.,  464  Ocean  Ave. 

1953  Longo,  Vincent  Joseph,  437  Montauk  Ave. 

1936  Lubchansky,  Jacob  Harris,  27  Broad 
1970  Marchand,  Gilles  Alfred,  425  Montauk  Ave. 

1957  Mariani,  Roland  A.,  280  Montauk  Ave. 

1968  Marshall,  David  Charles,  154  Broad 
1964  Marx,  Frank  George,  425  Montauk  Ave. 

1949  McFarland,  Ward  John,  833  Ocean  Ave. 

1970  Mensch,  Arthur  H.,  Lawrence  & Memorial  Hospitals 
1968  Moalli,  Daniel  Edward,  350  Montauk  Ave. 

1964  Molloy,  Peter  Myers,  Lawrence  & Memorial  Hos- 
pitals 

1966  Morse,  Willard  Jackson,  Jr.,  290  Pequot  Ave. 

1952  Murray,  Joseph  Thomas,  342  Montauk  Ave. 

1953  Murray,  William  John,  Jr.,  447  Montauk  Ave. 

1946  Nielsen,  Tage  M.,  425  Montauk  Ave. 

1951  Olsen,  Robert  Clarence,  496  Montauk  Ave. 

1963  Palmer,  Walter  M-.,  325  State 

1963  Peterson,  David  M.,  342  Montauk  Ave. 

1955  Prokesch,  Clemens  Elias,  435  Montauk  Ave. 
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Robinson,  Charles  H.,  Jr.,  276  Montauk  Ave. 

Saxe,  Louis  Phillip,  341  Montauk  Ave. 

Schmidt,  C.  William,  350  Montauk  Ave. 

Scholz,  Horst  Dieter,  Lawrence  & Memorial  Hospitals 
Schvvartzberg,  Stuart  Gerald,  358  Montauk  Ave. 

Silver,  Stephen  Euric,  271  Montauk  Ave. 

Spitz,  Hilliard,  447  Montauk  Ave. 

Sprafke,  Donald  Francis,  41  Faire  Harbour  PI. 
Sprecace,  George  Alcide,  248  Montauk  Ave. 

Sulman,  Morris,  203  Montauk  Ave. 

Taylor,  Robert  Nelson,  159  State 
Tighe,  John  Anthony,  419  Montauk  Ave. 
van  Dyk,  Amulf  R.,  50  Granite 
Verie,  Kathryn  E.,  159  Ocean  Ave. 

Wade,  Philip  Barry,  275  Montauk  Ave. 

Wamshuis,  Lilian  Cook,  25  Thames 
Wies,  Carl  Hendricks,  115  Huntington 
Woodward,  Joseph  Cutler,  358  Montauk  Ave. 

Wool,  Joseph  M.,  271  Montauk  Ave. 

Yoselevsky,  Melvin  Arnold,  334  Montauk  Ave. 

NORWICH  06360 
Albamonti,  Mario  John,  6 Clinic  Dr. 

Allen,  Joseph  Eugene,  101  West  Town 

Anderson,  Fred  Andrew,  24  Sachem 

Anderson,  Ruth  Messer,  24  Sachem 

Andrews,  Ralph  Colvin,  16  Franklin 

Archambault,  Henry  Allard,  120  Lafayette 

Aromin,  Salvador  C.,  Uncas-on-Thames 

Balfour,  James  Douglas,  William  W.  Backus  Hospital 

Barrett,  F rederich  Charles,  108  New  London  Tpke. 

Bergendahl,  Gilbert  Thomas,  120  Lafayette 

Bergendahl,  Harold  Andrew,  120  Lafayette 

Betten,  Michael  Gerald,  57  Lafayette 

Bielecki,  Casimer  Eugene,  120  Lafayette 

Bolstad,  Ralph  Arthur,  Norwich  State  Hospital 

Browning,  S.  Pearce,  III,  5 Case 

Campbell,  Hugh  Baird,  51  Canterbury  Tpke. 

Carter,  Frank  James,  120  Lafayette 
Carter,  Marie  Kernan,  185  Broadway 
Coletti,  Larry,  108  New  London  Tpke. 

Cook,  Thomas  Jackson,  161  Water 
Cranston,  Robert  W.,  Jr.,  43  Ox  Hill  Rd. 

Cressy,  Norman  Leo,  Uncas-on-Thames 
Drobnes,  Sidney,  24  Sachem 
Eadie,  Frederick  Steams,  120  Lafayette 
Edgar,  Malcolm  S.,  Jr.,  2 Clinic  Dr. 

Glenney,  Christopher  Courtney,  2 Clinic  Dr. 

Greene,  Leonard  Albert,  120  Lafayette 
Griffin,  J.  Clement,  57  Lafayette 
Guss,  Louis,  59  Sachem 
Higgins,  Harold  William,  7 Clinic  Dr. 

Joseph,  Julien  L.,  Scotland  Rd.,  R.  F.  D. 

Kadish,  Joan  Alice,  William  Backus  Hospital 
Kadish,  Manuel  Edgar,  Brown  School  Rd.,  R.  F.  D. 
No.  3 

Kalams,  Zannis  Spiros,  93  West  Town 
Katz,  Morris  E.,  108  New  London  Tpke. 

Kelleher,  James  H.,  57  Lafayette 
Kelley,  Winfield  Orthello,  Uncas-onThames 
Kerrigan,  Robert,  87  Lafayette 
Kropp,  Peter  Johann,  24  Sachem 
Langhammer,  Hans,  Norwich  State  Hospital 
LaPierre,  Amaud  Rogers,  5 Clinic  Dr. 

LaPierre,  Warren  Winthrop,  5 Clinic  Dr. 

Lord,  Benjamin  John,  Jr.,  120  Lafayette 
Mahoney,  Joseph  John,  120  Lafayette 
Manning,  Imogene  Hopkins,  120  Lafayette 
Martin,  John  Edward,  Clinic  Dr. 


1967  Martin,  Morgan  Graham,  P.  O.  Box  508 
1955  Masterson,  Thomas  Joseph,  2 Clinic  Dr. 

1969  McGrath,  Thomas  Joseph,  108  New  London  Tpke. 

1967  McKeon,  William  Francis,  57  Lafayette 

1952  Milone,  Joseph  E.,  16  Franklin 

1937  Moore,  Maurice  R.,  88  Central  Ave. 

1951  Morrison,  John  Edward,  Norwich  Hospital 
1935  O’Connell,  Patrick  Henry,  10  Shetucket 
1942  Oppenheimer,  Kurt,  108  New  London  Tpke. 

1959  O’Toole,  Peadar,  P.  O.  Box  508 

1968  Parthenis,  Alexander,  Box  508 

1947  Phillips,  Nicholas  T.,  93  Sachem 

1973  Powell,  Bernardo,  Norwich  State  Hospital 

1972  Prioli,  Katherine  M.,  108  New  London  Tpke. 

1934  Quintiliani,  Albert,  58  Broadway 

1970  Rablen,  Elizabeth  Charlotte,  2 Indian  Hill  Rd. 

1973  Rosenberg,  Peter  J.,  100  Fanning  Ave. 

1948  Santiccioli,  Aldo  Bruno,  Norwich  Hospital 

1964  Saracino,  Luigi,  Norwich  Hospital 

1954  Sawyer,  James  David,  120  Lafayette 
1942  Schwarz,  H.  Peter,  120  Lafayette 
1968  Sculco,  Mario,  108  New  London  Tpke. 

1935  Sears,  Lewis,  257  Main 

1938  Segel,  Solam,  16  Franklin 
1968  Solomon,  Morton,  120  Lafayette 
1966  Songco,  Mariano  F.,  Norwich  Hospital 
1929  Suplicki,  John  William,  257  Main 
1921  Sussler,  David,  65  Main 

1968  Taylor,  K.  Stephens,  161  Water 
1963  Torres,  Clemencio  Bautista,  Norwich  Hospital 
1963  Tramontozzi,  Anthony  Daniel,  108  New  London 
Tpke. 

1955  Ward,  Franklyn  Pennington,  117  Lafayette 
1932  Wener,  William  Victor,  287  Harland  Rd. 

1965  Wierzbinski,  Joseph  Paul,  161  Water 

1953  Wilson,  Clifford  Edward,  7 Clinic  Dr. 

NORWICHTOWN  06360 
Harkins,  James  Anthony,  98  Case 

OLD  LYME  00371 
Borger,  Allen  Paul,  29  Coult  Lane 
Friedmann,  Karl  R. 

Griswold,  Matthew,  P.  O.  Box  206 
Hackbarth,  Clifford  James,  Boston  Post  Rd. 

QUAKER  HILL  06375 
Starr,  Richard  Mallory,  7 Best  View  Rd. 

TAFTVILLE  06380 

1949  Rousseau,  David  George,  4 North  Second  Ave. 

UNCASVILLE  06382 

1949  Miselis,  Frank  Joseph,  221  Norwich-New  London 
Tpke. 

1929  Rasmussen,  Hans  Norman,  92  Depot  Rd. 


WATERFORD  06385 

1962  Behringer,  Frederick  Rudolph,  14  Susan  Ter. 
1946  Coppola,  Edward  Attilio,  2 Highland  Dr. 

1965  Ellis,  Grace  Davis,  214  Niantic  River  Rd. 

1936  Ferguson,  Helen  Knox,  172  Niantic  River  Rd. 
1969  Knirsch,  Anthony  K.,  28  Shawandasee  Rd. 

1913  O’Brien,  John  Francis,  204  Great  Neck  Rd. 

1967  Rabinovitch,  Peter  I.,  175  Boston  Post  Rd. 


1954 


1971 

1962 

1973 

1967 


1929 
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1951  Birchall,  Ellen  Frances,  Lake  Shore  Park,  Bldg. 
14-1C,  Watervliet,  New  York  12189 

1962  Corazzelli,  Frank  George,  Jr.,  60  Canterbury  Lane, 

Trumbull  06611 

1966  Cuello,  Rafael  A.,  Bridgeport  Hospital,  Bridgeport 

06610 

1971  DiBella,  Richard  Joseph,  Thompson  Medical  Center, 
North  Grosvenordale  06255 

191S  Douglass,  Edmund  L.,  c/o  Mr.  Edmund  J.  Doug- 
lass, 17  Water,  Hingham,  Massachusetts  02043 
1 1941  Fowler,  Roger  N.,  205  Heather  La.,  Ramsey,  New 
Jersey  07446 

1935  Friedman,  Irving,  Old  Oak  Rd.,  West  Hartford  06117 
1968  Gilgore,  Sheldon  G„  9 Rockwell  Lane,  Darien  06820 
1935  Hale,  Virginia  Anne,  6701  Ave.  A,  Apt.  1 Sarasota 
Florida  33581 

1968  Harrison,  Milton,  145  Pago  Pago  Dr.,  Naples,  Florida 

33940 

1963  Lavergne,  Bernard  Maurice,  65  Main,  Old  Saybrook 

06475 

1956  Liotta,  Salvatore,  39  North  Main,  Essex  06420 
1928  Mills,  Bernard,  Litchfield,  Hawthornden  State  Hos- 
pital, Northfield,  Ohio  44067 
1958  Moore,  Richard  John,  Box  111,  Independence,  Iowa 

50644 

11934  Morse,  Willard  Jackson,  East  Braintree,  R.F.D.  No. 
2,  Randolph,  Vermont  05060 

1961  Nelligan,  David  Joseph,  Magna  La.,  Westbrook 

06498 

1962  Olejnik,  Waclaw,  1635  Central  Ave.,  Bridgeport 

06610 

1968  Tan,  Djin  Liang,  Undercliff  Mental  Health  Center, 
Meriden  06450 


Tolland  County  Association 

President:  Charles  G.  O’Connell,  Box  2278,  Vernon  06066 
Vice-President:  Edward  A.  Palomba,  Main,  Somers  06071 
Secretary-Treasurer:  Marjorie  A.  Purnell,  23  Davis  Ave., 
Rockville  06066 

Councilor:  Allyn  B.  Dambeck,  R.  F.  D.  No.  4,  Rockville 

06066 

Associate  Councilor:  David  S.  Hastings,  15  Woodland  Dr., 
Stafford  Springs  06076 
Annual  Meeting,  Third  Tuesday  in  March 
Semi-Annual  Meeting,  Third  Tuesday  in  October 


ROCKVILLE  06066 

1971  Abbott,  Howard,  57  Union 

1968  Adamo,  Benjamin,  57  Union 
1964  Atkins,  Michael  Patrick,  57  Union 
1971  Brooks,  Neil  Hurst,  1 Ellington  Ave. 

1933  Burke,  Francis  Henry,  P.  O.  Box  88 

1967  Erickson,  George  Carl.  Lakeview  Heights 
1971  Haber,  Melvin,  Rockville  General  Hospital 
1955  Josephson,  Neil  David,  Rockville  General  Hospital 
1955  Kristan,  Joseph  John,  57  Union 
1970  Kriz,  John  Joseph,  Rockville  General  Hospital 
1950  Kummer,  Seymour  Isaac,  1 Ellington  Ave. 

1969  La  Pan,  W.  Ames,  Tolland  Prof.  Building 
1969  Manner,  Ellen  Lucille,  57  Union 

1952  Purnell,  Marjorie  Axford,  23  Davis  Ave. 


1954  Purnell,  Oliver  James,  57  Union 
1931  Schneider,  William,  72  Orchard 
1972  Schwartz,  Gerald  Lee,  57  Union 
1969  Shapiro,  Harold  O.,  57  Union 
1966  Sharon,  Michael  Reinhardt,  57  Union 


SOMERS  06071 

1941  Cullen,  James  Rescott,  Hall  Hill  Rd. 

1965  Maier,  Robert  Fritz,  Main 

1966  Mendoza,  Juan,  R.F.D.  No.  1,  Main 
1960  Palomba,  Edward  Anthony,  Main 


STAFFORD  SPRINGS  06076 
1960  Amanti,  Joseph  Anthony,  89  East  Main 
1964  DeTora,  Albert  M.,  53  East  Main 
1957  Hastings,  David  Spencer,  15  Woodland  Dr. 

1971  O’Brien,  Gerald  John,  Johnson  Memorial  Hospital 


TOLLAND  06084 

1958  Dambeck,  Allyn  Bernard,  Route  30 


VERNON  06086 

1965  Coyne,  Edward  Anthony,  37  Valley  View  Lane 

1969  Hunt,  Malcolm  L.,  R.  D.  8 
1965  Mara,  Neil  F.,  117  Irene  Dr. 

1970  O’Connell,  Charles  George,  Box  2278 


OUT  OF  COUNTY 

1972  Cook,  Robinson,  276  Hazard  Ave.,  Enfield  06082 
1957  Magauran,  Brendan  Gerard,  199  Maple,  Enfield 

06082 

1972  Silverbach,  Spencer,  177  Elm,  Enfield  06082 
1955  Sonnen,  Victor  Gerard,  Broad  Brook  Rd.,  Hazardville 
06036 

1949  Thayer,  R.  Bruce,  Jr.,  221  Whitney  Ave.,  New  Haven 

06509 

1965  Williams,  William  Lawson,  477  Conn.  Blvd.,  East 
Hartford  06108 

1960  Yoon,  111  Lyong,  86  Farmington  Ave.,  Hartford  06105 


Windham  County  Association 

President:  William  P.  Canty,  110  Church,  Putnam  06260 
Vice-President:  William  A.  Whalen,  Jr.,  150  Mansfield 
Ave.,  Willimantic  06226 

Secretary-Treasurer:  Anne  H.  Dodd,  Box  411A,  R.  F.  D.  No. 
3,  Willimantic  06226 

Councilor:  George  E.  Roch,  132  Mansfield  Ave.,  Willi- 
mantic 06226 

Associate  Councilor:  Rudolph  E.  Rlare,  Rt.  169,  East 
Woodstock  06244 

Annual  Meeting,  Third  Thursday  in  March 
Semi-Annual  Meeting,  Third  Thursday  in  October 


ABINGTON  06230 

1948  Valentine,  Bruce,  Eliza  F.  Clark  Memorial  Center 


EAST  WOODSTOCK  06244 
1965  Klare,  Rudolph  Emil,  Route  169 
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HAMPTON  06247 

1959  Somberger,  Charles  Franklin,  R.  F.  D. 

KILLINGLY  06239 
DANIELSON 

1935  Chartier,  Gerard  Marcel,  39  Broad 
1959  Grinsell,  Harvey  James,  112  Broad 

1968  Harton,  Maurice  R.,  81  Broad 

1971  Hochberg,  David  Thomas,  Box  690. 

1949  Jones,  James  Franklyn,  39  Broad 

1940  Laakso,  Andrew  Olavi,  39  Broad 

1962  Raheb,  Edmond  B.,  14  Carter 

1957  Robinson,  Lavius  Arad,  Jr.,  9 Hutchins 
1949  Weigel,  Stanley  Joseph,  53/2  Broad 

MOOSUP  06354 

1948  Barry,  E.  Arthur,  Jr.,  1 Maple 

1946  Woodworth,  John  Albert,  Daggett 

NORTH  GROSVENORDALE  06255 
1970  Dufort,  Robert  Thomas,  Thompson  Med.  Ctr.,  R.  D. 
No.  1 

1963  Goyette,  Romain  Philip,  R.  F.  D.  No.  1 
1963  Park,  Sowhey,  R.  R.  No.  1 

POMFRET  06258 
1953  Eaton,  Harry  E.,  P.  O.  Box  238 

PUTNAM  06260 

1942  Bates,  David  Hinrichs,  Hotel  Putnam 

1969  Bouthillier,  Joseph  E.,  R.D.  2,  Pomfret  Rd. 

1963  Canty,  William  Patrick,  110  Church 
1934  Chapnick,  Morton  Herman,  30  Gilman 

1970  Diaz,  Arturo,  Day  Kimball  Hospital 

1947  Dinolt,  Robert,  158  Main 

1973  Hogan,  Austin  Francis,  110  Church 

1941  Margolick,  Moses,  23  Providence 

1959  Meyer,  Jolm  Louis,  Day  Kimball  Hospital 

1969  Painter,  Robert  Lowell,  168  Main 
1921  Phillips,  Karl  Tristram,  8 Pleasant 
1930  Prosser,  Florence  Dean,  P.  O.  Box  642 

1972  Rawson,  Perry  George,  Day  Kimball  Hospital 

1934  Shepard,  William  Mac,  64  Grove 

THOMPSON  06277 

1952  Waldron,  Sherman  Lester,  R.  R.  1,  Box  2 

WILLIMANTIC  06226 

1967  Amdur,  Millard  Jason,  Beech  Mountain  Rd.,  R.F.D. 
No.  3 

1949  Anderson,  James  Thomas,  132  Mansfield  Ave. 

1935  Arnold,  Morton,  29  North 

1939  Basden,  Edwin  Herbert,  828  Main 

1950  Beardsley,  Frederick  Armour,  132  Mansfield  Ave. 
1966  Becker,  George  Edward,  150  Mansfield  Ave. 

1962  Bird,  Frank  Luther,  132  Mansfield  Ave. 

1956  Bolt,  Ernest  Albert,  Jr.,  132  Mansfield  Ave. 

1970  Bopp,  Raymond  Karl,  150  Mansfield  Ave. 

1972  Browne,  Edward  Randolph,  Windham  Community 
Memorial  Hospital 

1969  Calise,  Peter  Joseph,  Windham  Community  Memorial 
Hospital 

1964  Dodd,  Anne  H.,  Box  441A,  R.  F.  D.  No.  3 
1961  Dodd,  Samuel  Garland,  Windham  Community 

Memorial  Hospital 

1966  Doyle,  Fred  Wendell,  Windham  Community  Memo- 
rial Hospital 


1972  Ellzey,  William  Joseph,  132  Mansfield  Ave. 

1969  Gibson,  Luther  White,  132  Mansfield  Ave. 

1968  Gillcash,  Robert  S.,  36  Watson  at  Memorial  Park 
1965  Glasser,  Morton,  132  Mansfield  Ave. 

1968  Glugover,  Donald  Benjamin,  70  Mansfield  Ave. 

1947  Grillo,  William,  393  Prospect 

1958  Herbert,  Earle  Avery,  Windham  Community 
Memorial  Hospital 

1970  Lawrence,  Gerard  James,  150  Mansfield  Ave. 

1940  Little,  Mervyn  Henry,  132  Mansfield  Ave. 

1940  Little,  Olga  A.  G.,  132  Mansfield  Ave. 

1948  Major,  James  W.,  150  Mansfield  Ave. 

1947  Maurer,  William  Spooner,  132  Mansfield  Ave. 

1964  Nepomuceno,  Maria  Nelly,  132  Mansfield  Ave. 

1987  Peterson,  Carl  Gregory,  Jr.,  150  Mansfield  Ave. 

1936  Roch,  George  E.,  132  Mansfield  Ave. 

1956  Rosenberg,  Murray  Zale,  Windham  Community 
Memorial  Hospital 

1937  Rothblatt,  Reuben,  132  Mansfield  Ave. 

1958  Sandler,  Gerald,  132  Mansfield  Ave. 

1983  Sandler,  Melvin  James,  132  Mansfield  Ave. 

1958  Sikand,  Sage  Datt,  70  Mansfield  Ave. 

1914  Smith,  Fred  Morse,  103  Windham  Rd. 

1929  Spector,  Nathan,  59  Church 

1935  Vernon,  Sidney,  185  Birch 

1959  Whalen,  William  Anthony,  Jr.,  150  Mansfield  Ave. 

OUT  OF  COUNTY 

1954  Bowen,  Robert  Phillip,  High,  Coventry  06238 
1946  Dayton,  Neil  Avon,  434  Bay  Aristocrat,  1475  U.  S. 

Hwy.  No.  19,  South,  Clearwater,  Florida  33516 
1942  Freeman,  John  Jay,  18  Hillside  Circle  Storrs  06268 
1932  Gilman,  Ralph  Lawrence,  Dog  Lane,  Storrs  06268 

1971  Haney,  John  F.  B.,  Box  84,  Rt.  3,  Storrs  06268 

1971  Kaiser,  Julian  Stevens,  University  of  Connecticut, 

StoiTS  06268 

1953  Kennedy,  George  Lloyd,  5 Maple,  Jewett  City 

06351 

1952  LeRoy,  John  Baptiste,  University  of  Connecticut, 

Storrs  06268 

1970  Loeser,  Lucille  Kelley,  Farmstead  Rd.,  Storrs  06268 
1967  McGowan,  Thorbum  S.,  University  of  Connecticut, 
Storrs  06268 

1964  Prescott,  Blake  Daniels,  Storrs  Rd.,  Storrs  06268 
1970  Rucker,  Lucille  Gertrude,  R.R.  No.  1,  Box  172A, 
Storrs  06268 

1953  Tobi,  Louise  Gertrude,  Hardy  Rd.,  Loudon,  New 

Hampshire  03301 

1970  Wandersee,  Edward  Paul,  Star  Route,  Mansfield 
, Depot  06251 

1972  Wintrob,  Ronald  Marvin,  Devwin  Hall,  Box  77, 

Mansfield  Center  06250 


Associate  Members 

1941  Burr,  Harold  Saxton,  Town  Woods  Rd.,  Old  Lyme 
1947  Darling,  George  Bapst,  11  Bums,  New  Haven 

06511 

1942  Hamilton,  James  A.,  University  of  Minnesota,  Min- 

neapolis, Minn. 

1941  Hiscock,  Ira  Vaughn,  215  Highland,  New  Haven 
1941  Mickle,  Friend  Lee,  9 Old  Pepperidge  Lane, 
Whethersfield  06109 

1953  Richardson,  William  Alan,  99  East  Hunting  Ridge 

Rd.,  Stamford 

1954  Sibley,  Hiram,  79  West  Monroe,  Chicago,  Illinois 

60603 
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ALPHABETICAL  ROLL  OF  MEMBERS 
With  medical  school  and  year  of  graduation 


Aaron,  S.  D.,  Virginia  ’64,  Westport 
Abbot,  F.  K.,  Virginia  ’46,  San  Luis  Obispo,  California 
(New  Haven  County) 

Abbott,  H.,  St.  Un.  N.  Y.  ’52,  Rockville 
Abbott,  J.  L.,  Albany  ’62,  Torrington 
Abrabamian,  H.  A.,  Salonica  ’49,  Waterbury 
\brahams,  I.  W.,  N.  Y.  U.  '57,  Meriden 
Abrahams,  M.,  Tufts  ’31,  New  Canaan 
Abrahamson,  R.  H.,  McGill  ’30,  Stamford 
Abrams,  H.,  State  Univ.  New  York  ’57,  Bridgeport 
Abreu,  F.  B.,  Santo  Domingo  ’62,  Kent 
Acqua,  L.  C.,  Yale  '41,  East  Hartford 
Adamo,  B.,  Seton  Hall  ’62,  Rockville 
Adams,  A.  J.,  Indiana  ’38,  Torrington 
Adams,  E.  C.,  Cornell  ’34,  Guilford 
Adams,  G.  R.,  Jefferson  ’60,  New  London 
Adams,  H.  A.,  Trinity  Coll.  Dublin  '47,  Cromwell 
Adams,  M.  Johns  Hopkins  ’29,  Port  Chester,  New  York 
(Fairfield  County) 

Adams,  R.  J.,  Ohio  State  ’60,  Middletown 

Adams,  R.  S.,  Columbia  ’48,  Woodbridge 

Adler,  D.  H.,  N.  Y.  U.  ’43,  Westport 

Adzima,  J.  M.,  Maryland  ’27,  Trumbull 

Agarwal,  C.  K.,  King  George’s  Med.  Coll.  ’53,  Rocky  Mill 

Agee,  F.  B.,  Jr.,  George  Washington  ’42,  Wethersfield 

Aguiar,  J.  C.,  Brazil  ’52,  Ansonia 

Ahmed,  E.  H.  S.,  Alexandria  ’52,  Norwalk 

Ahrens,  L.  B.,  Vermont  ’51,  New  Britain 

Aiello,  L.  J.,  Boston  ’35,  Norwalk 

Aitken,  G.  S.,  N.  Y.  U.  ’48,  Torrington 

Albamonti,  M.  J.,  Tufts  ’38,  Norwich 

Albanese,  A.  N.,  Siena,  Italy  ’53,  Danbury 

Albert,  D.  M.,  Pennsylvania  ’62,  New  Haven 

Albert,  M.,  Tufts  ’57,  Meriden 

Albis,  F.  J.,  Marquette  ’46,  East  Haven 

Albis,  M.  D.,  Marquette  ’48,  East  Haven 

Albom,  J.  J.,  Columbia  '39,  New  Haven 

Albright,  J.  A.,  Illinois  ’54,  New  Haven 

Alden,  J.  O.,  Tufts  ’47,  Hartford 

Alderman,  D.  B.,  Long  Island  ’46,  New  Haven 

Alderman,  M.  Y.,  Chicago  ’49,  Hartford 

Alesbury,  R.  J.,  Temple  ’45,  Manchester 

Alexander,  J.  M.,  Seton  Hall  ’63,  Bridgeport 

Alexander,  S.  J.,  Univ.  & Bellevue  ’32,  Middletown 

Alfonsi,  A.  A.,  Albany  ’50,  Southington 

Alisberg,  N.,  N.  Y.  U.  ’44,  Bristol 

Allam,  A.  F.,  Cairo  Ein  Shams  Un.  ’58,  Bristol 

Allard,  G.  G.,  Laval  ’50,  Stamford 

Allen,  B.  I.,  Washington  32,  Norwalk 

Allen,  E.  P.,  Yale  ’24,  Orange 

Allen,  J.  C.,  Hahnemann  ’39,  Hartford 

Allen,  J.  E.,  Syracuse  ’30,  Norwich 

Allen,  M.  M.,  Woman’s  Medical  ’35,  West  Hartford 

Allen,  R.,  Temple  ’43,  West  Hartford 

Allport,  V.  G.,  Queen’s  Un.  ’46,  Hartford 

Alpert,  A.  E.  Creighton  ’49,  New  Haven 

Alpert,  M.,  Yale  ’28,  Bridgeport 

Altenberg,  H.  E.,  N.  Y.  U.  ’47,  West  Hartford 

Alter,  B.  N.,  George  Washington  ’61,  Hartford 

Altshul,  V.  A.,  Yale  ’60,  New  Haven 

Alvares,  J.  F.,  Goa  Sch.  of  Med.  ’55,  Port  Washington,  New 
York  (Hartford  County) 

Arnanti,  J.  A.,  N.  Y.  U.  ’49,  Stafford  Springs 
Amarant,  L.,  Vienna  ’32,  Bridgeport 


Amato,  J.  A.,  Georgetown  ’56,  Hartford 
Amato,  P.  R.,  Tufts  ’61,  Hartford 
Amatruda,  F.  G.,  Yale  ’23,  New  Haven 
Amatruda,  T.  T.,  Jr.,  Yale  ’51,  Waterbury 
Amdur,  M.  J.,  Yale  ’64,  Willimantic 
Ameen,  L.,  Virginia  ’46,  New  Haven 
Ames,  W.  G.,  Columbia  ’38,  Essex 
Amore,  F.  R.,  Bologna  ’57,  New  Haven 
Amos,  I.  L.,  McGill  ’26,  Danbury 
An,  B.,  Yonsei,  Un.  ’63,  Hartford 
Anastasi,  A.  F.,  Rome  ’65,  Hartford 

Anderson,  A.  S.,  Catholic  Univ.,  Belgium  ’57,  West  Hartford 
Anderson,  C.  W.,  Harvard  ’34,  Greenwich 
Anderson,  D.  R.,  Tufts  ’56,  Waterbury 
Anderson,  F.  A.,  Boston  ’40,  Norwich 
Anderson,  F.  P.,  Yale  ’62,  New  Haven 
Anderson,  G.  G.,  Tennessee  ’56,  New  Haven 
Anderson,  G.  W.,  Jefferson  ’46,  Hartford 
Anderson,  H.  B.,  Indiana  ’41,  Bridgeport 
Anderson,  H.  C.,  Minnesota  ’43,  Palo  Alto,  California 
( New  Haven  County) 

Anderson,  J.  T.,  Pennsylvania  ’43,  Willimantic 
Anderson,  R.  M.,  Boston  ’40,  Norwich 
Anderson,  T.  E.,  George  Washington  Un.  ’64,  Torrington 
Andrews,  A.  E.,  Beirut  ’45,  Hartford 
Andrews,  R.  C.,  Boston  '50,  Norwich 
Andrus,  O.  B.,  Univ.  & Bellevue  ’32,  Milford 
Andrus,  W.  B.,  Tufts  ’61,  Portland 
Annunziata,  V.,  Long  Island  Coll.  Hosp.  ’30,  Newtown 
Antell,  M.  J.,  Vermont  ’29  Southport 
Anthony,  J.  R.,  Tufts  ’60,  Waterbury 
Anton,  M.  C.,  Marquette  ’39,  Stratford 
Apter,  H.,  George  Washington  ’34,  Hartford 
Apuzzo,  A.  A.,  Tufts  ’36,  Bridgeport 
Arafeh,  M K.,  Syrian  ’55,  Middletown 
Arcano,  J.  T.,  Temple  ’52,  Southington 
Archambault,  H.  A.,  Tufts  ’27,  Norwich 
Arena,  A.  J.,  Albany  ’60,  Middletown 
Argali  T.  R.,  P & S ’61,  Newtown  (Hartford  County) 
Annbruster,  L.  D.,  Women’s  Med.  Coll.  '47,  Cheshire 
Arnault,  D.  G.,  Harvard  ’43,  Middletown 
Arnold,  M.,  Harvard  ’29,  Willimantic 
Arnold,  W.  P.,  Jr.,  Columbia  ’46,  Middlebury 
Amstein,  R.  L.,  Harvard  ’51,  Hamden 
Aromin,  S.  C.,  Santo  Tomas  ’55,  Norwich 
Arons,  M.  R.,  Maryland  ’30,  Hartford 
Arons,  M.  S.,  Maryland  ’57,  New  Haven 
Arturi,  P.  A.,  N.  Y.  U.  ’52,  Greenwich 
Aseltine,  D.  T.,  Jr.,  Vermont  ’51,  Hartford 
Ashcroft,  A.  D.,  Columbia  ’35,  Pompano  Beach,  Florida 
(Fairfield  County) 

Asis,  J.,  Cordoba  Univ.  Argentina  ’62,  New  Haven 
Asken,  S.,  Geneva  ’58,  Stratford 
Asuncion,  C.  M.,  Philippines  ’55,  Hartford 
Atchley,  J.  A.,  Columbia  ’44,  New  York  City  ( Litchfield 
County) 

Atkins,  M.  P.,  Univ.  Coll.  Cork,  Ireland  ’57,  Rockville 
Atkins,  S.  M.,  Tufts  ’22,  Waterbury 
Atocha,  J.,  San  Marcos,  Peru  ’59,  New  Haven 
Atoynatan,  T.  H.,  Istanbul  ’44,  Manchester  ( New  Haven 
County ) 

Atwood,  A.  S.,  Yale  ’45,  Torrington 

Aube,  L.  A.,  McGill  ’43,  New  Brunswick,  Canada  (Fairfield 
County) 
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Audet,  C.  H.,  Maryland  ’17,  Fort  Lauderdale,  Florida  (New 
Haven  County) 

Audet,  C.  H.,  Jr.,  Maryland  ’46,  Waterbury 
Audet,  R.  J.,  Maryland  ’46,  Waterbury 
Auerbach,  N.  Basel  '61,  Norwalk 
Auerbach,  S.  R.,  Tufts  ’63,  Bridgeport 
Austin,  G.  L.,  Pennsylvania  '45,  Hartford 
Austrian,  H.,  Zurich  ’55,  Trumbull 
Axiotis,  A.  H.,  Athens  ’46,  Fairfield 
Ayotte,  L A.,  Laval  ’55,  Bristol 
Ayres,  P.  B.,  Toronto  '32,  Greenwich 
Azar,  M.  A.,  St.  Joseph  ’34,  Danbury 

Babcock,  A.  L.,  Jefferson  ’52,  Hartford 
Bachl,  F.  J.,  Tufts  ’64,  Farmington 
Bachman,  J.  P.,  Buffalo  ’26,  Newington 
Bachner,  P.,  Columbia  ’63,  Greenwich 
Backhus,  L.  C.,  Syracuse  ’33,  Waterbury 
Badan,  B.,  Graz  ’58,  Danbury 
Badner,  D.  H.,  N.  Y.  U.  ’41,  Meriden 
Bagdasarian,  A.  D.,  Stanford  ’62,  Bristol 
Baggish,  M.  S.,  Louisville  ’61,  Hartford 
Bagnall,  J.  S.,  Sheffield  Un.  ’55,  Hartford 
Bagnall,  R.  S.,  Harvard  '43,  Bloomfield 
Bailey,  R.  H.,  Vermont  ’55,  Hartford 
Baird,  R.  D.,  Washington  ’33,  New  Milford 
Baird,  W.  H.  Tufts  ’52,  Milford 
Baker,  A.  L.,  Virginia  ’28,  Sheffield,  Massachusetts 
(Middlesex  County) 

Baker,  E.  B.,  Tufts  ’52,  Danvers,  Massachusetts  (New 
Haven  County) 

Baker,  E.  L.,  Yale  ’61  Derby 

Baker,  G.  L.,  Washington  '52,  Hartford 

Baker,  J.  H.,  Georgetown  ’56,  Groton 

Baker,  P.  G.,  Vermont  ’33,  Winsted 

Baker,  S.  M.,  Yale  '64,  New  Haven 

Bakunin,  M.  I.,  Jefferson  ’32,  Bridgeport 

Balazs,  D.  A.,  Budapest  ’40,  West  Haven 

Baldwin,  D.  B.,  Temple  ’67,  Essex 

Baldwin,  W.  H.,  N.  Y.  Med.  Coll  ’41,  Manchester 

Balfour,  J.  D.,  Western  Ontario  ’25,  Norwich 

Ballard,  C.  J.,  Texas  ’51,  Portland  (Hartford  County) 

Balletto,  V.,  Tufts  '33,  East  Haven 
Balmaseda,  R.  Y.,  Havana  ’46,  Danbury 
Balsam,  R.  H.,  Queen’s  Un.  ’63,  New  Haven 
Baltrucki,  H.  C.,  Vermont  '52,  Hartford 
Banfield,  R.  S.,  Jr.,  Columbia  ’51,  Stamford 
Banks,  D.  T.,  Fordham  ’12,  Bridgeport 
Bannister,  W.  K.,  Ohio  ’40,  Hartford 
Bannon,  F.  M.,  Vermont  ’28,  Stamford 
Barald,  F.  C.,  Boston  ’36,  Hartford 
Baratz,  M.  A.,  Rochester  ’50,  New  Haven 
Barber,  R.  R.,  Vermont  ’30,  Tucson,  Arizona  (Fairfield 
County) 

Barbour,  C.  M.,  Jr.,  McGill  ’38,  West  Hartford 

Barbour,  P.  H.,  Jr.,  Yale  ’41,  Farmington 

Bardenheier,  J.  A.,  St.  Louis  ’63,  Essex 

Barese,  A.  M.,  Naples  ’35,  Danbury 

Barile,  A.  W.,  Loyola  ’43,  New  Haven 

Barker,  D.  C.,  Maryland  '40,  Fairfield 

Barker,  N.  J.,  Toronto  '26,  Collinsville 

Barnett,  R.  N.,  Yale  ’38,  Westport 

Barney,  W.  E.  Yale  ’35,  Milford 

Barrero,  E.  F.,  Santiago  ’53,  Bridgeport 

Barrett,  F.  C.,  Vermont  '46,  Norwich 

Barrett,  H.  S.,  Harvard  '41,  Hartford 

Barry,  E.  A.,  Jr.,  Laval  ’46,  Moosup 

Barry,  J.  C.,  Boston  ’33,  Manchester 

Barry,  R.  M.,  Pennsylvania  ’54,  Mystic 


Barry,  R.  T.,  Columbia  '46,  West  Hyannisport,  Massachusetts 
(Hartford  County) 

Barstow,  R.  I.,  Jefferson  ’33,  Norfolk 
Bartlett,  E.  W.,  Yale  ’67,  New  Haven 
Barton,  D.  C.,  Rochester  ’52,  Pordand 
Barton,  J.,  N.  Y.  U.  '58,  Norwalk 
Bartus,  S.  A.,  St.  Louis  '58,  Hartford 
Barwick,  P.  E.,  McGill  ’62,  Avon 
Barysh,  N.,  Rush  ’33,  Danbury 
Basden,  E.  H.,  Tufts  ’33,  Williinantic 
Basile,  J.  X.  R.,  Vermont  ’53,  Hartford 
Baskin,  A.  H.,  Minnesota  ’32,  Bloomfield 
Baskin,  A.  M.,  Albany  '52,  New  Haven 
Basu,  S.  K.,  Calcutta  ’60,  Hartford 
Batelli,  C.  F.,  Yale  ’28,  New  Haven 
Bates,  D.  H.,  Long  Island  ’39,  Putnam 
Batt,  H.  D.,  Hahnemann  ’50,  New  Haven 
Battista,  A.  W.  Tufts  ’24,  New  Haven 
Bauer,  W.  F.,  Jr.,  N.  Y.  Med.  Coll.  ’50,  Killingworth 
Baum,  S.  J.,  Vermont  ’48,  Bridgeport 
Bausch,  C.  P.,  Tufts  29,  Farmington 
Bauta,  H.  P.,  Univ.  Havana  ’60,  Newtown 
Baxter,  M.  F.,  Tufts  ’53,  Glastonbury 
Bayer,  A.  E.  Vermont  '48,  New  Britain 
Bayless,  A.  E.,  Southern  California  ’45,  Bridgeport 
Baz,  R.,  Beirut  ’49,  Gainesville,  Florida  ( New  Haven 
County) 

Beakey,  J.  F.,  Tufts  ’43,  Hartford 
Bean,  K.  F.,  Tufts  '60,  Bristol 
Beardsley,  F.  A.,  Cornell  ’43,  Willimantic 
Beasley,  A.  S.,  N.  Y.  U.  ’47,  Westport 
Beatman,  B.,  Albany  ’52,  New  London 
Beatrice,  A.  A.,  Tufts  ’29,  Bristol 
Beatrice,  M.  A.,  Columbia  ’56,  New  Haven 
Beaty,  J.  T.,  Columbia  ’43,  Greenwich 
Beck.  D.,  Albany  ’54,  Westport 

Beck,  E.  C.,  Yale  ’26,  New  York  City  (Fairfield  County) 

Beck,  E.  M.,  Yale  ’48,  Greenwich 

Beck,  R.  S.,  Temple  ’50,  Hartford 

Beck,  S.  H.,  Rochester  ’34,  Bridgeport 

Becker,  A.  H.,  Vermont  ’43,  Bristol 

Becker,  G.  E.,  Yale  ’55,  Willimantic 

Becker,  I.  W.,  Vermont  ’52,  Bristol 

Becker,  J.,  Univ.  & Bellevue  ’29,  New  London 

Becker,  M.  S.,  Tufts  ’67,  Hartford 

Becker,  P.  A.,  Albany  ’55,  Hartford 

Becker,  R.  E.,  McGill  ’60  Madison 

Beckett,  R.  S.,  Yale  ’40.  Hartford 

Bedizel,  M.,  Istanbul,  Turkey  ’54  Manchester 

Bedrick,  M.,  Harvard  ’43,  New  London 

Bee,  R.  W.,  Jefferson  ’60,  New  Britain 

Beebe,  J.  T.,  Columbia  '38,  Hartford 

Beeble,  J.,  Albany  '48,  Waterbury 

Behan,  E.  J.,  McGill  ’22,  New  Haven 

Behringer,  F.  R.,  Basel  ’52,  Waterford 

Beinfield,  M.  S.,  Long  Island  ’45,  Westport 

Beizer,  E.,  Long  Island  ’30,  Hartford 

Belkin,  J.  W.,  Maryland  ’49,  New  Britain 

Bellach,  H.,  Long  Island  ’33,  New  Britain 

Beilin,  A.,  N.  Y.  U.  ’45,  Stamford 

Beilis,  J.  M.,  Jr.,  Harvard  ’51,  Hamden 

Bellizzi,  J.  J.,  Tufts  ’47,  Hartford 

Bellobuono,  J.  R.,  Liege  ’59,  Middletown 

Bellucci,  A.  L.,  Vermont  ’54,  South  Glastonbury 

Benavides,  C.  G.,  Pennsylvania  ’60,  Manchester 

Bender,  L.,  Hahnemann  ’39,  Colchester 

Bender,  M.,  Med.  Coll.  Virginia  ’59,  New  Haven 

Bender,  S.  H.,  Chicago  ’61,  Westport 

Bendett,  R.  J.,  Tufts  ’55,  Hartford 
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Benjamin,  B.  I.,  Columbia  ’61,  Stamford 
Benjamin,  M.  R.,  N.  Y.  Med.  Coil.  '50,  Stamford 
Benkovich,  G.  O.,  Budapest  ’30,  Rocky  Hill 
Benninghoff,  D.  W.,  Columbia  ’53,  Greenwich 
Benoit,  R.  J.,  Georgetown  ’26,  Belleair,  Florida  (Hartford 
County) 

Bensch,  K.  G.,  Erlangen  ’53,  Stanford,  California  (New 
Haven  County) 

Benton,  A.  J.,  State  Univ.,  N.  Y.  ’57,  New  Canaan 
Benton,  P.E.,  Columbia  ’34,  Orleans,  Massachusetts  (New 
Haven  County) 

|Beres,  P.,  Columbia  ’52,  Westport 
Bergen,  J.  R.,  Tufts  ’43,  Waterbury 
Bergendahl,  G.  T.,  Tufts  '61,  Norwich 
Bergendahl,  H.  A.,  Tufts  '33,  Norwich 
[Berger,  A.,  Zurich  ’58,  Shelton 
Berger,  J.,  Univ.  Florida  '63,  East  Hartford 
Berkun,  S.  G.,  Lausanne  ’63,  Bridgeport 
Berland,  R.  H.,  Minnesota  ’61,  Hartford 
Berlin,  B.  B.,  McGill  ’56,  Hartford 
Berlowe,  M.  L.,  State  Univ.  N.  Y.  ’23,  New  Haven 
Berman,  L.  H.,  Edinburgh  ’49,  Westport 
[Berman,  S.,  Long  Island  '43,  New  Haven 
Bernacki,  E.  J.,  New  Jersey  Coll.  Med.  ’67,  Cheshire 
(Middlesex  County) 

Bemanke,  M.,  St.  Louis  ’27,  Southbury 
Berneike,  R.  R.,  Western  Reserve  ’41,  New  Haven 
Bemene,  J.  L.,  Albany  ’67,  Greenwich 
Bernstein,  A.,  N.  Y.  U.  ’53,  New  Britain 
Bernstein,  A.,  Yale  ’08,  Bridgeport 
Bernstein,  C.  M.,  N.  Y.  Med.  Coll.  ’54,  New  Britain 
Bernstein,  D.  J.,  Vermont  '33,  New  Britain 
Bernstein,  J.,  Georgetown  ’51,  Bridgeport 
Bernstein,  L.,  Berne  ’36,  Hartford 
Bernstein,  S.  H.,  N.  Y.  U.  ’48,  Hartford 
Berry,  R.  W.,  Columbia  ’50,  Bridgeport 
Bersier,  A.  M.,  Beme  ’41,  Bridgeport 
Berte,  J.  B.,  Georgetown  ’58,  New  Haven 
Bertuch,  A.  W.,  Maryland  ’60,  Middletown 
Berwick,  P.,  N.  Y.  U.  ’38,  Moodus 
Bessa,  O.,  Jr.,  Parana-Brazil  ’56,  Stamford 
Besser,  E.  L.,  Johns  Hopkins  ’37,  Manchester 
Betancourt,  E.,  Universidad  Javeriana  ’60,  New  Haven 
(Middlesex  County) 

Betten,  M.  G.,  Albert  Einstein  ’66,  Norwich 

Biassey,  E.  L.,  Howard  ’47,  Stratford 
Biehn,  D.  M.  F.,  Queen’s  ’37,  Fairfield 
Biehn,  S.  L.,  Toronto  ’26,  Bridgeport 
Bielecki,  C.  E.,  Tufts  ’39,  Norwich 
Billings,  W.  C.,  Columbia  ’50,  New  Haven 
Biondi,  B,  Tufts  ’38,  New  Haven 

Birchall,  E.  F.,  Vermont  ’47,  Watervliet,  New  York  (New 
London  County) 

Bird,  F.  L.,  Cornell  *48,  Willimantic 

Bird,  F.  S.,  Vermont  ’33,  Bristol 

Birge,  E.  B.,  N.  Y.  Med  Coll.  ’57,  Stratford 

Birge,  H.  L.,  Pennsylvania  ’33,  Hartford 

Birnbaum,  H.  B.,  Royal  Coll.  England  ’35,  Madison 

Bimey,  T.  P.,  Northwestern  '39,  Bridgeport 

Bisceglia,  J.  G.,  Georgetown  ’48,  Greenwich 

Bishop,  C.  C.,  Yale  ’30,  New  Haven 

Bisson,  B.  P.,  Vermont  '53,  Waterbury 

Bizzozero,  O.  J.,  Vermont  ’27,  Waterbury 

Bizzozero,  O.  J.,  Jr.,  St.  Univ.  New  York  ’62,  Waterbury 

Black,  J.  S.,  Stritch  ’59,  Hartford 

Blain,  C.  A.,  Ottawa  ’57,  Waterbury 

Blaine,  G.  B.,  Jr.,  Columbia  ’43,  Lakeville 

Blakeslee,  Sister  M.  H.,  Ottawa  ’67.  West  Hartford 


Blanchard,  D.  L.,  Yale  ’31,  Branford 
Blaney,  C.  C.,  Boston  ’40,  Bridgeport 
Blank,  G.  I.,  Bern  ’59,  New  Britain 
Blank,  M.  B.,  Aberdeen  ’50,  Bridgeport 
Blank,  S.,  Virginia  ’41,  Waterbury 
Blank,  V.  E.,  Free  Univ.  Brussels  '54,  Bridgeport 
Blansfield,  H.  N.,  Yale  '47,  Danbury 
Blechner,  J.  N.,  Yale  ’57,  New  Britain 
Blodinger,  I.  E.,  Yale  ’25,  Hamden 
Blogoslawski,  W.  J.,  Georgetown  ’27,  New  Britain 
Bloom,  D.  I.,  Tufts  ’35,  Thompsonville 
Blossom,  D.  B.,  Columbia  ’38,  Greenwich 
Blum,  L.  M.,  Duke  ’55,  Fairfield 
Boas,  N.  F.,  Harvard  ’45,  Wilton 
Bobowick,  A.  R.,  Tufts  ’66,  Waterbury 
Bobrow,  A.,  Beme  ’39,  Hartford 
Bobruff,  J.,  Yale  ’55,  New  London 
Boelhouwer,  C.,  Leiden  ’57,  Hartford 
Bogdan,  P.  E.,  N.  Y.  U.  ’58,  Greenwich 
Bogin,  M.,  Yale  ’26,  Bridgeport 
Bohan,  G.  N.,  Amer.  Univ.  Beirut  '44,  Meriden 
Boissevain,  A.  R.,  Jefferson  ’63,  Seymour 
Bolstad,  R.  A.,  Southern  California  ’47,  Norwich 
Bolt,  E.  A.,  Jr.,  Johns  Hopkins  ’50,  Willimantic 
Boltax,  R.  S.,  Boston  ’63,  Derby 
Boltax,  S.  P.,  Temple  ’62  New  Haven 
Bolton,  J.  D.,  Hahnemann  ’43,  Greenwich 
Bonaccorsi,  B.  I.,  Pisa-Italy  ’55,  Waterbury 
Bondy,  P.  K.,  Harvard  ’42,  London,  England  ( New  Haven 
County ) 

Bonner,  G.  A.,  Vermont  '45,  New  Haven 
Bonner,  R.  A.,  Jr.,  Maryland  '38,  Waterbury 
Bonnett,  D.  N.,  Illinois  ’43,  Greenwich 
Bonney,  H.  T.,  Toronto  ’52,  Hartford 
Book,  D.  T.,  Western  Reserve  ’43,  Hartford 
Bopp,  R.  K.,  Vanderbilt  ’56,  Willimantic 
Borden,  W.  A.,  New  York  Univ.  ’58,  Hartford 
Boren,  C.  W.,  Washington  Univ.  ’60,  Hartford 
Borger,  A.  P.,  Michigan  ’53,  Old  Lyme 
Bomemann,  C.,  N.  Y.  Med.  Coll.  ’40,  Falls  Village 
Bomstein,  H.  D.,  Jr.,  Yale  ’53,  North  Haven 
Borowy,  J.  E.,  Yale  ’50,  Stamford 
Borrelli,  A.  P.,  St.  Univ.  New  York  ’60,  Newtown 
Borsos,  L.  A.,  Pazmany  ’50,  Bridgeport 
Bousa,  W.  S.,  N.  Y.  U.  ’48,  Bridgeport 
Bouthillier,  J.  E.,  Georgetown  ’61,  Putnam 
Bove,  J.  R.,  Maryland  ’53,  New  Haven 
Bowen,  F.  D.  T.,  Maryland  ’42,  Hartford 
Bowen,  R.  P.,  N.  Y.  Med.  Coll.  ’52,  Coventry  (Windham 
County ) 

Bowen,  W.  R.,  Syracuse  ’53,  Brookfield 
Bower,  B.  F.,  Johns  Hopkins  ’58,  Hartford 
Bower,  R.  S.,  Madras  ’45,  New  Britain 
Bowers,  G.  N.,  Jr.,  Yale  '54,  Hartford 
Bowman,  S H.  Hahnemann,  Chicago  ’13,  Naples,  Florida 
( Fairfield  County ) 

Boyd,  J.  E.,  Albany  ’62,  Milford 
Boyd,  R.  B.,  Tufts  '41,  Wallingford 
Braat,  J.  P.,  Utrecht  ’30,  Manchester 
Braceland,  F.  J.,  Jefferson  ’30,  Hartford 
Brackett,  J.  W.,  Jr.,  Columbia  ’58,  Waterbury 
Bradbum,  H.  B.,  Vanderbilt  ’56,  New  Haven 
Bradford,  K.  A.,  Downstate  Med.  Ctr.  ’65,  New  Haven 
Bradley,  E.  G.,  Cornell  ’48,  Bridgeport 
Bradley,  E.  T.,  Cornell  '36,  Norwalk 
Bradley,  H.  A.,  Jr.,  Cornell  '40,  Norwalk 
Bradley,  R.  E.,  Jr.,  N.  Y.  U.  ’58,  Woodbridge 
Bradley,  W.  R.,  N.  Y.  Med.  Coll.  '49,  Hartford  ( New 
Haven  County) 
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Brady,  J.  J.,  Tufts  ’55,  Hamden 
Branch,  J.  C.,  Johns  Hopkins  ’59,  New  Haven 
Brand,  E.  S.,  N.  Y.  U.  ’43,  New  Haven 
Brandon,  D.  K.,  Univ.  Iowa  ’63,  Rocky  Hill 
Brandon,  K.  F.,  Toronto  '32,  Hartford 
Brandriss,  J.,  Columbia  ’26,  Bloomfield 
Brandt,  A.  A.,  Yale  ’51,  Milford 
Branham,  H.  E.  Jr.,  South  Carolina  ’57,  Stamford 
Branom,  W.  T.,  Jr.,  New  York  Univ  ’60,  Greenwich 
Bratu,  M.,  Bucharest-Rumania  ’51,  Derby 
Braun,  R.,  Vienna  ’29,  Bridgeport 
Braun,  R.  W.,  Nebraska  ’65,  Stamford 
Braverman,  I.  M.,  Yale  ’55,  New  Haven 
Bravo,  A.  J.,  Yale  ’64,  Bridgeport 
Bray,  G.  H.,  Vermont  ’47,  New  Britain 
Breakell,  E.  S.,  Buffalo  '47,  Stamford 
Breck,  R.  W.,  Yale  '45,  Wallingford 
Breer,  R.  D.,  Harvard  ’54,  Manchester 
Brenneman,  A.  R.,  Yale  ’58,  Hartford 
Brewer,  A.  E.,  N.  Y.  U.  ’41,  Lakeville 
Brewer,  F.,  Columbia  ’20,  Bloomfield 
Brewer,  S.  V.  L.,  Hamburg  ’59,  West  Hartford 
Brewer,  T.  F.,  Ill,  New  York  ’57,  Old  Saybrook  (Hartford 
County) 

Brewster,  W.  B.,  Jr.,  Harvard  '42,  Hartford 
Brezina,  P.  S.,  Yale  '40,  Bristol 
Bria,  W.  F.,  Rome  ’34  Cos  Cob 
Bridburg,  R.  M.,  Trinity  Coll.  Dublin  ’61,  Hartford 
Brier,  H.  D.,  N.  Y.  U.  ’34,  Bridgeport 
Briggs,  H.  C.,  Yale  ’57,  Winsted 
Briggs,  R.  S.,  Yale  '61,  Torrington 
Brigham,  J.  C.,  Tulane  ’57,  Hudson,  Massachusetts 
(New  Haven  County) 

Brink,  A.  J.,  Buffalo  ’62,  New  Haven 
Britting,  J.  A.,  Albany  ’55,  Windsor 
Broady,  H.,  St.  Louis  ’41,  Meriden 
Brochin,  M.,  Harvard  ’56,  New  Haven 
Brock,  W.  H.  McGill  ’45,  Old  Greenwich 
Brockvvay,  D.  W.,  Long  Island  ’43,  Woodbridge 
Brodey,  J.  F.,  Jefferson  ’66,  West  Hartford 
Brodoff,  M.,  Geneva  ’53,  West  Haven 
Brodoff,  S.  S.,  N.  Y.  U.  '46,  New  Haven 
Brody,  B.  S.,  Yale  '28,  New  Haven 
Brody,  D.  E.,  N.  Y.  Med.  Coll.  ’63,  Bridgeport 
Brody,  D.  M.,  Virginia  ’61  Norwalk 
Brogden,  J.  M.,  Tufts  '55,  Guilford 
Bronson,  W.  R.,  Rochester  ’58,  Hartford 
Brooks,  N.  H.,  Hahnemann  ’68,  Rockville 
Brooks,  P.  L.,  McGill  ’32,  Bridgeport 
Brosnan,  J.  F.,  Tufts  ’30,  New  London 
Brothers,  D.,  N.  Y.  Med.  Coll.  ’66,  Milford 
Brovender,  A.,  Brussels  ’58,  Norwalk 
Brovender,  S.,  Leyden  ’59,  Norwalk 
Brown,  C.  R.,  Cornell  ’45,  New  Canaan 
Brown,  D.  A.,  Long  Island  ’46,  Darien 
Brown,  D.  L.,  Columbia  '55,  Hartford 
Brown,  D.  S.,  Cornell  ’45,  New  Canaan 
Brown,  F.  F.,  Jr.,  Columbia  ’40,  Torrington 
Brown,  H.,  St.  Un.  N.  Y.  ’5S,  New  London 
Brown,  L.,  Jefferson  ’61,  Hartford 
Brown,  M.  R.  S.,  Temple  ’43,  Meriden 
Brown,  P.  N.,  Hahnemann  '43,  Meriden 
Brown,  R.  B.,  Cornell  '47,  Hartford 
Brown,  R.  J.,  Maryland  ’44,  Trumbull 
Brown,  W.  M.,  Glasgow  '42,  Groton 
Brown,  W.  T.,  P.  P.  Un.  Budapest  ’32,  Derby 
Browne,  E.  R„  Tufts  ’46,  Willimantic 
Browne,  F.  J.,  Nafl.  Univ.  Ireland  ’58,  Stamford 
Browne,  H.  H.,  Albany  '56,  Southington 


Browne,  M.  A.,  Cork  ’50,  Stamford 

Browning,  L.  D.,  Jr.,  Harvard  ’49,  Stamford 

Browning,  S.  P.,  Ill,  Columbia  ’54,  Norwich 

Brubaker,  R.  E.,  Pennsylvania  ’36,  New  Haven 

Bruno,  J.  J.,  Hahnemann  ’35,  New  Haven 

Bruskin,  C.  E.,  Leipzig  ’32,  Hartford 

Buchalter,  D.  J.,  Michigan  ’63,  Middetown 

Buchman,  J.  G.,  N.  Y.  U.  ’57,  Ridgefield 

Buck,  B.  J.,  Harvard  ’26,  West  Hartford 

Buckhout,  G.  A.,  Tufts  ’35,  Bridgeport 

Buckley,  J.  L.,  Tufts  '40,  Torrington 

Buckley,  M.  B.,  National  Univ.  Ireland  ’57,  Waterbury 

Buckley,  W.  E.,  Boston  ’33,  Middletown 

Buckman,  R.  F.,  Long  Island  ’45,  Milford 

Bucknam,  C.  A.,  Columbia  ’57,  Hartford 

Bucknam,  F.  G.,  Harvard  ’47,  Hartford 

Bucky,  T.  L.,  Yale  '43,  Weston 

Buebendorf,  D.  P.,  Yale  ‘60,  Essex 

Bujdud,  C.  M.,  Un.  Puebla  ’52,  Stamford 

Bulaong,  R.  G.,  Sto.  Tomas  ’54,  Hartford 

Bull,  M.  B.,  Columbia  ’62,  Darien 

Bull,  S.  M.,  Physicians  & Surgeons  ’62,  Stamford 

Bullen,  H.  G.,  Pennsylvania  ’41,  Stamford 

Bidlwinkel,  G.  A.,  Jr.,  Columbia  ’61,  Stamford 

Bunce,  J.  M.,  Yale  ’42,  Hartford 

Bundy,  E.  S.,  Vermont  ’48,  Southington 

Buol,  R.  S.,  Harvard  ’23,  New  Britain 

Burack,  J.  O.,  Tufts  ’39,  South  Norw'alk 

Burbank,  J.,  Harvard  ’43,  Meriden 

Burch, 'P.  G.,  Johns  Hopkins  ’63,  Meriden 

Burchell,  R.  C.,  Buffalo  ’54,  Hartford 

Burd,  R.  M.,  Columbia  ’63,  Bridgeport 

Burke,  A.  V.,  Georgetown  ’53,  Norwalk 

Burke,  F.  II.,  Georgetown  ’31,  Rockville 

Burke,  G.  F.,  Minnesota  ’54,  Torrington  (Hartford  County) 

Burke,  J.  F.,  Yale  '31,  Waterbury 

Burke,  W.  H.,  Cornell  ’45,  Bridgeport 

Burkle,  F.  M.,  Jr.,  Vermont  ’65,  Essex 

Burnham,  B.  A.,  Tufts  ’34,  Waterbury 

Burnham,  B.  E.,  Pennsylvania  ’64,  Hartford 

Bumie,  G.  A.,  Yale  '35,  Danbury 

Bums,  D.  W.,  Georgetown  ’65,  Hartford 

Bums,  J.  E.,  Tufts  '40,  Hartford 

Bums,  J.  L.,  Graz  28,  Hadlyme  (Middlesex  County) 

Burris,  J.  O.,  Rochester  ’56,  Danbury 
Burrow,  G.  N.,  Yale  ’58,  Marseille,  France  ( New  Haven 
County ) 

Burton,  G.,  New  York  Univ.  ’63,  New  London 

Bush,  H.  S.,  Jr.,  Cornell  57,  Rockville  (Hartford  County) 

Butenas,  C.,  Rochester  ’53,  Meriden 

Butler,  R.  W.,  Tufts  ’30,  Waterbury 

Butterfield,  R.  K.,  Tufts  ’50,  Manchester 

Butterfield,  W.  L.,  Jr.,  Harvard  '41,  Hartford 

Byard,  R.  M.,  Woman’s  Med.  Coll.  Pa.  ’52,  Bridgeport 

Byer,  S.,  George  Washington  ’57,  New  Britain 

Byme,  D.  W.,  Columbia  ’27,  Windsor  Locks 

Cacace,  V.  A.,  Loyola  ’39,  Bridgeport 
Cadelina,  W.  E.  Santo  Tomas  ’62  Derby 
Calabresi,  M.,  Florence  ’26,  New  Haven 
Caldarelli,  R.  A.,  Loyola  ’47,  Hartford 
Caldwell,  D.  M.,  Jr.,  McGill  ’52,  Manchester 
Calio,  J.  V.,  Stanford  '46,  Hartford 
Calise,  P.  J.,  Washington  Univ.  ’55,  Willimantic 
Callahan,  J.  L„  Georgetown  ’45,  Newington 
Callan,  F.  J.,  Yale  ’56,  Danbury 
Callan,  J.  P.,  Univ.  Coll.  Dublin  ’63,  Wethersfield 
Calogero,  J.  A.,  N.  Y.  U.  ’63,  Hartford 
Camarda,  A.  L.,  Naples  ’41,  Bridgeport 
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Cameron,  I.  R.,  Trinity  Coll.  Dublin  61,  East  Hartford 
Cameron,  N.  A.,  Johns  Hopkins  ’33,  Tucson,  Arizona  (New 
Haven  County) 

Hamilleri,  J.  A.,  Yale  ’55,  New  Haven 
Camp,  W.  A.,  Emory  ’57,  Greenwich 
Campbell,  H.  B.,  Pennsylvania  ’09,  Norwich 
Campbell,  I.  G.  Univ.  Durham  ’58,  Manchester 
Campbell,  M.  F.,  Duke  ’61,  Greenwich 
Campbell,  R.  H.,  Wayne  ’35,  Hartford 
Campbell,  S.,  Vermont  ’23,  Meriden 
Campione,  M.  P.,  Lausanne  ’54,  Meriden 
Caney,  W.  H.,  Albany  ’41,  Watertown 
Canfield,  N.,  Michigan  ’29,  St.  Croix,  Virgin  Island  (New 
Haven  County) 

Canniff,  J.  C.,  Cornell  ’43,  Torrington 

Canter,  N.  M.,  N.  Y.  U.  ’55,  Bridgeport 

Canty,  W.  P.,  Natl.  Univ.  Ireland  ’54,  Putnam 

Canzonetti,  A.  J.,  Chicago  ’44,  Waterbury  (Hartford  County) 

Capobianco,  A.  P.,  N.  Y.  Med.  Coll.  '40,  Bridgeport 

Capodilupo,  V.  M.,  Naples  ’54,  Bridgeport 

Cappelletti,  A.  J.,  Jefferson  ’46,  Waterbury 

Cappucci,  L.  W.,  Georgetown  '53,  New  Haven 

Carangelo,  J.,  Tufts  ’38,  Hartford 

Cardone,  M.  J.,  Vermont  ’37,  Bridgeport 

Carelli,  G.  F.,  Yale  ’ll.  New  Haven 

Carey,  T.  B.,  Albany  '44,  West  Hartford 

Carey,  W.  C.,  Columbia  ’33,  Meriden 

Carignan,  R.  Z.,  Georgetown  ’40,  Farmington 

Carino,  J.  M.,  N.  Y.  Med.  Coll.  66,  Stamford 

Carlson,  C.  E.,  Maryland  '37,  New  Britain 

Carlson,  D.  A.,  Yale  ’58,  New  Haven 

Carlton,  L.  S.,  Harvard  ’52,  Canton  Center 

Carpentieri,  A.  L.,  N.  Y.  Med.  Coll.  ’38,  Waterbury 

Carpentieri,  J.  C.,  Lausanne  ’58,  Hartford 

Carr,  M.  F.,  Univ.  Coll.  Dublin  ’54,  Hartford 

Carrabba,  S.  R.,  Jefferson  ’46,  Hartford 

Carrol,  J.  E.,  Boston  ’25,  West  Hartford 

Carroll,  P.  R.,  Jr.,  Georgetown  ’29,  Bridgeport 

Carroll,  R.  Me.,  West  Virginia  ’65,  Westport 

Carter,  F.  J.,  N.  Y.  U.  ’47,  Norwich 

Carter,  M.  G.,  Harvard  ’41,  New  Haven 

Carter,  M.K.,  Georgetown  ’52,  Norwich 

Cartland,  J.  E.,  Jr.,  Columbia  ’43,  Hartford 

Carvey,  E.  V.,  Yale  ’35,  Wethersfield 

Cary,  J.  M.,  Western  Reserve  ’45,  Newington  (New  Haven 
County ) 

Casale,,  A.  J.,  Hahnemann  ’60,  Hartford 
Caserta,  S.  J.,  Georgetown  ’37,  Bridgeport 
Casey,  E.  J.,  Georgetown  ’58,  Bronx,  New  York  (Hartford 
County ) 

Cashman,  J.  L.,  Hahnemann  ’37,  North  Haven 

Cassell,  R.  T.,  Geneva  ’54,  Westport 

Cassin,  C.  M.,  New  York  Med.  Coll.  ’59,  New  Haven 

Cassone,  R.,  Vermont  ’41,  Stamford 

Castagno,  M.  M.,  Boston  ’43,  Hartford 

Castagno,  R.  A.,  Columbia  ’41,  Hartford 

Castaldo,  L.  F.,  Tufts  ’37,  Fairfield 

Castiglione,  F.  M.,  N.  Y.  Med.  Coll.  ’42,  New  Haven 

Castro,  R.  P.  Havana  ’45,  Danbury 

Catanuto,  N.  T.,  Dalhousie  ’61,  Orange 

Cavaliere,  V.  J.,  N.  Y.  U.  ’43,  Bridgeport 

Cavalieri,  R.  J.,  Jefferson  ’42,  Wethersfield 

Cavicke,  D.  C.,  Tufts  ’52,  New  London 

Celentano,  L.  E.  H.,  Hahnemann  ’30,  New  Haven 

Cenci,  V.  P.,  Tufts  ’29,  West  Hartford 

Cerritelli,  D.  PI.,  New  York  Med.  ’62,  Middletown 

Ceuiemans,  C.  P.,  Ghent  ’52,  Middletown 

Chace,  C.  W.,  Yale  ’52,  Middletown 


Chachkes,  J.  T.,  Chicago  ’58,  New  Canaan 
Chait,  S.  A.,  Nebraska  ’40,  Litchfield 
Chamberlin,  A.  C.,  Boston  Univ.  ’57,  Stamford 
Chang,  S.  C.,  Seoul  ’47,  New  Haven 
Chapnick,  M.  H.,  Jefferson  ’32,  Putnam 
Charde,  J.  P.  Pennsylvania  ’67,  Sharon 
Charendoff,  L.,  Toronto  ’56,  Manchester 
Chartier,  G.  M.,  Boston  ’33,  Danielson 
Chasnoff,  J.  A.,  Long  Island  ’36,  West  Haven 
Chastanet,  D.  V.  P.,  Montpellier  ’59,  Milford 
Chaucer,  N.  G.,  Columbia  ’41,  Hartford 
Chavez,  A.  E.,  Un.  Santiago,  Spain  ’64,  Waterbury 
Cheney,  C.  B.,  Yale  ’41,  New  Haven 
Cherry,  J.  B.,  McGill  ’43,  Danbury 
Chester,  L.  L.,  Vermont  ’38,  Hartford 
Chetrick,  A.,  Yale  '53,  New  Haven 
Cheung,  E.  H.  F.,  Un.  of  the  East  ’67,  North  Branford 
Chiappinelli,  D.,  Tufts  ’46,  Milford 
Chiaramonte,  C.  T.,  Long  Island  ’26,  Danbury 
Chick,  F.  B.,  N.  Y.  Med.  Coll.  ’46,  Easton 
Chiota,  J.  A.,  Vermont  ’37,  Bridgeport 
Chobian,  J.  A.,  Loyola  ’33,  Seymour 
Chotkowski,  L.  A.,  Yale  ’42,  Kensington 
Christie,  F.  J.,  N.  Y.  U.  ’46,  Greenwich 
Christine,  B.  W.,  Albany  ’48,  Litchfield 
Ciccarelli,  A.  W.,  Hahneman  ’42,  Bristol 
Cimmino,  G.  N.,  Yale  ’60,  Ansonia 
Cipriano,  A.  P.,  Long  Island  ’41,  New  Haven 
Cirmo,  W.  F.,  Vermont  ’59,  Wallingford 
Citrano,  E.  C.  Louvain  ’58,  Trumbull 
Clancy,  J.  J.,  Yale  ’31,  Newington 
Clapp,  P.,  Harvard  ’52,  New  Britain 
Claps,  L.  V.,  N.  Y.  U.  ’40,  Greenwich 
Clark,  B.  B.,  Cornell  ’37,  New  Britain 
Clark,  H.  T.,  Jr.,  Rochester  ’44,  Woodbridge 
Clark,  I.,  Albany  ’65,  Hartford 
Clark,  M.  H.,  Women’s  Medical  ’33,  New  Haven 
Clark,  M.  L.,  Tufts  ’65,  Washington 
Clark,  S.,  Jr.,  N.  Y.  Med.  Coll.  ’57,  Middletown 
Clarke,  C.  C.,  Yale  ’32,  New  Haven 
Clarke,  H.  M.  Rochester  ’39,  New  Britain 
Clarke,  W.  A.,  Georgetown  ’46,  Hartford 
Clarke,  W.  I.,  Harvard  ’41,  South  Daytona,  Florida  (New 
Haven  County) 

Clason,  F.  P.,  Harvard  T5,  West  Hartford 
Clayton,  E.  M.,  Yale  ’59,  New  London 
Clayton,  J.  A.,  State  Univ.  N.  Y.  ’54,  Cos  Cob 
Cleary,  H.  J.,  Tufts  ’29,  Watertown 
Cleaver,  R.  S.,  Jr.,  Cornell  ’45,  Bridgeport 
Clement,  D.  PL,  Harvard  ’35,  New  Haven 
Clift,  G.  V.,  Columbia  ’58,  Fairfield 
Climo,  S.,  Ohio  '29,  New  Haven 
Cloonan,  J.  J.,  Georgetown  ’40,  Stamford 
Coassin,  N.  A.,  Yale  ’55,  Milford 
Coates,  S.  P.,  Maryland  ’34,  Suffield 
Cobb,  R.  J.,  N.  Y.  Med  Coll.  ’57,  Hartford 
Cocilovo,  V.,  Palermo  ’53,  Meriden 
Cody,  T.  P.,  Long  Island  ’36,  New  Canaan 
Coe,  M.  J.,  Queen’s  Univ.  ’57,  Portland 
Coe,  R.  E.,  Tufts  ’51,  Hamden 
Coelho,  J.  N.,  Lisbon  '49,  Hartford 
Cogswell,  L.  P.,  Harvard  ’33,  Hartford 
Cohart,  E.  M.,  Columbia  ’33,  New  Haven 
Cohen,  B.,  Albany  ’42,  Hartford 
Cohen,  G.  S.,  Yale  ’63,  Orange 
Cohen,  L.  S.,  N.  Y.  U.  ’58,  New  Haven 
Cohen,  S.  A.,  N.  Y.  U.  ’66,  Guilford 
Cohen,  S.  L.,  Buffalo  ’53,  Bridgeport 
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Cohen,  W.,  Western  Reserve  '56,  Waterbury 

Cohen,  W.,  Yale  ’23,  New  Haven 

Cohn,  G.  L.,  Hahnemann  ’50,  Hamden 

Cohn,  S.  H.,  Boston  ’34,  Hartford 

Colburn,  R.  F.,  Vermont  ’37,  Stamford 

Cole,  C.  H.,  Yale  ’32,  Watertown  (New  Haven  County) 

Cole,  J.  W.,  Washington  ’44,  New  Haven 

Cole,  M.  J.,  St.  Bartholomew’s  ’39,  Hartford 

Cole,  R.  G.,  Meharry  ’44,  New  Haven 

Coleman,  J.  V.,  Vienna  ’34,  New  Haven 

Coleman,  M.,  Long  Island  ’42,  Stamford 

Coleman,  P.  J.,  Georgetown  ’54,  Danbury 

Coletti,  L.,  Vermont  ’57,  Norwich 

Coley,  G.  M.,  Harvard  ’53,  Hartford 

Coley,  M.  S.,  Harvard  ’54,  Newington 

Collias,  J.  C.,  Yale  ’56,  Hartford 

Collins,  J.  O.  Baylor  ’29,  Watertown  (New  Haven  County) 
Collins,  R.  N.,  Yale  ’62,  Sharon 
Collins,  W.  F.,  Yale  ’47,  New  Haven 
Colliton,  R.  J.,  Kansas  ’62  (Hartford  County) 

Colmers,  R.  A.,  Vienna  ’37,  Savannah,  Georgia  ( Fairfield 
County ) 

Colwell,  B.  S.,  Yale  ’48,  Hamden 
Colwell,  H.  S.,  Johns  Hopkins  ’14,  New  Haven 
Combs,  J.  T.,  Johns  Hopkins  ’59,  Wallingford 
Comodo,  N.  M.,  Queens  ’35,  Wethersfield  (New  Haven 
County) 

Compson,  F.  E.  M.,  Boston  ’20,  Clinton,  N.  Y.  (Middlesex 
County ) 

Conant,  R.  G.,  Georgetown  ’49,  Hartford 
Concannon,  P.  R.,  Nat’l  Un.  Ireland  ’64,  Middletown 
Conklin,  C.  T.,  Jr.,  Vermont  ’41,  Thomaston 
Connell,  T.  H.,  Jr.,  Michigan  ’45,  Bridgeport 
Connolly,  A.  J.,  Georgetown  ’28,  New  Haven 
Connolly,  J.  P.,  Georgetown  ’36,  Stamford 
Connor,  G.  J.,  Rochester  ’39,  New  Haven 
Connor,  G.  M.,  Boston  ’35,  Plantsville 
Conrad,  C.  C.,  Tufts  ’54,  Colchester 
Conroy,  J.  T.,  Vermont  ’55,  West  Hartford 
Conroy  M.  M.,  Cornell  ’59,  Meriden 
Conte,  B.  L.,  N.  Y.  Med.  Coll.  '50,  New  Haven 
Conte,  H.  C.,  N.  Y.  U.  ’54,  New  Haven 
Conte,  M.  G.,  Naples  ’35,  New  Haven 
Conway,  D.  F.,  Jr.,  Columbia  ’37,  New  Haven 
Conway,  E.  J.,  Yale  ’44  Hartford 
Conway,  M.,  St.  Bartholomew’s  '43,  West  Hartford 
Cook,  D.  E.,  Cincinnati  ’55,  Old  Saybrook 
Cook,  R.,  Temple  Un.  67,  Enfield 
Cook,  T.  J.,  Pennsylvania  ’59,  Norwich 
Cook,  W.  H.,  Western  Ontario  ’47,  Bridgeport 
Cooke,  R.  W.,  Yale  ’43,  Hartford 
Coolidge,  P.  M.,  George  Washington  ’62,  Bridgeport 
Coomaraswamy,  R.  P.,  N.  Y.  U.  ’59,  Greenwich  (Litchfield 
County ) 

Cooney,  G.  E.,  Nebraska  '60,  Bridgeport 
Cooper,  D.  W.,  Pennsylvania  ’54,  New  London 
Cooper,  M.,  Cornell  ’48,  Bridgeport 
Cooper,  P.  A.,  State  Univ.  N.  Y.  '53,  Hartford 
Cooper,  R.  A.,  Rochester  ’60,  New  Haven 
Copeck,  G.,  Zurich  ’56,  Stratford 
Coppes,  H.  R.,  Amsterdam  '57,  Milford 
Coppeto,  C.  J.,  Marquette  '39,  Waterbury 
Coppola,  E.  A.,  Long  Island  TO,  Waterford 
Coral,  M.,  University  of  Zurich  (Switzerland)  ’39,  Terryville 
Corazzelli,  F.  G.,  Jr.,  Bologna  '56,  Trumbull  (New  London 
County ) 

Corcoran,  M.  A.,  Tufts  ’30,  Cromwell  (Hartford  County) 

Corey,  J.  M.,  Tufts  ’59,  Norwalk 

Corey,  W.  Van  A.,  George  Washington  '33,  Hamden 


Corley,  E.  II.,  Howard  ’49,  Bridgeport 
Comacchia,  R.,  Naples  '51,  Naugatuck 
Comelio,  F.  J.,  Georgetown  ’34,  Winsted 
Cornett,  S.  J.,  Queens  ’55,  Cromwell 
Corradino,  C.  L.,  Tufts  ’29,  New  Haven 
Corridon,  J.  D.,  Georgetown  '28,  East  Norwalk 
Corsaro,  T.  P.,  State  Univ.  New  York  ’56,  Milford 
Corso,  P.  F.,  Tufts  '52,  Bridgeport 
Corwin,  D.  B.,  Syracuse  ’32,  Norwalk 
Corwin,  H.  R.,  Long  Island  ’42,  Norwalk 
Cosentino,  R.  T.,  Georgetown  '62,  New  Britain 
Coshak,  M.,  Boston  ’37,  Waterbury 
Costa,  P.  J.,  Yale  ’55,  Jewett  City 
Cottiero,  T.,  Yale  ’26,  Waterbury 
Cottle,  R.  D.,  McGill  ’60,  Stamford 
Couch,  F.  H.,  Yale  ’30,  Cromwell 
Coughlin,  F.  R.,  Jr.,  Yale  ’52,  Stamford 
Coulson,  L.  A.,  St.  U.  N.  Y.,  N.  Y.  C.  '52,  New  London 
Cousins.  M.  L.,  Vermont  ’52,  New  Haven 
Covey,  W.  G.,  Physicians  & Surgeons  ’62,  Stratford 
Cox,  M.  E.,  Cincinnati  ’36,  Waterbury 
Coyle,  T.  F.,  State  Univ.  N.  Y.  ’63,  Bridgeport 
Coyne,  E.  A.,  Queen’s  Univ.  Belfast  ’63,  Vernon 
Cozzolino,  E.  N.,  Harvard  ’33,  West  Haven 
Craighill.  M.  D.,  Johns  Hopkins  ’24,  Jamestown,  Rhode 
Island  (New  Haven  County) 

Cramer,  S.  L.,  N.  Y.  Medical  ’41,  Hartford 
Crampton  C.  B.,  Yale  ’37,  Middletown 
Crane,  J.  E.,  Vermont  ’39,  Springdale 
Cranston,  R.  W.,  Jr.,  Albany  ’46,  Norwich 
Crary,  H.  I.,  Columbia  ’48,  New  Canaan 
Craven,  R.  O.,  N.  Y.  Med.  Coll.  ’62,  Newtown 
Crawford,  J.,  Howard  ’59,  Hartford 
Creatura,  J.  A.,  Yale  '58,  Bridgeport 
Creaturo,  N.  E.,  Boston  ’31,  Trumbull 
Cressy,  N.  L.,  Yale  '39,  Norwich 
Crisafi,  B.  R.,  Stritch  ’63,  Greenwich 
Crispin,  M.  A.,  Temple  ’41,  West  Pahn  Beach,  Florida 
( Hartford  County ) 

Crombie,  H.  D.,  Jr.,  Tufts  ’61,  Hartford 
Cronan,  T.  L.,  Stritch  '56,  Trumbull 
Cronin,  M.  T.  I.,  Georgetown  ’65,  New  Haven 
Cronin,  W.  T.,  New  York  Med.  Coll.  ’59,  Norwalk 
Crothers,  C.  H.,  Yale  ’44,  New  Britain 
Crowley,  J.  W.,  Catholic  Univ.  '54,  New  Britain 
Crown,  C.  A.,  Illinois  ’47,  New  Canaan 
Crowther,  D.  F.  S.,  N.  Y.  Med.  Coll.  ’64,  Cromwell 
Crupi,  C.,  Bologna  Univ.  '52,  Waterbury 
Csovanyos,  L.,  Budapest  ’39,  East  Norwalk 
Cuello,  R.  A.,  Santo  Domingo  Univ  ’53,  Bridgeport  (New 
London  County 

Cullen,  C.  F.,  Jefferson  ’48,  Hartford 
Cullen,  J.  R.,  Georgetown  ’36,  Somers 
Cullen,  M.  T.,  Woman’s  Med.  Coll.  Pennsylvania  ’56,  West 
Hartford 

Cullina,  J.  C.,  George  Washington  ’48,  West  Hartford 

Culotta,  C.  S.,  Yale  ’28,  Hamden 

Cunin,  B.  M.,  Temple  ’62,  Hartford 

Cunningham,  P.  R.,  Yale  ’49,  Guilford 

Cunningham,  R.  D.  M.,  Yale  ’30,  Stamford 

Curi,  J.  F.  J.,  Yale  ’64,  Torrington 

Curis,  F.  T.,  Georgetown  ’56,  Hartford 

Curley,  W.  H.,  Jr.,  Cornell  ’38,  Bridgeport 

Curran,  J.  J.,  Georgetown  ’61,  Hartford 

Curran,  T.  L.,  Boston  U.  '39,  Hartford 

Curtis,  B.  H.,  Columbia  ’36,  Newington 

Curtis,  J.  P.,  Albert  Einstein  ’64,  Sharon 

Curtis,  W.  B.,  Columbia  ’34,  New  Haven 

Cusanelli,  G.  N.,  Long  Island  ’46,  New  Haven 
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Cushman,  G.  L.,  Tufts  ’43,  Woodbury 
Cushman,  L.  A..  Harvard  ’24,  West  Hartford 
Cusnir,  M.,  Frankfurt  ’36,  Meriden 
Cutler,  H.  J.,  New  York  Med.  Coll.  ’59,  Waterbury 
Cutler,  H.  S.,  St.  Louis  '37,  New  Haven 
Czaja,  R.  J„  Tufts  ’53,  Thompsonville 
Czarsty,  J.  C.,  Georgetown  ’54,  Oakville  ( New  Haven 
County ) 

da  Costa,  J.  F.,  Lisbon  ’55,  Hartford 
D’Aiuto,  M.  L.,  St.  Louis  ’60,  Bridgeport 
Dalai,  B.  J.,  Sheth  G.  S.  ’59,  Bridgeport 
Daiburg,  L.  A.,  Jr.  N.  Y.  Medical  ’58,  New  Britain 
Dale,  P.  W.,  Harvard  ’47,  Greenwich 
D’Alessio,  C.  M.,  Maryland  ’37,  New  Haven 
Dallas,  M.,  Boston  ’22,  New  Haven 
D’Alotto,  J.  A.,  State  Univ.  N.  Y.  ’63,  Hartford 
Daly,  J.  E.,  Tufts  ’44,  Waterbury 
Dambeck,  A.  B.,  Vermont  ’54,  Tolland 
DAmbruoso,  D.  C.,  Columbia  ’36,  West  Hartford 
Damiani,  R.  A.,  Tufts  ’33,  Wolcott 
D’Amico,  M.,  Yale  ’31,  New  Haven 
Danaher,  T.  H.,  Yale  ’57,  Torrington 
Danaher,  T.  J.,  Yale  ’28,  Torrington 
D’ Andrea,  F.  H.,  Yale  ’29,  Stamford 
D’Angelo,  A.  J.,  Rome  ’42,  Southington 
D’Angelo,  D.  A.,  Georgetown  ’55,  Waterbury 
D’Angelo,  E.  J.,  Rome  ’42,  Southington 
Daniels,  D.  S.,  Virginia  ’69,  Waterbury 
Daniels,  E.  H.,  Jr.,  Howard  ’52,  Hartford 
Daniels,  J.  C.,  Rochester  ’56,  Danbury 
Danigelis,  J.  A.,  Vermont  ’59,  East  Hartford 
Dann,  O.  T.,  Yale  ’62,  New  Haven 
Danoff,  S.  J.,  N.  Y.  U.  ’55,  Stamford 
Danyliw,  J.  M.,  Jefferson  ’47,  East  Hartford 
Danzig,  S.  D.,  Lausanne  ’37,  New  Milford 
Darrow,  J.  E.,  Tufts  ’28,  New  Britain 
Daukas,  C.  G.,  Yale  ’55,  East  Hartford 
Daukas,  N.  J.,  N.  Y.  U.  ’47,  Middletown 
Dauphinais,  R.  M.,  St.  Louis  ’61,  Hartford 
Dantrich,  A.  W.,  Yale  ’39,  Litchfield 
Davenport,  J.  J.,  Jr.,  Georgetown  ’59,  Farmington 
Davey,  L.  M.,  Yale  ’43,  New  Haven 
David,  N.  D.,  Teheran  ’43,  West  Hartford 
Davidson,  A.  C.,  New  York  ’62,  Derby 
Davie,  R.  N.,  Louisiana  '44,  Waterbury 
Davis,  C.  D.,  Johns  Hopkins  ’39,  New  Haven 
Davis,  J.  B.,  Kansas  ’33,  Whitestone,  Virginia  (New  Haven 
County ) 

Davis,  J.  M.,  Yale  ’60,  Brentwood,  Tennessee  (New  Haven 
County ) 

Davol.  R.  T.,  Columbia  ’41,  Greenwich 
Dawe,  E.  L.,  London  ’48,  Danbury 
Day,  E.  J.,  N.  Y.  Med.  Coll.  ’54,  West  Haven 
Dayton,  C.  J.,  Temple  ’47,  Cheshire 
Dayton,  N.  A.,  Ohio  T5,  Clearwater,  Fla.  (Windham 
County ) 

Dean,  M.  A.,  Tufts  ’43,  Bridgeport 
Dean,  P.  M.,  Columbia  ’44,  Greenwich 
Dearani,  A.  C.,  Georgetown  ’53,  Norwalk 
DeBemardo,  R.  L.,  Georgetown  ’63,  Bridgeport 
DeCarlos,  K.  A.,  Tufts  ’64,  Hartford 
deChabert-Ostland,  J.  G.,  Paris  ’34,  Hartford 
deCholnoky,  T.,  Budapest  ’28,  Greenwich 
Deduk,  N.  T.,  Woman’s  Med.  Coll.  Pa.  ’54,  Seymour 
Deduk,  V.  J.,  N.  Y.  Med.  Coll.  ’54,  Seymour 
’de  Escobar,  D.  M.,  Un.  Sao  Paulo  ’54,  Waterbury 
deForest,  G.  K.,  Yale  '32,  New  Haven 
DeFusco,  L.  A.,  Georgetown  ’62,  East  Hartford 


DeGraff,  A.  C.,  Jr.,  N.  Y.  U.  55,  Hartford 
DeKlyn,  W.  B.,  Temple  ’41,  Danbury 
Delany,  F.,  Columbia  ’45,  Greenwich 
Delevett,  A.  F.,  Johns  Hopkins  ’40,  Bridgeport 
Delgado-Fourzan,  E.,  Mexico  ’43,  Hartford 
Delgrego,  A.  L.,  George  Washington  ’30,  New  Haven 
D’Elia,  F.  G.,  Georgetown  ’53,  Southport 
D’Elia,  P.  F.,  Tufts  ’44,  New  Haven 
DeLibero,  A.  F.,  Rome  ’45,  Stratford 
Della  Valle,  L.,  Bologna  ’60,  Hamden 
Delligan,  F.  W.,  Georgetown  ’41,  Hartford 
Delohery,  C.  L.,  Temple  ’26,  Lake  Worth,  Florida  ( Fairfield 
County ) 

DelPizzo,  A.,  Bologna  ’57,  New  Haven 
DeLuca,  J.  V.,  Georgetown  ’47,  Bridgeport 
DeLuca,  V.  A.,  Jr.,  Long  Island  Coll.  Med.  ’48,  Derby 
DelVecchio,  L.  F.,  Georgetown  ’31,  Bridgeport 
DeMaio,  J.  T.,  Tufts  ’60,  Hartford 
DeMarchena,  J.  E.,  Rio  de  Janiero  ’57,  Waterbury 
Deming,  A.  S.,  Harvard  '40,  Hartford 
Deming,  C.  D.,  Johns  Hopkins  TO,  West  Hartford 
Deming,  E.  G.,  Harvard  '40,  Hartford 
Demir,  P.,  New  York  Med.  Coll.  ’59,  New  Haven 
Demko,  R.  M.,  N.  Y.  U.  ’54,  Manchester 
DeNegre,  L.  M.,  Seton  Hall  ’60,  Milford 
Dennen,  P.  C.,  Univ.  Buffalo  ’49,  Waterbury 
Denton,  C.  R.,  Vermont  ’48,  Hartford 
DePasquale,  F.  L.,  Pennsylvania  ’26,  Hartford 
DePasquale,  J.  A.,  Pennsylvania  '36,  Hartford 
DePetrillo,  B.,  Bologna  ’54,  Waterbury 
DePonte,  R.  J.,  Yale  ’61,  New  Haven 
Derby,  J.  H.,  McGill  ’60,  New  London 
Deren,  M.  D.,  Syracuse  '33,  Bridgeport 
Derkash,  S.  L.,  Hahnemann  ’40,  Greenwich 
Desmond,  C.  T.,  Boston  U.  ’38,  Bethesda,  Maryland  (Hart- 
ford County) 

D’Esopo,  J.  N.,  McGill  ’31,  New  Haven 
de  Suto-Nagy,  G.  I.,  Royal  Hung.  ’35,  West  Haven 
de  Suto-Nagy,  I.  K.,  Royal  Hung.  T5,  New  Haven 
DeTora,  A.  M.,  Boston  '40,  Stafford  Springs 
Devenis,  M.  M.,  Yale  T9,  Santa  Monica,  California  (New 
Haven  County) 

DeVille,  D.  B.,  Nat’l.  Univ.  Ireland  ’56,  Middletown 
DeWitt,  E.  N.,  Pennsylvania  T7,  Fairfield 
Dey,  F.  L.,  Northwestern  ’44,  New  London 
Diamond,  E.  H.,  Breslau  ’32,  Norwalk 
Diaz,  A.,  Mexico  ’56,  Putnam 

DiBella,  R.  J.,  Laval  62,  North  Grosvenordale  ( New  London 
County ) 

Dickey,  R.  A.,  Columbia  ’63,  Farmington 
Dickinson,  G.  H.,  Vermont  ’46,  Meriden 
Dickinson,  W.  W.,  Pennsylvania  ’42,  Yalesville 
DiCorato,  F.,  Bari  ’50,  Norwalk 
Diggs,  A.  M.,  Maryland  ’52,  Waterbury 
DiGiandomenico,  A.  T.,  St.  Louis  ’41,  Meriden 
Dignam,  B.  S.,  Yale  ’35,  Thompsonville 
DiGrazia,  P.  V.,  Lausanne  ’61,  Brookfield 
DiLorenzo,  S.  F.,  Tufts  '43,  Waterbury 
Dineen,  J.  P.,  Cornell  ’55,  Derby 
Dinep,  M.,  Bern  ’56,  New  Britain 
Dingman,  P.  V.,  Columbia  P.  & S.  ’42,  Waterbury 
Dinolt,  R.,  Vienna  ’30,  Putnam 
Dion,  A.  J.,  Tufts  ’28,  Hartford 
Dion,  J.  A.,  Georgetown  ’37,  Hartford 
Diskan,  A.  E.,  Temple  ’37,  Manchester 
Diters,  E.  N.,  Tennessee  ’48,  Collinsville 
Dobbs,  W.  G.  IT,  Rochester  ’34,  Portland,  Oregon 
(Litchfield  County) 

Dobrow,  R.  J.,  Harvard  ’60,  Hartford 


68 


ROSTER 


Dobson,  J.  P.,  Columbia  ’36,  Arcadia,  Florida  (Fairfield 
County) 

Dock,  D.  S.,  Johns  Hopkins  ’54,  Seattle,  Washington  ( New 
Haven  County) 

Doctor,  D.  W.,  N.  Y.  Med.  ’52,  Westport 
Doctor,  J.  E.,  Downstate  Med.  Ctr.  ’59,  Westport 
Doctoroff,  S.  J.,  Columbia  ’64,  New  Britain 
Dodd,  A.  H.,  Temple  ’48,  Willimantic 
Dodd,  S.  G.,  Temple  ’48,  Willimantic 
Doering,  E.  G.,  Bonn  ’53,  Greenwich 
Doering,  R.  W.,  Kansas  ’48,  Bridgeport 
Doerr,  W.  J.,  Erlangen  ’40,  Hartford 
Doheny,  J.  J.,  N.  Y.  Med.  Coll.  ’56,  Derby 
Doherty,  H.  E.,  Georgetown  ’55,  Bridgeport 
Doherty,  R.  C.,  Vermont  ’47,  West  Hartford 
Dolan,  E.  P.,  McGill  '50,  Bridgeport 
Dolan,  R.  G.,  Vermont  ’58,  Huntington 
Dolan,  V.  L.,  State  Univ.  New  York  ’56,  Torrington 
Dolberg,  II.  M.,  Leiden  ’58,  Westport 
Dolinsky,  A.  H.,  N.  Y.  Med.  School  ’51,  New  Haven 
Dombrowski,  E.  H.,  St.  Univ.  New  York  61,  Stamford 
Donadio,  J.  A.,  Yale  ’66,  Middletown 
Donnelly,  J.,  Liverpool  ’38,  Hartford 
Donnelly,  J.  E.,  State  Univ-  New  York  ’58,  Bethany 
Donnelly,  J.  F.,  State  Univ.  New  York  ’58,  Bethany 
Donnelly,  V.  P.,  McGill  ’56,  Bridgeport 
Donnelly,  W.  A.,  Yale  ’34,  Bridgeport 
Donohue,  S.  M.,  Tufts  ’48,  Windsor 
Donovan,  J.  F.,  Harvard  ’52,  Hartford 
Donovan,  T.  J.,  Harvard  ’46,  Hartford 
Donovan,  W.  F.,  Boston  ’31,  West  Hartford 
Dooley,  J.  A.,  St.  Louis  ’55,  Portland 
Dorantes,  J.,  Mexico  '54,  New  London 
Dorfman,  G.,  Tulane  ’50,  New  Britain 
Dorian,  E.,  Maryland  ’37,  New  Britain 
Dorian,  E.  C.,  Cornell  49,  Hartford 
Dorison,  E.  E.,  Berne  ’56,  Westport 
Dorr,  J.  R.,  Yale  ’57,  Darien 
Dougherty,  A.  J.  Univ  Coll  Galway  ’60,  Hartford 
Douglas,  H.  J.,  Iowa  ’57, Cheshire  (Hartford  County) 
Douglass,  E.  L.,  Long  Island  T6,  Hingham,  Massachusetts 
(New  London  County) 

Dowaliby,  J.  M.,  II,  Yale  ’67,  New  Haven 
Dowling,  K.  V.,  New  York  ’57,  Hartford 
Downer,  M.  C.,  Boston  '29,  West  Hartford 
Downing,  L.  C.,  Meharry  ’60,  New  Haven 
Downs,  E.  F.,  Johns  Hopkins  ’37,  Bronxville,  New  York 
(Litchfield  County) 

Doyle,  F.  W.,  Yale  '55,  Willimantic 
Draper,  T.  F.,  Queen’s  ’55,  Newtown 
Dressier,  D.  M.,  Chicago  ’64,  New  Haven 
Driscoll,  A.  J.,  Boston  ’47,  Bristol 
Drobnes,  S.,  Freiburg  ’37,  Norwich 
Drury,  R.  W.,  Duke  ’64,  Glastonbury 
Dudac,  T.  W.,  Georgetown  '33,  Southington 
Dudley,  J.  P.,  Minnesota  ’57,  Greenwich 
Dudzic,  A.  L.,  Ottawa  ’58,  Waterbury 
Dufort,  R.  T.,  Georgetown  ’64,  North  Grosvenordale 
Dugas,  J.  A.,  Loyola  ’38,  Bridgeport 
Duke,  M.,  N.  Y.  U.  '54,  Manchester 
Duksa,  W.  J.,  Georgetown  ’37,  West  Hartford 
Dun,  A.  A.,  Harvard  ’45,  Hartford 
Dunn,  H.,  Amsterdam  ’58,  Hartford 
Dunn,  M.  L.,  N.  Y.  U.  '43,  New  Britain 
Dunne,  M.  J.,  Queen’s  Univ.  Belfast  ’58,  Alexandria,  Virginia 
( Hartford  County ) 

Dunsmore,  R.  H.,  Hahnemann  ’43,  Hartford 
Durkee,  R.  E.,  Jr.,  Harvard  ’36,  West  Hartford 
Dushane,  J.  E.,  Tufts  ’36,  Hartford 


Dutton,  R.  S.,  McGill  ’63,  Winsted 

Duzmati,  P.  P.,  Jefferson  '36,  Bridgeport 

Dworken,  D.  S.,  Boston  ’55,  Bridgeport 

Dwyer,  G.  K.,  Rochester  '43,  Norwalk 

Dwyer,  H.  L.,  Jr.,  Northwestern  ’43,  New  Haven 

Dwyer,  R.  T.,  Tufts  ’50,  Granby 

Dwyer,  T.  A.,  Georgetown  ’39,  New  Fairfield 

Dwyer,  W.  J.,  Tufts  '50,  Granby 

Dyer,  C.  E.,  Tufts  ’28,  New  London 

Dyer,  C.  F.,  Cornell  ’47,  New  London 

Dyer,  R.  H.,  Jr.,  Cornell  ’63,  Waterbury 

Dzubaty,  M.,  Buffalo  ’48,  West  Haven 

Eadie,  F.  S.,  Tufts  '48,  Norwich 
Eagan,  E.  C.,  Albany  ’43,  Hartford 
Earle,  B.  B.,  Rush  ’30,  Glastonbury 
Earle,  L.  H.,  Jr.,  Tufts  '50,  West  Hartford 
Eaton,  H.  E.,  Vermont  ’49,  Pomfret 
Ebbert,  A.,  Jr.,  Virginia  ’46,  New  Haven 
Ebers,  T.  M.,  Nebraska  ’31,  Sedona,  Arizona  (Hartford 
County) 

Echental,  A.  A.,  Geneva  ’63,  Stamford 
Eckels,  H.  S.,  Hahnemann  ’48,  Bridgeport 
Eckhardt,  W.  F.,  Jr.,  N.  Y.  U.  ’53,  New  Canaan 
Eddy,  J.  R.,  Vermont  ’53,  Manchester 
Edelson,  M.  H.,  Chicago  ’55,  New  Haven 
Edelstein,  S.  W„  Hahnemann  ’57,  Hartford 
Edgar,  E.  E.,  Tufts  ’61,  East  Lyme 
Edgar,  M.  S.,  Jr.,  Columbia  ’59,  Norwich 
Edkin,  R.  E.,  Howard  '59,  Hartford 
Edmonstone,  W.  M.,  Rochester  ’43,  Mystic 
Edson,  D.  H.,  Vermont  ’42,  Danbury 
Edson,  R.  C.,  Jefferson  ’31,  St.  Augustine  Shores,  Florida 
(Hartford  County) 

Edwards,  H.  R.,  Coll.  Med.  Evangelists  T8,  New  Haven 

Edwards,  L.  E.,  George  Washington  ’47,  Fairfield 

Egan,  D.  F.,  Tufts  ’43,  New  Britain  (New  Haven  County) 

Egee,  J.  B.,  Hahnemann  ’34,  Newtown 

Egloff,  F.  R.  L.,  Harvard  ’47,  Farmington 

Ehrlich,  E.  L.,  Bern  ’58,  West  Hartford 

Eilbergas,  M.,  Zurich  ’41,  Windsor  Locks 

Eimas,  A.,  Tufts  ’30,  Bridgeport 

Eisen,  S.  L.,  Albany  ’66,  Waterbury 

Eisenberg,  J.  H.,  State  Univ.  N.  Y.  ’62,  Bridgeport 

Eisenberg,  S.  E.,  Rochester  ’39,  New  Britain 

Elgosin,  R.  B.  McGill  ’40,  Milford 

Eliasoph,  J.  L.,  N.  Y.  U.  ’49,  Stamford 

Eliasoph,  J.,  N.  Y.  U.  ’49,  Stamford 

Elliott,  F.  G.,  Jr.,  Howard  ’40,  Bridgeport 

Elliott,  J.  R.,  Boston  ’32,  Canaan 

Elliot.  K.  G.,  Tufts  ’26,  West  Hartford 

Ellis,  G.  D.,  Albany  ’50,  Waterford 

Ellis,  L.  G.,  Jefferson  ’20,  West  Hartford 

Ellis,  W.  A.,  Jefferson  '40,  Hartford 

Ellison,  M.  M.,  Rochester  ’43,  New  London 

Ellrich,  D.  L.,  Jefferson  ’28,  Westport 

Ellzey,  W.  J.,  Tulane  ’64,  Willimantic 

Elser,  J.  P.,  Georgetown  ’56,  Naugatuck 

Ely.  J.  G.,  Harvard  ’23,  Lyme 

Emery,  F.  M.,  Columbia  ’29,  New  Haven 

Emmel,  R.  C.,  Cornell  ’45,  West  Hartford 

Eng,  G.  O.,  Yale  ’49,  Stamford 

Engel,  H.  P.,  Durham,  England  ’55,  Bridgeport 

Engelke,  H.  A.,  N.  Y.  Med.  Coll.  ’59,  Gales  Ferry 

Enowitch,  B.  I.,  Univ.  Geneva  ’66,  Hartford 

Enriquez,  A.  R.,  San  Marcos  ’63,  New  Britain 

Ephraim,  P.  D.,  Albert  Einstein  ’65,  Orange 

Epstein,  B.,  Vienna  ’36,  Danbury 

Epstein,  E.  J.,  N.  Y.  Med.  Coll.  ’45,  Stamford 

Epstein,  J.  I.,  Yale  ’43,  Middletown 
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Erami,  M.,  Geneva  '56,  Bristol 
Eras,  P.,  S.  U.  N.  Y.  ’60,  Bridgeport 
Erba,  S.  M.,  Hahnemann  ’45,  Woodbridge 
Ergin,  M.  T.,  Istanbul  ’50,  Hartford 
Erickson,  G.  C.,  Tufts  ’31,  Rockville 
Errico,  A.  V.,  Naples  ’59,  North  Haven 
Esdaile,  W.  W.,  Meharry  ’62,  New  Haven 
Eskwith,  I.  S.,  Syracuse  ’40,  Ripley,  West  Virginia  (Fairfield 
County ) 

Eslami,  VI.  S.,  Tehran  ’57,  Waterbury 
Esposito,  J.  J.,  Cohunbia  ’37,  Bridgeport 
Esposito,  M.  J.,  Boston  ’49,  Meriden 
Estela,  J.  A.,  Un.  Santo  Tomas  ’64,  Bristol 
Estrada,  J.  A.,  Santo  Domingo  ’54,  New  Milford 
Etkind,  E.  L.,  Albert  Einstein  ’62,  New  Haven 
Etkind,  M.  G.,  Maryland  ’33,  New  Haven 
Evans,  D.  T.,  Vermont  ’62,  Newtown 
Evans,  T.  S.,  Columbia  ’21,  New  Haven 
Evarts,  J.,  Columbia  ’29,  Millerton,  New  York  (Litchfield 
County) 

Exconde,  F.  V.,  Jr.,  Far  Eastern  Un.  ’62,  Danbury 

Fabbri,  R.,  Jr.,  Yale  ’64,  New  Haven 
Fabrizio,  T.  I.  J.,  Helsinki  ’57,  Norwalk 
Fabro,  J.  A.,  Tufts  '37,  Torrington 
Fagan,  F.  J.,  Boston  ’38,  New  London 
Fagan,  F.  X.,  Cornell  ’33,  Wethersfield 
Fahey,  P.  J.,  Nat’l.  Univ.  Ireland  ’55,  Hartford 
Faiaz,  E.  K.,  Tehran  ’51,  Hartford 
Fairlie,  C.  W.,  Jr.,  Columbia  ’41,  Hartford 
Fakkel,  M.  J.,  Tufts  '50,  Stamford 
Falk,  M.,  Lausanne  ’61,  Naugatuck 
Falsone,  J.  J.,  Long  Island  ’47,  Norwalk 
Fand,  R.,  N.  Y.  U.  ’62,  Danbury 
Fanning,  J.  B.,  Nat’l.  Univ.  Ireland  '57,  North  Haven 
Fanslow,  A.  W.,  New  York  '55,  Stratford  (New  Haven 
County ) 

Farber,  L.  R.,  S.  U.  N.  Y.  ’65,  New  Haven 
Farland,  V.  L.,  Montreal  ’25,  Fort  Lauderdale,  Florida 
(Hartford  County) 

Farmer,  D.  A.,  Harvard  ’42,  New  Haven 
Farrell,  H.  F.,  N.  Y.  Medical  ’54,  Torrington 
Farrell,  J.  E.,  Georgetown  ’52,  Stamford 
Farrell,  R.  F.,  Vermont  '42,  Stamford 
Fasanella,  R.  M.,  Yale  '43,  New  Haven 
Fasano,  L.  A.,  New  York  ’55,  New  Haven 
Fauliso,  R.  J.,  Tufts  ’60,  Hartford 
Favata,  J.,  Lausanne  ’58,  Waterbury 
Fay,  W.  J.,  Harvard  ’14,  Hartford 
Fazzone,  A.  C.,  Seton  Hall  ’61,  Bridgeport 
Fazzone,  P.  R.,  Yale  ’58,  New  Haven 
Fearon,  H.,  St.  Univ.  New  York  ’27,  Washington 
Fearon,  R.  E„  Harvard  ’61,  New  Haven 
Federico,  J.  V.,  Harvard  ’66,  Madison 
Feeney,  T.  M.,  Boston  ’36,  West  Hartford 
Fegley,  H.  B.,  Hahnemann  ’34,  Danbury 
Feierstein,  S.,  Zurich  ’63,  Monroe 
Felber,  J.  H.,  Vienna  ’45,  West  Hartford 
Felder,  E.  A.,  Jefferson  ’48,  Darien 
Feldman,  D.  E.,  Yale  ’71,  North  Haven 
Feldman,  M.  G.,  Boston  ’58,  Bridgeport 
Feldman,  P.,  Med.  Coll.  Georgia  ’61,  Hartford 
Feldman,  S.  M.,  Boston  ’54,  Bridgeport 
Fenaughty,  R.  W.,  St.  Univ.  N.  Y.  ’57,  New  Britain 
Fenn,  J.  E.,  Yale  ’61,  New  Haven 
Fenney,  P.  W.,  Tufts  ’31,  Newington 
Fenton,  R.  H.,  Lausanne  ’57,  New  Haven 
Feola,  B.  J.,  Maryland  ’60,  Branford 
Ferando,  L.  J.,  Bologna  ’62,  New  Haven 


Ferguson  H.  K.,  N.  Y.  U.  ’32,  Waterford 
Ferguson,  J.  F.,  Jr.,  Yale  '40,  Wallingford 
Fernand,  E.  G.,  Yale  ’55,  Danbury 
Feroleto,  G.  J.,  Vermont  '59,  Bridgeport 
Ferranti,  R.  D.,  Rome  ’52,  Hamden 
Ferrari,  D.  A.,  Columbia  ’63,  Manchester 
Ferraro,  R.  W.,  Creighton  ’63,  Waterbury 
Ferris,  J.,  Columbia  '43,  New  Milford 
Fezza,  A.  J.,  New  York  ’65,  Hamden 
Fezza,  M.  L.,  New  York  ’54,  Hamden 
Fialkoff,  R.,  Havana-Cuba  ’48,  Manchester 
Fiducia,  J.  P.,  Queen’s  Un.  Belfast  ’65,  Middletown 
Fieldman,  A.,  Tufts  ’51,  Hartford 
Fierberg,  A.  A.,  Pittsburgh  '49,  Hartford 
Fierman,  L.  B.,  Western  Reserve  ’46,  Portland  (New  Haven 
County ) 

Figueroa,  F.  J.,  Mexico  ’50,  Enfield 
Filan,  J.  K.,  National  Un.  Ireland  ’54,  Derby 
Filer,  H.  L.,  Jr.,  Yale  ’46,  New  Haven 
Filewicz,  S.  P.,  N.  Y.  Med.  Coll.  ’9,  New  Britain 
Filson,  R.  M.,  Queen’s  T5,  Wethersfield 
Fincke,  C.  L.,  Harvard  ’28,  Stamford 
Fine,  B.,  Jefferson  ’32,  Stamford 
Fine,  J.,  Pennsylvania  '31,  Stamford 
Fink,  H.  D.,  Louisville  ’54,  Milford 
Finkelstein,  H.  I.,  Washington  Univ.  ’61,  New  Britain 
Finkelstein,  J.,  Un.  Pennsylvania  ’60,  Sharon 
Finkelstein,  W.,  Harvard  ’34,  Waterbury 
Finley,  G.  C.,  Tufts  ’24,  Hartford 
Finn,  A.  J.,  Bowdoin  '21,  Waterbury 
Finn,  A.  J.,  Jr.,  Jefferson  ’60,  Torrington 
Finn,  F.  W.,  Columbia  ’38,  Greenwich 
Finnie,  J.  N.,  Un.  Alberta  ’63,  Torrington 
Fischbein,  F.  I.,  N.  Y.  Med.  Coll.  ’63,  Middletown 
Fischer,  D.  G.,  Vermont  ’57,  Hamden 
Fischer,  D.  S.,  Harvard  ’55,  New  Haven 
Fischer,  J.  J.,  Harvard  ’61,  New  Haven 
Fischl,  R.  A.,  Durham,  England  ’51,  Danbury 
Fishbone,  G.,  Univ.  Sheffield  ’58,  Hamden 
Fisher,  L.  C.,  Columbia  ’55,  Stamford 
Fisher,  R.  L.,  Columbia  ’40,  Sharon 
Fisher,  R.  L.,  Yale  ’59,  Hartford 
Fisher,  W.  H.,  Jr.,  Tufts  ’58,  Waterbury 
Fishman,  R.,  Temple  ’53,  New  London  (New  Haven 
County ) 

Fishman,  R.  S.,  Geneva  ’56,  Hartford 
Fiske,  M.,  Boston  '27,  Ridgefield 
Fiskio,  P.  W.,  Yale  ’27,  New  Haven 
Fitzgerald,  J.  R.,  Ya^  ’57,  East  Hartford 
Fitzpatrick,  E.  E.,  Maryland  T5,  St.  Petersburg,  Florida 
( New  Haven  County ) 

Fitzpatrick,  E.  J.,  McGill  ’42,  New  Haven 

Fitzpatrick,  W.  F.,  Cornell  ’38,  Norwalk 

Flagg,  J.  A.,  Temple  ’51,  Bridgeport 

Flagg,  S.  V.,  Columbia  ’62,  New  Haven 

Flaherty,  C.  V.,  Yale  TO,  West  Hartford 

Flaherty,  M.  V.,  Georgetown  '43,  Hartford 

Flamm,  G.  H.,  Long  Island  ’43,  New  Haven 

Flanagan,  E.  P.,  Univ.  Coll.  Dublin  ’58,  Manchester 

Fleck,  S.,  Harvard  ’40,  New  Haven 

Fleisch,  M.  C.,  Tufts  ’40,  Hartford 

Fleisher,  P.,  Western  Ontario  ’44,  Bridgeport 

Fleisher,  P.  R.,  Basle  ’58,  New  London 

Fleming,  R.  J.,  Tufts  ’56,  Stamford 

Flemister,  A.  S.,  Howard  ’54,  Bridgeport 

Flescher,  R.,  Harvard  ’61,.  Hartford 

Floch,  M.  H.,  New  York  ’56,  Norwalk 

Flom,  L.,  N.  Y.  U.  ’50,  Fairfield 

Flores,  J.  C.,  Cordoba  Nat’l.  Un.  ’60,  Derby 


70 


ROSTER 


Flynn,  C.  T.,  Jr.,  Yale  ’43,  Meriden 
Flynn,  E.  J.,  Long  Island  '43,  Norwalk 
Flynn,  F.  J.,  Virginia  ’43,  Newington 
Flynn,  H.  A.,  Yale  ’27,  New  Haven 
Flynn,  J.  B.,  Jefferson  ’44,  Meriden 
Flynn,  J.  H.,  Yale  ’45,  New  Haven 
Flynn,  T.  G.,  Georgetown  ’59,  New  Canaan 
Flynn,  W.  H.,  Maryland  T6,  Bristol 
Fogel,  D.  H.,  Duke  '38,  Greenwich 
Fogelman,  H.,  Lausanne  '52,  Stamford 
Fogg,  L.  B.,  Washington  ’60,  East  Hartford 
Foley,  F.  X.,  Boston  '34,  Bridgeport 
Folk,  J.  J.,  Georgetown  ’65,  New  Britain 
Fons,  A.  L.,  Ill,  Yale  ’57,  West  Hartford 
Foohey,  F.  C.,  Laval  ’43,  Hartford 
Foote,  F.  M.,  Yale  '33,  Wethersfield 
Forbes,  J.  D.,  Temple  ’64,  Southbury 
Force,  B.  R.,  N.  Y.  Med.  Coll.  ’42,  Groton 
Ford,  J.  R.,  Albany  ’64,  Windsor 
Forman,  J.  B.,  Yale  ’39,  New  Haven 
Formica,  J.  J.  Tufts  ’55,  New  Britain 
Fornshell,  R.  P.,  Harvard  '52,  Danbury 
Fortier,  N.  L.,  McGill  ’43,  Hartford 
Fortin,  V.  L.,  Jr.,  Howard  ’59,  Hartford 
Foss,  B.  A.,  Boston  ’54,  New  London 
Foster,  J.  H.  Columbia  ’54,  Hartford 
Foster,  J.  H.,  Pennsylvania  T7,  Waterbury 
Foster,  K.  W.,  Jr.,  Tufts  ’57,  West  Hartford 
Foumier,  R.  E.,  Tufts  '50,  New  Haven 
Fowler,  G.  A.,  Columbia  ’40,  Sharon 
Fowler,  R.  N.,  Columbia  ’34,  Ramsey,  New  Jersey 
(New  London  County) 

Fox,  B.  M.,  Tufts  ’55,  Hartford 
Fox,  E.  F.,  N.  Y.  Med.  Coll.  '58,  Bristol 
Fox,  G.  G.,  Harvard  ’34,  Meriden 
Fox,  H.  J.  Hahnemann  ’52,  Bridgeport 
Fox,  J.  C„  Jr.,  Johns  Hopkins  ’20,  West  Hartford 
Fox,  M.,  Geneva  ’60,  Stamford 
Fox,  M.  I.,  Cornell  ’53,  Milford 
Foye,  G.  J.,  Un.  Coll.  Dublin  ’65,  Brookfield 
Fraknoi,  J.,  Pazmany  Peter  Univ.  ’34,  Wallingford 
Francis,  H.  L.,  Howard  '48,  Waterbury 
Franco,  J.  E.,  Tufts  ’40,  Hartford 
Frank,  H.  D.,  Harvard  ’50,  Bridgeport 
Frank,  L.  M.,  Pennsylvania  ’45,  West  Hartford 
Frankel,  S.  A.,  Duke  '46,  New  Haven 
Franklin,  D.  N.,  Columbia  ’56,  Wilton 
Franklin,  J.  B.,  New  Jersey  ’61,  Hartford 
Franklin,  M.,  Maryland  ’56,  Darien 
Franz,  A.,  II,  Tufts  ’57,  Meriden 
Frechette,  E.  J..  Jr.,  N.  Y.  Med.  Coll.  ’47,  New  Haven 
Fredericks,  E.  J.,  Cornell  ’62,  Hartford 
Frederickson,  R.  W.,  N.  Y.  Med.  Coll.  ’51,  Hartford 
Freedman,  J.  K.,  Tufts  ’55,  New  Haven 
Freedman,  M.,  Tufts  ’32,  New  Haven 
Freedman,  M.  E.,  N.  Y.  Med.  Coll.  ’47,  Hartford 
Freehill,  P.  J.,  Chicago  ’65,  New  Haven 
Freeman,  D.,  Yale  ’24,  New  Haven 
Freeman,  J.  J.,  Temple  ’33,  Storrs  (Windham  County) 
Frenkel,  H.  H.,  Boston  '52,  Bridgeport 
Freymann,  J.  G.,  Harvard  ’46,  Hartford 
Friedberg,  I.  H.,  Tufts  ’37,  Newington 
Friedman,  C.  R.,  Cornell  '46,  New  Haven 
Friedman,  I.,  George  Washington  ’31,  West  Hartford  (New 
London  County) 

Friedman,  I.,  Yale  ’33,  New  Haven 
Friedman,  N.  H.,  Tufts  ’33,  Stratford 
Friedmann,  K.  R.,  Hahnemann  ’57,  Old  Lyme 
Friel,  P.  B.,  National  '50,  West  Hartford 


Friend,  A.  E.,  Queen’s  ’22,  Manchester 
Friend,  H.  B.,  Queen’s  Univ.  Canada  ’59,  Hartford 
Fritz,  H.  L.,  N.  Y.  Med.  Coll.  ’57,  Meriden 
Fromm,  S.  \1.,  Texas  '48,  Bridgeport 
Frost,  L.  H.,  Vermont  ’13,  Forestville 
Fuhrmann,  J.  M.,  Long  Island  ’43,  Woodbridge 
Fulchiero,  E.  A.,  Turin  ’40,  New  London 
Fuldner,  R.  V.,  Columbia  ’33,  New  Haven 
Fuoco,  L.  A.,  Buffalo  ’42,  Noroton 
Fumiss,  W.  E.,  Tufts  '40,  Bristol 

Gabrielle,  F.  M.,  Jr.,  Bologna  ’64,  West  Hartford 

Gacso,  W.  J.,  Tufts  ’62,  Bridgeport 

Gaffney,  J.  J.,  Loyola  ’30,  Danbury 

Gaffney,  R.  E.,  N.  Y.  Med.  Coll.  ’52,  Fairfield 

Cagliardi,  J.  M.,  Jr.,  Jefferson  ’60,  Derby 

Gaines,  G.  A.,  Women’s  Med.  Coll.  ’51,  Waterbury 

Gahrn,,  N.  H.,  Tufts  '61,  Hartford 

Gaito,  R.  A.,  Yale  '58,  New  London 

Gaintner,  J.  R.,  Johns  Hopkins  ’62,  Farmington 

Galen,  J.  H.,  Long  Island  '42,  Derby 

Galinsky,  D.,  Tufts  ’35,  Hartford 

Gallivan,  J.  N.,  Tufts  ’35,  Wethersfield 

Gallo,  E.  P.,  Jefferson  ’65,  Winsted 

Gallo,  F.,  Jefferson  ’34,  Winsted 

Gallo,  G.  A.,  N.  Y.  Med.  ’63,  Greenwich 

Gallo,  S.  J.,  Maryland  ’57,  Middletown 

Galloway,  J.  A.,  Vanderbilt  ’62,  Torrington 

Gallup,  J.  W.,  Tufts  ’55,  Sharon 

Gambarini,  A.  J.,  Buenos-Aires  ’50,  Hartford 

Gammill,  J.  F.,  Columbia  ’48,  Darien 

Gandel,  P.  N.,  Tufts  ’64,  Hartford 

Gandy,  R.  A.,  Virginia  '27,  Stamford 

Ganguli,  P.  C„  Calcutta  Un.  ’60,  Middletown 

Garb,  A.  E.,  St.  Univ.  New  York  ’55,  Cos  Cob 

Garber,  N.  S„  N.  Y.  U.  ’63,  New  Haven 

Gardner,  C.  W.,  Jr.,  Chicago  ’48,  Fairfield 

Gardner,  N.  H.,  Tufts  ’34,  East  Hampton 

Gardner,  S.  M.,  Colorado  ’32,  Fairfield 

Gariepy,  J.  A.,  Yale  ’54,  Bridgeport 

Garofalo,  G.  A.,  Louvain  '58,  Bridgeport 

Garofalo,  M.  L.,  Naples  ’35,  East  Haven 

Garrell,  M.,  Vermont  ’52,  Fairfield 

Garrity,  J.  D.,  Georgetown  ’57,  Monroe 

Gates,  W.  L.,  Syracuse  '44,  Wallingford 

Gaudio,  A.  R.,  Yale  ’63,  Hartford, 

Gaynes,  P.  M.,  St.  Univ.  New  York  ’63,  Fairfield 
Geanuracos,  G.  J.,  Long  Island  '44,  Bridgeport 
Geary,  F.  L.,  Georgetown  '63,  Hartford 
Geary,  W.  J.,  Georgetown  ’64,  Hartford 
Gedeon,  P.  E..  Beirut  ’45,  Waterbury 
Geer,  E.  T.,  Temple  ’44,  Stamford 
Geetter,  D.  M.,  Jefferson  ’59,  Hartford 
Geetter,  I.  S.,  Jefferson  '29,  Hartford 
Geiser,  F.  M.,  Cincinnati  ’41,  Middletown 
Gelfman,  N.  A.,  Pennsylvania  ’54,  Danbury 
Gencarelli,  A.  F.,  Buffalo  '39,  New  Haven 
Genovese,  F.  T.,  N.  Y.  U.  ’29,  Danbury 
Gens,  J.  P.,  Yale  ’37,  Norwalk 
Gentile,  A.  L.,  Boston  ’29,  New  Haven 
Genvert,  H.,  Yale  ’36,  Norwalk 
Georgakis,  N.  G.,  N.  Y.  Med.  Coll.  ’58,  Norwalk 
George,  A.  B.,  Athens  ’54,  Hartford 
Gerber,  E.,  Jr.,  N.  Y.  Med.  Coll.  '51,  Naugatuck 
Gerber,  J.  S.  Heidelberg  ’65,  Hartford 
Gerber,  W.  H.,  Heidelberg  ’65,  West  Hartford 
Gerent,  W.  P.,  Hahnemann  '47,  West  Hartford 
Gerity,  P.  J.,  South  Carolina  ’46,  New  London 
German,  J.  N.,  Yale  ’62,  New  London 
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German,  W.  J.,  Harvard  ’26,  New  Haven 
Gerow,  G.  H.,  Toronto  ’24,  Westport 
Gerster,  J.  W.,  Columbia  ’44,  Greenwich 
Gerz,  H.  O.,  Dusseldorf  ’53,  Middletown 
i Gettings,  J.  A.,  Jefferson  T6,  New  Haven 
Gevalt,  F.  C.,  Jr.,  Columbia  ’40,  Sharon 
Gfeller,  R.  J.,  Georgetown  ’58,  Thompsonville 
i Ghabrial,  S.  L.,  Ein-Shams  Un.  ’53,  Manchester 
Ghaussy,  A.  A.,  Hamburg  ’62,  Middletown 
! Ghofrany,  F.  N.,  Pahlavi  Un.  ’65,  Hamden 
j Ghofrany,  S.  Yale  ’72,  New  Haven 
i Gianfranceschi,  G.  R.,  McGill  ’48,  Danbury 
Giangrasso,  A.  E.,  Creighton  ’58,  Trumbull 
iGiardi,  L.  P.,  Vermont  ’48,  Hartford 
Giardina,  D.  D.,  N.  Y.  Med.  Coll.  '50,  Norwalk 
Giamella,  E.,  Modena  ’53,  Hartford 
Gibbons,  J.  M.,  Jr.,  Georgetown  ’58,  Hartford 
Gibson,  F.,  McGill  ’41,  New  Haven 
Gibson,  F.  D.,  Syracuse  ’35,  Hartford 
Gibson,  L.  W.,  Tufts  ’62,  Willimantic 
Ciddings,  J.  C.,  Vermont  ’43,  Meriden 
Gilbert,  R.  K.,  Cambridge  ’54,  Waterbury 
jGildea,  M.  A.,  Buffalo  ’24,  Bridgeport 
Giles,  N.  W.,  Vermont  ’21,  Stamford 
Gilgore,  S.  G.,  Jefferson  ’56,  Darien  ( New  London  Cc 
Giligian,  J.,  State  Univ.  N.  Y.  ’53,  Hartford 
Gill,  A.  J.,  N.  Y.  S.  U.  ’62,  Bridgeport 
Gill,  N.  P.  Georgetown  ’52,  Bridgeport 
Gillcash,  R.  S.,  Yale  '61,  Willimantic 
Gilliam,  M.  A.,  Oklahoma  ’68,  Hamden 
Gilman,  J.  I.,  Yale  '60,  New  Haven 
j Gilman,  R.  L.,  Harvard  '29,  Storrs  (Windham  County) 
Giobbe,  M.  E.  Tufts  ’29,  Torrington 
Giosa,  N.  A.,  Boston  ’52,  Wethersfield 
Gipstein,  E.,  Jefferson  '31,  New  London 
Giuliano,  L.  A.,  Tufts  ’32,  Norwalk 
Giuliano,  S.,  Tufts  ’30,  Hartford 
Given,  J.  B.,  Cornell  ’50,  Hartford 
Glaser,  G.  H.,  Columbia  ’43,  New  Haven 
Glaser,  W.,  Tufts  ’38,  New  Haven 
Glass,  H.  L.,  Vanderbilt  '49,  Bristol 
Glass,  M.  K.,  Harvard  ’55  Bridgeport 
Glass,  W.  I.,  Cornell  ’38,  Bridgeport 
Glasser,  M.,  New  York  St.  Univ.  ’61,  Willimantic 
Glasser,  S.  T.,  McGill  ’28,  Niantic 
Glassman,  H.  H.,  Indiana  ’56,  Hartford 
Glassman,  I.,  N.  Y.  Med.  Coll.  '51,  New  Haven 
Glaubman,  H.  M.,  Yale  ’27,  Hartford 
Glazer,  M.,  Tulane  ’22,  New  Haven 
Glenn,  J.  S.,  Cornell  ’65,  Torrington 
Glenn,  W.  W.  L.,  Jefferson  '38,  New  Haven 
Glenney,  C.  C.,  Tufts  ’52,  Norwich 
Glike,  F.  P.,  Yale  ’41,  Meriden 
Gloetzner,  H.  J.,  Temple  ’41,  Norwalk 
Glucksman,  M.  L.,  Washington  ’59,  Danbury 
Glueck,  B.  C.,  Harvard  '38,  Hartford 
Glugover,  D.  B.,  Chicago  ’62,  Willimantic 
Godar,  T.  J.,  Tufts’  56,  Hartford 
Godfried,  M.  S.,  Yale  ’36,  New  Haven 
Godlash,  K.  M.,  Georgetown  ’61,  Bloomfield 
Godley,  J.  A.,  Yale  ’62,  Orange 
Goehausen,  M.  C.,  St.  Louis  ’47,  Westport 
Goemer,  J.  R.,  Yale  ’43,  Watertown 
Goetcheus,  J.  S.,  Western  Reserve  ’64,  Essex 
Goetsch,  J.  B.,  Rochester  ’38,  New  Haven 
Goff,  C.  W.,  Illinois  ’24,  West  Hartford 
Goffinet,  S.  B.,  Johns  Hopkins  ’60,  Woodbridge 
Gofstein,  R.  M.,  Yale  ’51,  Stamford 
Colbey,  R.  B.,  N.  Y.  U.  '49,  Stamford 


Gold,  B.,  State  Univ.  New  York  ’57,  Hartford 

Gold,  H.,  Lausanne  ’60,  Hartford 

Gold,  H.  C.,  Zurich  ’53,  Newington 

Gold,  L.  H.,  N.  Y.  Med.  ’32,  Hartford 

Goldberg,  I.  S.,  Creighton  ’33,  Torrington 

Goldberg,  M.  H.,  Albany  ’61,  Hartford 

Goldberg,  M.  M.,  Ottawa  ’54,  Danbury 

Goldblatt,  P.  B.,  Pennsylvania  ’65,  New  Haven 

Golden,  A.  J.,  Yale  '50,  Wethersfield 

Goldenberg,  A.,  Boston  ’54,  Hartford 

Goldenberg,  I.  S.,  Boston  '51,  New  Haven 

Goldenberg,  J.  J.,  Dalhousie  ’26,  Hartford 

Goldenberg,  P.  T.,  Boston  '46,  Hartford 

Goldenring,  H.,  N.  Y.  U.  ’49,  Branford 

Goldenthal,  C.,  Yale  ’44,  Hartford 

Goldenthal,  S.,  Yale  ‘51,  New  Haven 

Goldfarb,  J.,  Texas  ’50,  Stamford 

Goldfarb,  S.  L.,  Milan  ’38,  Stamford 

Goldman,  A.,  Zurich  ’53  Danbury 

Goldman,  G.,  Yale  TO,  Woodmont 

Goldman,  P.  H.,  Geneva  ’57,  Hartford 

Goldstein,  J.,  Med.  Acad.  Lodz  ’48,  New  Haven 

Goldstein,  M.  R.,  Hahnemann  ’43,  Hartford 

Goldstein,  P.  S.,  Yale  ’49,  New  Haven 

Goldstein,  W.  B.,  Washington  ’61,  Danbury 

Goldys,  F.  M.,  Tufts  ’26,  Danbury 

Golia,  U.  V.,  Long  Island  ’45,  New  Haven 

Golino,  E.  F.,  Rochester,  '36,  East  Hartford 

Golston,  H.,  Med.  Coll,  of  Virginia  ’26,  Hartford 

Golub,  G.  R.,  Tufts  ’60,  Hartford 

Good,  P.  S.,  Yale  ’45,  Waterbury 

Good,  R.  C.,  Columbia  ’42,  Waterbury 

Goodhue,  P.  A.,  Vermont  ’58,  Stamford 

Goodman,  A.  H.,  State  Univ.  N.  Y.  ’57,  New  Haven 

Goodman,  J.  L.,  Ottawa  ’60,  Meriden 

Goodman,  S.  E.,  Cornell  '53,  Norwalk 

Goodrich,  A.,  Indiana  '41,  Bridgeport 

Goodrich,  I.,  Med.  Coll.  Georgia  ’64,  New  Haven 

Goodrich,  W.  J.,  Albany  ’39,  Bridgeport 

Goodyer,  A.  V.  N.,  Yale  ’42,  New  Haven 

Gordon,  B.  D.,  Maryland  ’51,  Bridgeport 

Gordon,  E.,  Vienna  ’35,  Middletown 

Gordon,  M.  E.,  Yale  ’46,  New  Haven 

Gordon,  R.  S.,  Columbia  ’46,  New  Haven 

Gordon,  Y.,  Tufts  ’48,  West  Hartford 

Gorham,  G.  V.,  Michigan  ’30,  Norwalk 

Gorin,  M.,  Rochester  ’60,  Middletown 

Gorman,  A.  T.,  Albany  ’57,  Hartford 

Gorman,  D.  J.,  Georgetown  ’62,  Hartford 

Goss,  J.  D.,  Jr.,  Southern  California  ’49,  Kent 

Goss,  K.  G.,  Rochester  ’52,  New  Canaan 

Gosselin,  A.  G.,  Tufts  ’53,  Jewett  City 

Gossling,  H.  R.,  Temple  ’47,  Hartford 

Gott,  P.,  Tulane  ’62,  Lakeville 

Gottlieb,  F.  I.,  Johns  Hopkins  ’62,  New  Haven 

Gottlieb,  M.  B.,  N.  Y.  U.  ’64,  Meriden 

Gould,  M.  M.,  Tufts  ’31,  Hartford 

Courlie,  H.  W.,  Harvard  ’31,  Thompsonville 

Goyette,  R.  P.,  Georgetown  ’61,  North  Grosvenordale 

Grace,  T.  W.,  Georgetown  ’63,  Hartford 

Graffagnino,  P.  N.,  Tulane  ’51,  West  Hartford 

Graham,  A.  J.,  Tufts  ’60,  Orange 

Graham,  R.  A.,  Univ.  Coll.,  Dublin  ’55  Mystic 

Gram,  P.  B.,  Rochester  ’52,  Manchester 

Grann,  V.  R.,  N.  Y.  Med.  Coll.  ’62,  Stamford 

Granoff,  M.  A.,  Chicago  ’37,  New  Haven 

Grant,  J.  M.,  Columbia  ’49,  Westport 

Grant,  R.  F.,  Albany  ’38,  Cromwell 

Granville,  N.  B.,  State  Univ.  N.  Y.  ’52,  Windsor 
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Gratz,  C.  M.,  Toronto  ’23,  Port  Washington,  New  York 
(Fairfield  County) 

Gray,  C.  H.,  Stanford  '48,  Old  Creenwich 
Gray,  P.  H.,  Columbia  ’62,  Stamford 
Gray,  P.,  Tulane  ’37,  Portland 
Grayson,  D.  R.,  New  Jersey  ’63,  Hartford 
Green,  R.  H.,  Johns  Hopkins  ’38,  Madison 
Greenberg,  A.,  Long  Island  ’32,  Old  Saybrook 
Greenberg,  A.  D.,  Rochester  ’60,  New  Haven 
Greenblatt,  H J.,  Vennont  ’36,  New  Britain 
Greene,  G.  S.,  Harvard  ’39,  Hartford 
Greene,  L.  A.,  Boston  '60,  Norwich 
Greene,  N.  M.,  Columbia  ’46,  New  Haven 
Greenfield,  M.,  N.  Y.  U.  ’50,  Danbury 
Greenhouse,  B.,  Yale  ’21,  New  Haven 
Greenhouse,  H.  R.,  N.  Y.  Med.  Coll.  44,  Hamden 
Greenspan,  R.  H.,  Syracuse  ’48,  New  Haven 
Greenwald,  W.  F.,  Johns  Hopkins  ’50,  New  Haven 
Greiner,  G.  F.,  Vanderbilt  '40,  Kent 
Grendon,  D.  A.,  Harvard  '28,  Sharon 
Grey,  N.  J.,  S.  U.  N.  Y.  ’64,  Hartford 
Griffin,  D.  P.,  Jefferson  T4,  Bridgeport 
Griffin,  J.  E.  C.,  Dublin  ’55,  Norwich 
Griffith,  J.  J.,  N.  Y.  Med.  Coll.  '52,  Norwalk 
Grigas,  J.  E.,  Tufts  ’36,  Greenwich 
Grillo,  W.,  Rochester  '38,  Willimantic 
Grinsell,  H.  J.,  Tufts  ’54,  Danielson 
Griswold,  E.  M.,  Yale  '32,  Glastonbury 
Griswold,  M.,  Yale  ’25,  Old  Lyme 
Griswold,  M.  T.,  Tufts  ’05,  Torrington 
Gritzmacher,  R.  O.,  Wisconsin  ’63,  Old  Saybrook 
Groark,  J.  A.,  Yale  '24,  New  Haven 
Gromults,  J.  M.,  Jr.,  New  York  Univ.  ’58,  Stamford 
Gross,  E.  M„  N.  Y.  U.  ’59,  Hartford 
Gross,  N.  D.,  Creighton  '49,  Hartford 
Grossman,  B.  A.,  Georgetown  ’59,  Norwalk 
Grossman,  E.  T.,  Albert  Einstein  ’63,  Fairfield 
Grossman,  G.,  Wayne  St.  ’63,  Stamford 
Grossman,  J.  H.,  Rochester  '41,  Bridgeport 
Grossman,  R.  S.,  St.  Louis  ’52,  Newtown 
Gruskay,  F.  L.,  Yale  ‘54,  Milford 
Gryboski,  W.  A.,  Yale  '56,  New  Britain 
Gryce,  W.  I.,  N.  Y.  Med.  Coll.  '44,  Danbury 
Grycz,  H.  J.,  St.  Andrews  '59,  Cheshire 
Gualtieri,  M.  V.,  Tufts  '43,  Waterbury 
Guardino,  J.  J..  Vennont  '62,  Manchester 
Gudematch,  G.  S.,  Cornell  ’39,  Sharon 
Guida,  F.  P.,  Yale  '34,  New  Haven 
Guigui,  A.,  Univ.  Paris  ’53,  Ridgefield 
Guinan,  D.  A.,  Vermont  '48,  Manchester 
Gulash,  J.  R.,  Marquette  '40,  Bridgeport 
Gulliver,  A.  G.,  Jr.,  New  York  Med.  Coll.  ’59,  Torrington 
Gundersen,  C.  A.,  Boston  ’63,  Glastonbury 
Gura,  G.  M.,  Loyola  ’31,  Southington 
Gurwitt,  A.  R.,  Yale  ’57,  New  Haven 
Gurwitz,  J.,  Tufts  ’38,  Hartford 
Guss,  L.,  Oklahoma  ’41,  Norwich 
Gustafson,  W.  E.,  Yale  ’49,  East  Hartford 
Gutierrez,  T.  G.,  Univ.  Philippines  ’58,  Meriden  ( Hartford 
County ) 

Gutkowski,  T.  J.,  Albany  ’64,  South  Windsor 
Guttenberg,  I.,  Yale  ’60,  Meriden 
Guttman,  T.,  Prague  ’39,  Bridgeport 
Guzman,  P.  S.,  Philippines  ’61,  Wallingford 

Haber,  M.,  N.  Y.  Med  ’63,  Rockville 
Haberlin,  C.  E.,  Med.  Coll.  Va.,  ’24,  Stratford 
Habib,  N.  I.,  Univ.  of  Cairo  ’55,  Derby 
Hackbarth,  C.  J.,  Louvain  ’64,  Old  Lyme 


Haddad,  F.  M.,  Yale  '43,  Ansonia 
Hagedom,  M.  E.,  Jefferson  '45,  New  Britain 
Haghighat,  A.,  Univ.  Tehran  ’55,  Bridgeport 
Haine,  J.  W.,  Albany  '43,  Stamford 
Haines,  H.  L.,  Johns  Hopkins  '39,  New  London 
Haines,  R.  W.,  Jefferson  ’46,  West  Hartford 
Haksteen,  J.  J.,  Georgetown  ’58,  Hartford 
Hale,  V.  A.,  Texas  '22,  Sarasota,  Florida  ( New  London 
County) 

Haley,  J.  C.,  Yale’  40,  Hamden 
Hall,  F.  M.,  New  York  ’56,  Hartford 

Hall,  M.  I.,  Edinburgh,  Osprey,  Florida  (Hartford  County) 

Hall,  M.  N.,  Albany  '48,  Niantic 

Hall,  W.  C.,  Pennsylvania  '30,  West  Hartford 

Hall,  W.  E.,  Yale  '25,  Meriden 

Halligan,  T.  J.,  Jr.,  Vermont  ’63,  Hartford 

Halloran,  J.  V.,  Boston  Univ.  ’36,  Stratford 

Hamaty,  D.,  Hahnemann  ’53,  New  Haven 

Hamblin,  W.  C.,  State  Univ.  N.  Y.  ’52,  Windsor 

Ifambly,  R.  G.,  LTah  ’69,  Hamden 

Hamilton,  C.  R.,  Jr.,  Jefferson  ’49,  Manchester 

Hamilton,  G.  L.,  Jr.,  Tufts  '44,  Hartford 

Hamilton,  T.  S.,  Wayne  '39,  Hartford 

Hamlin,  C.  H.,  Harvard  '41,  Hartford 

Hammerman,  S.  L.,  McGill  ’69,  Westport 

Hammond,  G.  L.,  McGill  ’62,  New  Haven 

Hampton,  W.  H.,  Syracuse  ’54,  Greenwich 

Hampton,  W.  R.,  State  Univ.  New  York  '59,  Simsbury 

Handler,  S.  L.,  Louisville  '51,  New  Haven 

Haney,  J.  F.  B.,  Yale  ’64,  Storrs  (Windham  County) 

Hankin,  E.,  Columbia  P.  & S.  '62,  Fairfield 

Hankin,  M.  A.,  Long  Island  '33,  New  Haven 

Hanley,  H.  C.,  Toronto  ’63,  Stratford 

Hanley,  J.  B.,  Jefferson  '39,  Bristol 

Hannan,  W.  S.,  Harvard  '45,  Hartford 

Hansen,  C.  E.,  Cordoba’s  Nat’l.  Un.  ’60,  Stamford 

Hansen,  T.  W.,  Harvard  ’60,  New  Haven 

Hansen,  W.  H.,  N.  Y.  Med.  Coll.  ’46,  Shelton 

Happel,  E.,  Washington  Univ.  '49,  New  Milford 

Hardenbergh,  D.  B.,  Harvard  ’34,  Southport 

Hardt,  G.  W.,  Nebraska  '41,  Byram 

Hardy,  J.  H.,  Columbia  '58,  Hartford 

Hardy,  R.  E.,  Cornell  ’57,  Greenwich 

Hare,  E.  T.,  Jr.,  Vermont  ’58,  Milford 

Harkins,  J.  A.,  N.  Y.  Med.  Coll.  ’52,  Norwichtown 

Harkins,  R.  W.,  St.  Louis  ’61,  Woodbury 

Harness,  J.  H.,  National  Un.  Ireland  ’54,  Darien 

Harrell,  S.  R.,  Emory  ’66,  Darien 

Harris,  A.  L.,  Long  Island  '14,  Essex 

Harris,  B.  R.,  Yale  ’22,  West  Haven 

Harris,  H.  P.,  Jr.,  Duke  '36,  Fairfield 

Harris,  J.  S.,  Yale  ’32,  New  Haven 

Harris,  L.  D.,  Tufts  ’34,  Hartford 

Harris,  R.  L.,  N.  Y.  U.  ’59,  West  Hartford 

Harrison,  A.  M.,  N.  Y.  Med.  Coll.  ’51,  Stamford 

Harrison,  E.  R.,  Yale  ’26,  New  Haven 

Harrison,  M.,  Jefferson  ’29,  Naples,  Florida  (New  London 
County ) 

Harrop,  J.  S.,  Jefferson  ’61,  Avon 

Harshbarger,  I.  L.,  Virginia  ’22,  Bridgeport 

Harshbarger,  J.  E.,  Pennsylvania  ’55,  Bridgeport 

Hart,  D.  A.,  Vermont  ’58,  Southington 

Hart,  H.  H.,  McGill  ’22,  Southbury 

Hart,  J.  C.,  Yale  ’30,  Hartford  (New  Haven  County) 

Hart,  R.  W.,  Cornell  '45,  Hamden 
Hart,  W.  E.,  Jefferson  '49,  Hartford 
Hartman,  F.  B.,  Harvard  '34,  New  London 
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Harton,  M.  R.,  Tufts  ’60,  Danielson 
Harty,  J.  E.,  Georgetown  ’37,  Waterbury 
Harvard,  B.  M.,  Jr.,  Tulane  ’39,  New  Haven 
Harvey,  C.  C.,  Cornell  T6,  Middletown 
Harvey,  E.  R.  Jr.,  Yale  ’41,  Seymour 
Harvey,  R.  B.,  Cornell  ’45,  New  Haven 
Harvey,  S.  W.,  Cornell  ’46,  Middletown 
Harwin,  S.  M.,  New  York  ’61,  New  Britain 
Harwood,  C.  W.,  Vermont  ’40,  Middletown 
Harwood,  P.  H.  Jr.,  Harvard  ’39,  Bridgeport 
Harwood.  R.  A.,  N.  Y.  Med.  Coll.  ’62,  Brookfield 
Haskins,  D.  M.,  Harvard  ’47,  Greenwich 
Hassan,  K.  A.,  Alexandria  ’52,  Stamford 
Hasson,  R.,  St.  Louis  ’49,  Port  Chester,  New  York  (Fairfield 
County) 

Hastings,  D.  S.,  Boston  ’53,  Stafford  Springs 

Hastings,  L.  P.,  Vermont  ’23,  Hartford 

Hau,  K.  H.,  Wuhan  ’56,  Bridgeport 

Haugh,  J.  D.,  N.  Y.  U.  ’52,  Hartford 

Hauss,  D.  S.,  Western  Reserve  ’48,  Hartford 

Havlicek,  J.  A.,  Queen’s  ’63,  Higganum 

Hawkes,  P.  H.  R.,  St.  Bartholomew’s  Hospital  ’49, 

Waterbury  ( Hartford  County) 

Hawkins,  J.  II.,  Maryland  ’56,  Hartford 
Haxo,  J.  V.,  Yale  ’51,  New  Milford 
Haydock,  G.  G.,  Harvard  ’45,  Sharon 
Hayes,  D.,  Harvard  ’51,  New  London 
Hayes,  M.  A.,  Michigan  ’40,  New  Haven 
Hays,  D.  R.,  N.  Y.  U.  ’49,  Washington 
Hazen,  D.  R.,  Harvard  ’33,  Hartford 
Healey,  W.  V.,  Columbia  ’56,  Greenwich 
Healy,  J.  W.,  Tufts  ’55,  Hartford 
Healy,  T.  M.,  Columbia  ’41,  Manchester 
Heap,  L.  D.,  St.  George’s  Hosp.  Med.  Sch.  ’58,  Southington 
Hebard,  G.  W , Cornell  ’36,  New  Canaan 
Hecht,  H.  L.,  Albert  Einstein  ’62,  Stamford 
Hecklau,  E.  F.,  N.  Y.  U.  ’54,  Greenwich 
Hedberg,  D.  L.,  McGill  ’60,  Hartford 
Hehre,  F.  W.,  Columbia  ’47,  New  Haven 
Heiger,  A.  A.  Basel  ’59,  Cheshire 
Heimann,  W.  G.,  Bern  ’56,  Manchester 
Heinrich,  W.  D.  Hahnemann  ’41,  Torrington 
Helfrick,  F.  W.,  Johns  Hopkins  ’41,  Manchester 
Heller,  J.  H.,  Western  Reserve  ’45,  Ridgefield 
Heller,  W.,  State  Univ.  N.  Y.  ’60.  Bridgeport 
Hellijas,  C.  S.,  Rochester  ’41,  Wethersfield 
Heilman,  S.,  Syracuse  ’59,  Boston,  Mass.  (New  Haven 
County) 

Helvie,  H.  E.,  Oklahoma  ’60,  Waterbury 

Hemley,  S.  D.,  N.  Y.  LT.  ’47,  Greenwich 

Hendel,  I.,  Jefferson  T7,  New  London 

Hendessi,  H.,  Tehran  ’56,  Manchester 

Henken,  E.  M.,  Tufts  ’52,  Hartford 

Henkle,  R.  T.,  Cornell  ’31,  New  London 

Hennessey,  B.  C.,  Dalhousie  ’64,  Bristol 

Hennessey,  J.  F.,  McGill  ’53,  Meriden 

Hennessey,  J.  G.,  Tufts  ’34,  Bridgeport 

Hennessy,  J.  J.,  Columbia  ’26,  Hartford 

Henry,  P.  D.,  McGill  ’52,  Derby  (Fairfield  County) 

Hensley,  R.  V.,  Univ.  Texas  ’62,  Hartford 
Hepburn,  R.  H.,  Harvard  ’39,  Hartford 
Herbert,  E.  A.,  Cornell  ’49,  Willimantic 
Herbin,  J.  T.,  Zurich  ’66,  Fairfield 
Herbordt,  W.  A.,  Berlin  ’46,  Derby 
'Herman,  E.  B.,  Berne  ’56,  Norwalk 
Herman,  R.  S.,  Jr.,  Buffalo  ’46,  Manchester 
i Hermann,  J.  H.,  Copenhagen  ’59,  Norwalk 

i 


Herr,  H.  H.,  Tufts  ’49,  New  Britain 
Herrera,  N.  E.,  Santo  Domingo  ’50,  Danbury 
Herrmann,  A.  E.,  Harvard  '23,  Waterbury 
Hersey,  T.  F.,  Tufts  ’37,  New  Haven 
Hershey,  D.  D.,  Albany  ’50,  Bristol 
Hershman,  H.  H.,  Western  Ontario  ’41,  Bristol 
Hess,  O.  W.,  Buffalo  ’31,  New  Haven 
Hessler,  P.  C.,  Yale  ’70,  Bridgeport  (Middlesex  County) 
Hetzel,  J.  L.,  Yale  ’26,  Waterbury 
Hewett,  W.  J.,  Un.  Buffalo  ’61,  Hartford 
Hickcox,  C.  B.,  Tufts  ’38,  Hartford 
Hickmon,  N.,  Meharry  ’59,  Hartford 
Hickox,  D.  B.,  Albany  ’62,  Middletown 
Hicks,  R.  E.,  Munich  ’59,  New  Britain 
Hiden,  R.  B.,  Virginia  ’23,  New  Canaan 
Higgins,  D.  C.,  State  Univ.  N.  Y.  ’55,  New  Haven 
Higgins,  H.  W.,  Tufts  ’32,  Norwich 
Higgins,  J.  J.,  Georgetown  ’28,  Enfield  ( New  Haven 
County) 

Higgins,  K.  E.,  Rochester  ’58,  Fairfield 
Hilding,  D.  A.,  Minnesota  ’54,  New  Haven 
Hill,  J.  M.,  Illinois  ’53,  West  Hartford 
Hill,  W.  E.,  Jr.,  Temple  ’52,  Naugatuck 
Hillemeir,  H.,  N.  Y.  Med.  Coll.  ’51,  Farmington 
Hillis,  W.,  Cornell  ’55,  Greenwich 
Hillman,  M.  M.,  Columbia  T9,  New  Haven 
Himeistein,  M.,  Columbia  ’51,  Hartford 
Himelstein,  S.  C.,  St.  Un.  New  York  ’65,  Enfield 
Hinchey,  R.  J.,  Tufts  ’21,  Middlebury 
Hines,  T.  F.,  Pittsburgh  ’42,  Wallingford 
Hinz,  C.  F.,  Jr.,  Western  Reserve  51,  Farmington 
Ilirschfeld,  O.  M.,  Tufts  ’31,  Hartford 
Hirschberg,  M.  S.,  Tufts  ’27,  Bloomfield 
Hobbie,  R.  J.,  Vermont  ’65,  Fairfield 
Hochberg,  D.  T.,  Johns  Hopkins  ’62,  Danielson 
Hockmuth,  L.  N.,  Tufts  '42,  Hartford 
Hodgkins,  C.  H.,  Hahnemann  ’36,  New  Haven 
Hoffer,  J.  M.,  Tufts  '46,  Ansonia 
Hoffman,  H.  B.,  Northwestern  ’61,  Hartford 
Hoffman,  J.  B.,  Columbia  ’43,  Greenwich 
Hoffman,  W.  A.,  State  Univ.  ’53,  Fairfield 
Hogan,  A.  F.,  N.  Y.  Med.  Coll.  ’49,  Putnam 
Hogan,  G.  F.,  Yale  ’57,  New  Haven 
Hogan,  J.  M.,  Univ.  Coll.  Dublin  ’56,  Waterbury 
Hogan,  W.  L.,  Vermont  T8,  West  Hartford 
Holden,  J.,  Long  Island  ’47,  Derby 
Holden,  W.  W.,  N.  Y.  U.  ’47,  Bristol 
Holdt,  J.  E.  J.,  Duke  ’67,  Simsbury 
Hollander,  J.  S.,  St.  Univ.  New  York  ’60,  Enfield 
Holley,  M.  R.,  Howard  ’61,  New  Haven 
Hollister,  J.  M.,  Cornell  ’58,  Groton 
Holtz,  R.  S.,  Vermont  ’28,  West  Hartford 
Homer,  D.  R.,  Vermont  ’60,  Danbury 
Homza,  L.  R.,  Creighton  ’58,  Bridgeport 
Hook,  R.,  Municipal  Univ.  Amsterdam  ’61,  New  Haven 
Floovis,  M.  L.,  Lausanne  ’56,  Barrington,  Rhode  Island 
( New  Haven  County ) 

Hope-Ross,  P.  E.,  Nat’l.  Ireland  ’53,  Bridgeport 
Horn,  B.,  N.  Y.  U.  ’29,  Bridgeport 
Homing,  B.  G.,  Harvard  '28,  Malaga,  Spain  ( Hartford 
County) 

Horowitz,  B.  J.,  Pennsylvania  ’59,  Hartford 
Horowitz,  I.,  Vienna  '37,  Bridgeport 
Horowitz,  J.  L.,  N.  Y.  Med.  Coll.  '49,  Bridgeport 
Horrax,  T.  M.,  Temple  ’46,  New  Britain 
Horrigan,  T.  H.,  N.  Y.  U.  ’49,  Glastonbury 
Horton,  F.  H,,  Yale  ’47,  Manchester 
Horton,  W.  H.,  Boston  '40,  Guilford 
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Honvitz,  M.,  Harvard  ’49,  Manchester 
Ilosking,  W.  F.,  Queens  Univ.  ’61,  West  Hartford 
Hostnik,  W.  J.,  Johns  Hopkins  ’54,  New  London 
Houck,  J.  H.,  Queens  U.  ’49,  Hartford 
Hough,  P.  T.,  McGill  ’32,  Nova  Scotia,  Canada  (Hartford 
County ) 

Houle,  R.  T.,  Georgetown  ’32,  South  Windsor 

Houlihan,  J.  J.,  N.  Y.  Med.  Coll.  ’46,  West  Hartford 
Houlihan,  R.  K.,  N.  Y.  Med.  Coll.  '54,  New  Haven 
Hourihane,  M.  J.,  Nat  l.  U.  Ireland  '61,  West  Haven 
Howard,  A.  J.,  Yale  '20,  New  Haven 
Howard,  H.  A.,  Tufts  '29,  Wethersfield 
Howard,  L.  K.,  Minnesota  ’29,  Hartford 
Howard,  W.  O.,  N.  Y.  U.  '32,  Orange,  N.  J.  (New  Haven 
County ) 

Howe,  E.  R.,  Columbia  '46,  Hartford 
Howe,  G.  O.,  Colorado  ’50,  West  Hartford 
Howlett,  K.  S.,  Vanderbilt  ’31,  Southbury  (Fairfield 
County ) 

Howorth,  B.  M.,  Washington  '25,  Greenwich 
Hubbard,  R.  C.,  Cincinnati  '46,  Danbury 
Huber,  H.  C.,  Temple  '46,  Waterbury 
Hughes,  C.  T.,  Jr.,  Harvard  ’53,  Hartford 
Hughes,  G.  S.,  Indiana  ’44,  Darien 
Hughes,  W.  F.,  Jefferson  ’48,  Westport 
Hull,  C.,  Queens  ’55,  Hartford 
Hulme,  G.  W.,  Yale  ’58,  Hartford 
Hulme,  S.  A.,  Pittsburgh  ’45,  West  Hartford 
Humphries,  R.  H.,  Columbia  64,  New  Canaan  ( New  Haven 
County ) 

Hunkemeier,  E.,  N.  Y.  U.  ’33,  Rowayton 
Hunt,  M.  L.,  Tufts  ’51,  Vernon 
Hunter,  P.,  Bern  ’55,  Devon 
Hurowitz,  R.  B.,  Basel  '59,  West  Haven 

Hurst,  V.  W.,  Ill,  Yale  ’62,  Woodbury  ( New  Haven 
County ) 

Hurwit,  A.  C.,  Tufts  ’57,  East  Hartford 
Hurwitz,  G.  H.,  Maryland  ’33,  Hartford 
Hurwitz,  M.  R.,  Albany  ’64,  Hartford 
Hurwitz,  S.,  Long  Island  '49,  New  Haven 
Huss,  G.  R.,  Temple  ’49,  Leonia,  New  Jersey  ( Fairfield 
County) 

Husvet,  F.,  Med.  Sch.  Univ.  of  Pecs.  ’51,  Winsted 
Huszar,  R.  J.,  N.  Y.  State  ’53,  Hartford 
Huvelle,  C.  H.,  N.  Y.  U.  ’43,  Litchfield 
Hyland,  F.  J.,  Galway  ’54,  Milford 
Hyland,  J.,  Nat’l.  Un.  Ireland  ’55,  Hamden 
Hyun,  J.,  Seoul  '52,  Hartford 

Iannotti,  J.  P.,  Naples  ’38,  Plainville 
Iger,  H.  G.,  State  Univ.  N.  Y.  ’62,  Hartford 
Igersheimer,  W.  W.,  Tufts  ’44,  Guilford 
Ignace,  S.  J.,  Georgetown  ’30,  New  Milford 
111,  M.  F.,  New  York  ’55,  Bristol 
Impellitteri,  T.  J.,  Marquette  ’48,  Stratford 
Imran,  A.  H.,  King  Edw.  Med.  Coll.  ’67,  East  Hartford 
Inder,  H.  A.,  McGill  ’51,  Bridgeport 
Ingenito,  G.  A.,  Maryland  ’43,  New  Haven 
Inkster,  J.  H.,  Cornell  ’30,  Keene,  New  Hampshire  (Fairfield 
County ) 

Innes,  J.  W.,  Cornell  ’60,  Greenwich 

Iodice,  M.  T.,  Freiburg  ’64,  Bridgeport 

Ippolito,  I . L.,  N.  Y.  Med.  Coll.  ’38,  East  Norwalk 

Ireland,  E.  F.,  Jr.,  Harvard  ’48,  Bridgeport 

Irving,  W.  D.,  N.  Y.  Med.  Coll.  ’52,  Old  Saybrook 

Irwin,  H.  H.,  Tufts  ’34,  New  London 

Irwin,  J.  B.,  Long  Island  ’48,  Torrington 

Isenman,  R.,  Tufts  ’30,  Westport 

Izard,  M.  W.,  Physicians  & Surgeons  ’59,  Hartford 


Izumi,  E.  M.,  Texas  ’50.  Winsted 
Izzo,  P.  A.,  Vermont  ’46,  Stamford 

Jack,  J.  L.,  Yale  ’23,  North  Haven 
Jackson,  A.  H.,  Yale  ’24,  Southbury 
Jackson,  D.  L.,  Cornell  ’64,  New  London 
Jackson,  S.  W.,  McGill  ’50,  New  Haven 
Jacobson,  C.  E.,  Jr.,  Cornell  ’35,  Manchester 
Jacobson,  H.,  Lausanne  ’62,  New  Haven 
Jacobson,  J.  J.,  Iowa  ’63,  New  Britain 
Jacuch,  M.,  Ukraine  ’55,  Hartford 

Jaeger,  C.  A.,  Duke  ’50,  Greenwich  (New  Haven  County) 

Jaiven,  S.  J.,  N.  Y.  U.  ’40,  Stamford 

James,  L.  P.,  Yale  ’27,  Hartford 

James,  W.  R.,  Yale  '44,  Essex 

Jameson,  M.  E.,  Edinburgh  ’52,  Danbury 

Jameson,  T.  P„  Edinburgh  ’52,  Danbury 

Jamshidi,  A.  Teheran  ’54,  Bridgeport 

Janet  S.  J.,  Zurich  ’56,  Milford 

January,  D.  A.,  Yale  ’34,  Hartford 

January,  M.  H.,  Yale  ’35,  West  Hartford 

Janzen,  A.  H„  Kansas  '38,  Hartford 

Jarboe,  E.  J.,  Tennessee  ’60,  New  Britain 

Jarvik,  N.  E.,  N.  Y.  U.  ’51,  Stamford 

Jennes,  M.  L.,  Tufts  ’38,  Waterbury 

Jennings,  W.  F.,  Rush  ’37,  Groton  (Hartford  County) 

Jensen,  G.  O.  F.,  New  York  ’57.  Bristol 

Jensen,  P.  B.,  London  Univ.  ’52,  Greenwich 

Jeresaty,  R.  M„  Beirut  ’54,  Hartford 

Job,  G.  G.,  Univ.  Philippines  ’59,  West  Haven 

Johnson,  C.  W.,  Boston  ’45,  Thompsonville 

Johnson,  D.  P.,  Yale  ’64,  Guilford 

Jolmson,  D.  W.,  Columbia  ’48,  Hartford 

Johnson,  G.  B.,  Jr.,  Boston  ’55,  Bridgeport 

Johnson,  H.  K.,  Jr.,  Jefferson  ’58,  New  London 

Johnson,  J.  C.,  Jr.,  Vanderbilt  ’44,  Hartford 

Johnson,  M.  E.,  Worn.  Med.  Coll.  Penn.  ’57,  New  London 

Johnson,  P.,  Tufts  ’32,  Hartford 

Johnson,  S.  A.,  Columbia  ’49,  New  Britain 

Johnson,  T.  H.,  Columbia  '59,  New  Britain 

Johnson,  W.  H.  N.,  Howard  ’39,  Westport 

Johnston,  J.  H„  Long  Island  College  ’43,  Wethersfield 

Jonas,  G.  Q„  N.  Y.  U.  ’50,  Fairfield 

Jonas,  S.  L.,  Un.  Michigan  ’50,  Wilton 

Jones,  C.  R.,  New  York  Med.  Coll.  '62,  Hamden 

Jones,  E.  A.,  Temple  ’56,  New  London 

Jones,  E.  E.,  Med.  Coll.  Virginia  ’52,  Farmington 

Jones,  E.  K.,  Columbia  ’34,  Fairfield 

Jones,  J.  F.,  Columbia  ’43,  Danielson 

Jones,  M.  B.,  N.  Y.  U.  ’41,  Norwalk 

Jones,  R.  F.  Ill,  Virginia  ’61,  Hartford 

Jones,  W.  N.,  Rochester  ’50,  New  London 

Jordan,  R.  H.,  Virginia  33,  New  Haven 

Josel,  M.,  Chicago  ’52,  Hartford 

Joseph,  J.  L.,  Port-au-Prince  ’54,  Norwich 

Joseph,  L.  G.,  Jefferson  ’39,  New  Haven 

Josephson,  N.  D.,  Yale  ’45,  Rockville 

Joslin,  S.  L.,  Yale  ’43,  Fairfield 

Jovell,  J.  W.,  Tufts  ’39,  Danbury 

Joy,  R.  C.,  McGill  ’51,  Danbury 

Jung  R.,  Toronto  ’37,  Woodbridge 

Kadish,  J.  A.,  Queen’s  ’60,  Norwich 
Kadish,  M.  E.,  Geneva  ’5,  Norwich 
Kaess,  K.  R.,  Harvard  ’44,  Waterbury 
Kaetz,  H.  W.,  Tufts  '40,  New  Haven 
Kahaner,  H.  A.,  Tufts  ’63,  Manchester 
Kahn,  D.,  State  Univ.  N.  Y.  ’53,  Meriden 
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Kaiser.  J.  S.,  Columbia  P.  & S.,  ’51,  Storrs  (Windham 
County) 

Kalaman,  F.  J.,  Georgetown  ’41,  Norwalk 
Kalams,  Z.  S.,  Athens  ’53,  Norwich 
Kalett,  J.,  Jefferson  ’28,  New  Britain 
Kalin,  J.  I.,  Harvard  ’24,  Hartford 
Kallfelz,  A.,  New  York  ’55,  Hartford 
Kallick,  C.  J.,  Jefferson  ’58,  Westport 
Kamens,  E.  A.,  Vermont  '51,  Bridgeport 
Kaminsky,  D.  M.,  N.  Y.  U.  ’63,  Orange 
Kanter,  D.  M.,  Long  Island  Coll,  of  Med.  ’49.  Stamford 
Kaplan,  B.  J.,  Vermont  '49,  Hartford 
Kaplan,  D.  H.,  N.  Y.  Med.  ’55,  New  London 
Kaplan,  E.  D.,  Zurich  ’56,  Fitchburg,  Mass.  (Fairfield 
County ) 

Kaplan,  H.,  N.  Y.  Med.  Coll.  ’44,  New  Britain 

Kaplan,  H.  P.,  Yale  ’63,  Meriden 

Kaplan,  L.,  Baylor  ’36,  Bridgeport 

Kaplan,  M.  H.,  Albert  Einstein  ’63,  Branford 

Kapp,  P.  A.,  S.  U.  N Y.  ’56,  Fairfield 

Karadi,  B.  S.,  Seth  G.  S.  ’62,  Woodbridge 

Karas,  L.  M.,  Tufts  ’57,  Stamford 

Kardos,  J.  A.,  Jefferson  ’51,  Stamford 

Kardys,  F.  J.,  George  Washington  ’42,  Hartford 

Karlovsky,  E.  D.,  Albany  ’46,  Orange 

Kamo,  M.  L.,  Tufts  ’55,  New  London 

Kams,  R.  E.,  Jefferson  ’50,  Manchester 

Karpe,  R.,  Prague  ’24,  Hartford 

Karsh,  J.  Beirut  ’46,  Waterbury 

Kaschmann,  J.,  Munich  ’22,  West  Hartford 

Kashgarian,  M.,  Yale  ’58,  New  Haven 

Kasper,  R.  F.,  Georgetown  ’58,  Bridgeport 

Kassim,  S.  E.,  Baghdad  ’47,  Trumbull 

Katis,  J.  G.,  McGill  Un.  ’60,  New  Canaan 

Katis,  L.  U.,  Saskatchewan  ’57,  Ridgefield 

Katz,  D.,  Vermont  ’25,  Willimantic  (Hartford  County) 

Katz,  H.,  Harvard  ’21,  Hartford 
Katz,  I.,  N.  Y.  Med.  Coll.  ’37,  Meriden 
Katz,  J.,  Harvard  ’49,  New  Haven 
Katz,  M.  E.,  Oklahoma  ’41,  Norwich 

Katzenstein,  R.  E.,  Berne  ’38,  Meriden  (Middlesex  County) 
Katzin,  B.,  Johns  Hopkins  ’43,  Torrington 
Kauders,  J.  T.,  Jefferson  ’62,  Bridgeport 
Kauer,  G.  L.,  Jr.,  Cornell  ’37,  Greenwich 
Kaufman,  M.,  Johns  Hopkins  ’43,  Fairfield 
Kaufman,  W.,  Michigan  '38,  Bridgeport 
Kaufmann,  H.  A.,  Michigan  '54,  Middletown 
Kaunitz,  P.  E.,  N.  Y.  U.  ’38,  Westport 
Kavirajan,  V.,  Madras,  India  ’66,  New  Milford 
Kavoolcjian,  H.,  Jr.,  Beirut  ’50,  Darien 
Kawecki,  W.,  National  Univ.  ’55,  New  Britain 
Kay,  C.  J.,  S U N Y ’60,  Bridgeport 
Kay,  F.,  Boston  ’58,  Hamden 
Kay,  R..  Temple  ’45,  Hartford 
Kazanjian,  N.  A.,  Hahnemann  '45,  New  Haven 
Kearney,  M.  W.,  Jr.,  Harvard  '40,  Hartford 
Keating,  S.  J.,  Jr.,  Georgetown  ’62,  Simsbury 
Keddy,  R.  A.  McGill  ’24,  Pompano  Beach,  Florida  (Fairfield 
County ) 

Keefe,  A.  D.,  N.  Y.  Med.  Coll.  ’52,  East  Hartford 

Keefe,  R.  B.,  Maryland  ’54,  Windsor 

Keefe,  R.  S.,  Boston  ’25,  Wethersfield 

Keefe,  W.  P.,  Maryland  ’55,  Hartford 

Keegan,  J.  T.,  Maryland  ’55,  Milford 

Keelan,  E.  M„  Univ.  Coll.  Dublin  ’54,  Westport 

Keeney,  R.  R.,  Jr.,  Tufts  ’34,  Manchester 

Keet,  J.  E.,  Long  Island  ’47,  Waterbury  (Hartford  County) 

Keggi,  K.  J.,  Yale  ’59,  Waterbury 


Keleman,  E.,  Budapest  ’25,  South  Laguna,  Calif.  (Fairfield 
County ) 

Kelleher,  J.  H.,  Vermont  ’42,  Norwich 

Kelleher,  M.  J.,  N.  Y.  Med.  Coll.  ’60,  Bridgeport 

Keller,  F.,  Long  Island  ’43,  Woodbridge 

Keller,  L.,  Tufts  '26,  Stamford 

Keller,  N.  W.,  Cornell  ’54,  Greenwich 

Kelley,  W.  O.,  Johns  Hopkins  ’37,  Norwich 

Kellman,  I.  A.,  S.  U.  N.  Y.  66,  Sharon 

Kelly,  C.  C.,  Johns  Hopkins  T4,  Hartford 

Kelly,  D.  R.  Albany  ’64,  Hartford 

Kelly,  J.  C.,  Queen’s  ’28,  Riverside 

Kelly,  J.  F.,  Tufts  ’50,  Middletown 

Kemler,  R.  L.,  Yale  ’43,  Hartford 

Kemp,  E.  P.,  Tufts  ’25,  Fairfield 

Kemp,  W.  W.,  Harvard  ’39,  Stamford 

Kenigsberg,  N.,  Yale  ’39,  Bridgeport 

Kennedy,  G.  L.,  Tufts  ’50,  Jewett  City  (Windham  County) 
Kennedy,  J.  J.,  Jr.,  Boston  ’46,  Windsor  Locks 
Kenney,  J.  D.,  Boston  ’56,  New  Haven 
Kenny,  W.  J.,  Dublin  '60,  Hartford 
Kent,  E.  H.,  N.  Y.  U.  ’43,  Greenwich 
Kenter,  A.  M.,  Ankara  ’51,  Danbury 
Keogh,  R.  J.,  Georgetown  ’57,  Stratford 
Keohane,  M.  F.,  Dublin  ’52,  West  Haven 
Kerin,  R.,  Yale  ’47,  Milford 
Kerrigan,  R.,  New  York  ’62,  Norwich 
Kerstein,  M.  D.,  Chicago  ’63,  West  Haven 
Kertesz,  J.,  Vienna  ’24,  Hamden 
Kessel,  L.,  Vienna  ’34,  Rocky  Hill 
Kessler,  F.,  Vienna  ’37,  New  Haven 
Kessler,  W.,  Rochester  ’58,  Westport 
Keys,  R.  C.,  Kansas  ’27,  Winchester,  Kansas  ( Fairfield 
County) 

Kezel,  A.  P.  C.,  Georgetown  '35,  Stamford 

Khan,  K.,  King  Edward  Med.  Coll.  ’50,  Newington 

Khu,  E.  G.,  Sto.  Tomas  ’63,  New  Haven 

Kiley,  R.  F.,  Yale  ’53,  Hartford 

Kilga,  L.  A.,  Un.  Heidelberg  66,  Middletown 

Kilgus,  J.  F.,  Maryland  '31,  Hartford  (Litchfield  County) 

Kilhenny,  C.,  N.  Y.  Med.  ’57,  Danbury 

Kim,  C.  A.,  Kyungpook  Un.  Korea  ’58,  New  London 

Kim,  C.  K.,  Boston  ’63,  Manchester 

Kim,  K.,  Seoul  ’52,  New  Haven 

King,  E.  J.,  London  Hosp.  ’43,  Bethel 

King,  R.  P„  N.  Y.  Med.  Coll.  ’57,  New  Haven 

King,  S.  A.,  Columbia  ’47,  Stamford 

Kingston,  P.  J.,  N.  Y.  Med.  Coll.  ’50,  Hartford 

Kinstlinger,  R.,  Rochester  ’60,  West  Haven 

Kirchner,  J.  A.,  Virginia  '40,  New  Haven 

Kirsch,  N.,  Long  Island  ’40,  Hartford 

Kiss,  G.  T.,  Cornell  51,  Fairfield 

Kitahata,  L.  M.,  Tokyo  Imperial  Univ,  ’47,  New  Haven 

Klare,  R.  E.,  Columbia  '53,  East  Woodstock 

Klatskin,  G.,  Cornell  ’33,  New  Haven 

Klatsky,  A.  U.,  George  Washington  ’59,  Hartford 

Klceman,  J.  A.,  Yale  ’46,  Bethany 

Klein,  B.,  N.  Y.  Med.  Coll.  ’52,  South  Meriden 

Klein,  H.  T.,  Illinois  ’40,  Stamford 

Klein,  J.,  Long  Island  ’34,  Hartford 

Klein,  J.  J.,  St.  Univ.  New  York  ’57,  Norwalk 

Klein,  N.  C.,  Cornell  ’60,  Stamford 

Klein,  S.  R.,  N.  Y.  U.  ’65,  Waterbury 

Kleinman,  H.  L.,  Buffalo  '41,  Bridgeport 

Kligerman,  S.,  Illinois  ’39,  Hartford 

Klimas,  F.  A.,  Vermont  ’54,  Shelton 

Klimek,  R.  J.,  S.  U.  N.  Y.  ’66,  New  London 

Klipstein,  A.,  N.  Y.  U.  ’65,  Manchester 

Klipstein,  E.  A.,  N.  Y.  U.  ’65,  Manchester 
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Klumpp,  T.  G.,  Harvard  ’28,  New  York  City  (New  Haven 
County ) 

Knapp,  R.  B.,  New  York  ’59,  Greenwich 

Knauff,  E.  F.,  New  York  ’54,  Easton 

Kneale,  H.  B.,  Johns  Hopkins  ’20,  Fairfield 

Knight,  H.  F.  Rochester  ’49,  Hartford 

Knights,  W.,  Vermont  ’00,  East  Hartford 

Knirsch,  A.  K.,  Western  Ontario  ’62,  Waterford 

Knowlton,  A.  H.,  Albany  ’66,  New  Haven 

Knox,  A.  E.  H.,  Nebraska  '47,  Bloomfield 

Knox,  K.  R.,  Jefferson  ’46,  Hartford 

Koch,  L.  W.,  New  York  ’63,  New  Britain 

Koenig,  A.  R.,  North  Carolina  ’58,  Cos  Cob 

Koff,  A.  M.,  Columbia  '57,  Avon 

Koff,  M.  S.,  Hahnemann  ’63,  Hartford 

Kofiler,  A.,  Jefferson  '34,  Stamford 

Kogut,  H.  V.,  N.  Y.  Med.  Coll.  '43,  Bridgeport 

Koleshko,  L.  J.,  Maryland  ’42,  Waterbury 

Kondo,  K.,  Keio  Un.  Tokyo  ’63,  Orange 

Koops,  H.  J.,  Harvard  ’66,  New  Britain 

Kopeloff,  N.,  Albert  Einstein  ’66,  Greenwich 

Korab,  J.  J.,  Tufts  '43,  Higganum 

Korn,  F.  E.,  N.  Y.  Med.  CoU.  ’50,  Middletown 

Kornblut,  A.,  N.  Y.  U.  ’20,  Bridgeport 

Kosar,  W.  P.,  Columbia  ’46,  Hartford 

Kostecki,  R.  J.,  N.  Y.  U.  ’61,  Waterbury 

Kotch,  P.  I.,  Tufts  ’60,  Newtown 

Kott,  J.  H.,  N.  Y.  U ’33,  Harwinton 

Koufman,  W.  B.,  Tufts  ’35,  New  Haven 

Kra,  S.  J.,  Lausanne  '60,  New  Haven 

Krall,  I.  H.,  Long  Island  '37,  Hartford 

Kramer,  B.,  Maryland  ’56,  Wallingford 

Kramer,  F.  M.,  Lausanne  ’54,  Cheshire 

Kramer,  R.  T.,  Wayne  '56,  Torrington 

Kramer,  T.,  N.  Y.  Med.  Coll.  ’62,  Norwalk 

Kramm,  W.  A.,  Albany  '51,  Niantic 

Krasnogor,  L.  J.,  N.  Y.  U.  ’63,  Stamford 

Krassner,  L.  S.,  Boston  '56,  New  Haven 

Kraus,  G.  Long  Island  ’44,  Greenwich 

Kraut,  H.  L.,  Harvard  '53,  Stamford 

Krauthamer,  M.  J.,  St.  Univ.  New  York  ’62,  Darien 

Kreis,  D.  J.,  Tufts  ’47,  New  Haven 

Kremer,  C.  P.,  Jr.,  Virginia  ’53,  Darien 

Kresge,  D.  J.,  Temple  ’53,  Avon 

Krieger,  J.  L.,  Long  Island  ’49,  Hartford 

Krinsky,  C.  M.,  Tufts  '33,  New  London 

Kristan,  J.  J.,  Johns  Hopkins  ’45,  Rockville 

Kriz,  J.  J.,  Virginia  ’61,  Rockville 

Krizek,  T.  J.,  Marquette  ’57,  New  Haven 

Krochmal,  H.,  Vienna  ’37,  Meriden 

Kropp,  P.  J.,  Cologne  ’48,  Norwich 

Krosnick,  G.,  Jefferson  ’38,  New  Haven 

Krosnick,  M.  Y.,  Yale  '30,  New  Haven 

Krupp,  A.  F.,  N.  Y.  Med.  Coll.  ’62,  Manchester 

Kuczko,  E.  P.,  N.  Y.  U.  ’52,  Danbury 

Kueffner,  W.  R.,  Minnesota  ’43,  Southport 

Kuehn,  P.  G.,  Rochester  '52,  Hartford 

Kugelman,  T.  P.,  Yale  ’60,  Hartford 

Kuhn,  H.  R.,  Texas  '52,  New  London 

Kuinmer,  A.  J.,  Harvard  ’39,  New  Haven 

Kummer,  S.  1.,  Hahnemann  ’49,  Rockville 

Kundargi,  R.  S.,  Baroda,  India  ’62,  New  Haven 

Kunkel,  F.  E.,  Yale  ’26,  West  Hartford 

Kunkel,  P.,  Washington  '34,  Danbury  (New  Haven  County) 

Kurien,  V.  A.,  Edinburgh,  Scotland  ’63,  Manchester 

Kurland,  M.  D.,  Harvard  ’60,  West  Hartford 

Kushlan,  S.  D.,  Yale  ’35,  New  Haven 

Kyle,  G.  B.,  Long  Island  ’38,  Sandy  Hook 


Laakso,  A.  O.,  Cornell  '37  Danielson 

Laakso,  W.  B.,  Tufts  ’61,  Hartford 

La  Bella,  L.  O.,  Columbia  '25,  Middletown 

Labraico,  J.  M.,  Jefferson  ’58,  Bristol 

LaBrecque,  F.  C.,  Tufts  ’35,  Waterbury 

Labriola,  G.,  Jefferson  ’57,  Naugatuck 

LaCamera,  R.  G.,  Cincinnati  ’49,  New  Haven 

Lacava,  J.  J.,  Georgetown  '34,  New  Britain 

Lach,  F.  E.,  Maryland  ’41,  New  Haven 

LaCorte,  S.,  N.  Y.  Med.  Coll.  '30,  Stamford 

LaFemina,  N.  F.,  Long  Island  ’25,  New  Haven 

Laffaye,  H.  A.,  Buenos  Aires  ’61,  Westport 

LaForte,  P.,  N.  Y.  U.  ’50,  Stamford 

Lahey,  W.  J.,  Harvard  '42,  Hartford 

Lahiri,  B.,  Univ.  Calcutta  ’60,  Hartford 

Lahvis,  W.  F„  St.  Univ.  N.  Y.  ’56,  New  Milford 

Lakin,  P.  C.,  Colorado  ’64,  New  Britain 

LaMastra,  P.  M.,  Maryland  ’60,  Bridgeport 

Lambe,  M.  J.,  Queen  Univ.  Belfast  ’63,  Middletown 

Lambe,  T.  P.,  Queens  Univ.  ’61,  Middletown 

Landau,  S.  J.,  Yale  ’55,  New  Haven 

Landry,  A.  B.,  Sr.,  Jefferson  ’09,  West  Hartford 

Landry,  A.  B.,  Jr.,  Jefferson  '56,  Hartford 

Landry,  B.  B.,  Harvard  ’20,  West  Hartford 

Landwirth,  J.,  S.  U.  N.  Y.  ’61,  Bridgeport 

Langan,  M.  J.,  Columbia  '46,  Greenwich 

Langenauer,  B.  J.,  Albert  Einstein  ’64,  Hamden 

Langhammer,  H.,  Heidelberg  '55,  Norwich 

Langmann,  R.  D.,  Physicians  & Surgeons  '55,  Farmington 

Langner,  H.  P.,  Yale  ’22,  Milford 

Langner,  J.  M.,  Un.  Zurich  ’53,  Southington  (New  Haven 
County) 

Laning,  G.  M.,  Michigan  TO,  Thompsonville  (Litchfield 
County) 

Lanzi,  R.  A.,  Temple  '61,  Orange 
LaPan,  W.  A.,  McGill  '65,  Rockville 
Lapenta,  R.  G.,  George  Washington  ’37,  Hartford 
LaPierre,  A.  R.,  Columbia  ’38,  Norwich 
LaPierre,  W.  W.,  Columbia  '39,  Norwich 
Lapinski,  L.  S.,  Yale  ’50,  Bridgeport 

Laplume,  A.  A.,  Montreal  ’24,  Tamarac,  Ft.  Lauderdale, 
Florida  ( Hartford  County ) 

LaPorte,  T.  F.  V.,  Boston  ’33,  Bristol 
Larkin,  C.  L.,  Jr.,  Columbia  ’46,  Waterbury 
Larkin,  J.  C.,  Johns  Hopkins  ’35,  New  Britain 
Larkin,  J.  I.,  Albany  ’57,  Greenwich 
Larson,  A.  L.,  Albany  '36,  Hartford 
Lashgari,  M.,  Tehran  ’62,  Hartford 
Laltanzi,  W.  E.,  Yalo  '55,  New  Haven 
Laubstein,  M.  B.,  S.  U.  N.  Y.  ’56,  Derby 
Laudano,  A.  J.,  Tufts  '47,  New  Haven 
Lavergne,  B.  M.,  Laval  '55,  Old  Saybrook  (New  London 
County) 

Lavietes,  P.  H.,  Yale  ’30,  New  Haven 
Lavietes,  S.  R.,  Baylor  ’49,  New  Haven 
Lavorgna,  M.  H.,  St.  Louis  ’40,  New  Haven 
Lawlor,  E.  F.,  N.  Y.  Med.  Coll.  ’59,  New  Britain 
Lawrence,  G.  J.,  New  York  Med.  Coll.  '63,  Willimantic 
Lawrence,  J.  J.,  Howard  '57,  Bridgeport 
Lawson,  I.  R.,  Aberdeen  Un.,  Scotland  ’54,  Hartford 
Lawson,  J.  P.,  Manchester,  England  ’55,  Derby 
Leach,  C.  N.,  Jr.,  Columbia  ’60,  Farmington 
Lear,  H.  A.,  St.  Louis  ’43,  New  York,  New  York  ( Hartford 
County ) 

Lear,  M.,  Yale  ’ll,  New  Haven 
Leavy,  S.  A.,  Rochester  '40,  New  Haven 
Lebhar,  N.  F.,  Columbia  ’39,  Westport 
Lebowitz,  W.  B.,  Boston  ’56,  Bridgeport 
Lecker,  S.,  McGill  ’62,  New  Haven 
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Lee,  J.  F.,  Cornell  ’46,  Greenwich 

Lee,  J.  P.,  Natl.  Defense  Med.  Ctr.  ’64,  Middletown 

Lee,  J.  R.  Queen’s  '24,  Southbury 

Lee,  K.  J.,  Columbia  ’65,  New  Haven 

Lee,  M.  A.,  Louisville  ’66,  Fairfield 

Lee,  N.  H.,  Seoul  Nat’l.  Univ.  ’49,  Bridgeport 

Lee,  W.,  Yale  ’41,  Hartford 

Leeds,  W.  G.,  Long  Island  College  ’48,  West  Hartford 

Lehmann,  W.  B.,  Yale  ’63,  Hartford 

Lehmus,  H.  J.,  N.  Y.  U.  ’43,  Manchester 

Lehrman,  J.  C.,  Albert  Einstein  ’66,  Meriden 

Leib,  D.  B.,  Yale  ’55,  New  London 

Leib,  G.  M.  P.,  Yale  ’55,  New  London 

Leicach,  J.,  Buenos  Aires  ’56,  Kensington 

Leicach,  M.,  Buenos  Aires  ’53,  Hartford 

Lena,  H.  F.,  Jr.,  Cornell  ’45,  New  London 

Lena,  R.  P.,  Tufts  ’57,  New  Haven 

Lenci,  T.  D.,  Columbia  '49,  Fairfield 

Lencz,  E.,  Vienna  ’36,  Miami  Beach,  Florida  ( New  Haven 
County ) 

Lenehan,  J.  R.,  Jefferson  ’37,  West  Hartford 
Lengyel,  P.,  Budapest  ’31,  San  Francisco,  California 
(Fairfield  County) 

Lenkowski,  W.  J.,  N.  Y.  U.  ’37,  Waterbury 
Leone,  P.  V.,  N.  Y.  Med.  Coll.  ’50,  Bridgeport 
Leonhardt,  C.  G.,  Albany  ’53,  New  Britain 
Lepow,  I.  H.,  Western  Reserve  ’58,  Farmington 
Lepow,  M.  L.,  Western  Reserve  ’52,  Hartford 
Lemer,  A.  B.,  Minnesota  ’45,  New  Haven 
Lemer,  M.  R.,  Western  Reserve  ’50,  New  Haven 
LeRoy,  J.  B.,  Yale  ’50,  Storrs  (Windham  County) 

LeRoyer,  C.  P.,  Tufts  ’42,  Hartford 
Lesko,  J.  M.,  Duke  ’38,  Bridgeport 

Letourneau,  D.  J.,  Tufts  ’59,  Pensacola,  Florida  ( Hartford 
County ) 

Levenstein,  M.,  N.  Y.  U.  ’58,  Hamden 
Levieff,  L.,  Lausanne  ’50,  Stratford 
Levin,  A.  E.,  Tufts  '30,  Hartford 
Levin,  H.  A.,  Univ.  & Bellevue  '18,  New  Haven 
Levine,  A.  I.,  N.  Y.  U.  ’35,  Rowayton 
Levine,  H.,  Harvard  ’41,  New  Britain 
Levine,  H.,  N.  Y.  U.  '46,  Middletown 
Levine,  H.  P.,  Vermont  ’50,  Stamford 
Levine,  I.  R.,  Tufts  ’62,  New  Haven 
Levine,  J.,  Vermont  ’50,  Stamford 
Levine,  M.,  Ghent,  Belgium  ’60,  Bloomfield 
Levinsky,  M.,  Maryland  '28,  Bridgeport 
Levis,  A.  J.,  Zurich  ’63,  Hamden 
Levreault,  G.  V.,  Tufts  ’42,  Hartford 
Levy,  A.,  Tufts  ’31,  Winsted 
Levy,  B.  Seton  Hall  ’60,  Hartford 
Levy,  H.  D.,  Boston  ’59,  Branford 
Levy,  L.  L.,  Temple  ’40,  New  Haven 
Levy,  M.  N.,  Tufts  ’23,  Bridgeport 
Levy,  N.,  Yale  ’27,  Branford 
Levy,  R.  M.,  Tulane  ’56,  Derby 
Levy,  S.  H.,  Tufts  ’35,  Stratford 
Levy,  T.  S.,  Med.  Coll,  of  S.  C.  ’48,  Bridgeport 
Lewicki,  E.  S.,  Georgetown  '35,  Waterbury 
Lewin,  M.  L.,  Albert  Einstein  ’61,  Bridgeport 
Lewis,  D.  O.,  Yale  ’63,  New  Haven 
Lewis,  G.  L.,  Yale  ’45,  Simsbury 
Lewis,  H.  D.,  Harvard  ’42,  New  Haven 
Lewis,  M.,  Guy’s  Hospital  ’50,  New  Haven 
Lewis,  S.  D.,  George  Washington  ’31,  Palm  Beach,  Florida 
(Hartford  County) 

Lewis,  S.  H.,  Albert  Einstein  ’64,  Old  Greenwich 
Lewis,  W.  S.,  N.  Y.  U.  ’62,  Bridgeport 
L’Heureux,  J.  A.,  Boston  ’34,  Meriden 


Liao,  S.  J.,  Hsiang  Ya  ’42,  Middlebury 
Licciardello,  A.  T.,  Harvard  ’47,  Stratford 
Licht,  S.,  N.  Y.  LI.  ’31,  Coral  Gables,  Florida  (New  Haven 
County ) 

Lichtman,  A.,  Zurich  '53,  Westport 

Lidz,  R.  W.,  Basel  ’35,  Woodbridge 

Lidz,  T.,  Columbia  ’36,  New  Haven 

Lieberman,  D.  L.,  N.  Y.  U.  '26,  Chester 

Lieberson,  A.  D.,  Yale  ’62,  Westport 

Liebowitz,  S.  A.,  Un.  Basle  65,  Hartford 

Light,  C.  F.,  Hahnemann  ’57,  Monroe 

Lightbody,  F.  E.  H.,  Edinburgh  ’51,  Greenwich 

Lillian,  M.,  Georgetown  ’44,  New  Haven 

Lin,  P.  T.  C.,  Aurora  ’45,  Ansonia 

Linburg,  R.  M.,  Yale  ’64,  Hartford 

Lindenmuth,  W.  W.,  Jefferson  ’38,  New  Haven 

Linder,  J.  H.,  Columbia  ’27,  Sharon 

Lindskog,  G.  E.,  Harvard  ’28,  Branford 

Linnolt,  E.,  Royal  Charles,  Stockholm  ’51,  Hartford 

Lion,  D.  J.,  State  Univ.  N.  Y.  ’55,  New  Haven 

Liotta,  S.,  Boston  ’27,  Essex  (New  London  County) 

Lipkoff,  C.  J.,  N.  Y.  U.  ’36,  Milford 
Lipton,  H.,  St.  Louis  ’32,  Hartford 
Lirot,  S.  L.,  McGill  ’32,  Meriden 
Lischner,  M.  D.,  Yale  ’30,  Hartford 
Lisi,  K.  R.,  St.  Louis  ’64,  Bridgeport 
Liss,  J.  P„  N.  Y.  Med.  Coll.  ’62,  Hartford 
Litman,  R.  B.,  Yale  ’70,  Philadelphia,  Pennsylvania  (New 
Haven  County) 

Litter,  L.,  Basel  ’36,  Hartford 
Little,  D.  M.,  Jr.,  Harvard  '44,  Hartford 
Little,  M.  H.,  Harvard  ’35,  Willimantic 
Little,  O.  A.  G.,  Boston  ’35,  Willimantic 
Littman,  E.,  Chicago  ’61,  Norwalk 
Livingston,  R.,  Vermont  ’60,  West  Hartford 
Livingston,  W.  T.,  Pennsylvania  ’43,  New  Britain 
Lobb,  R.  A.,  Hahnemann  ’37,  Deep  River 
Lobdell,  D.  H.,  Michigan  ’56,  Bridgeport 
Lockhart,  R.  H.,  Yale  ’28,  Fairfield 
Lockward,  H.  J.,  Western  Reserve  ’43,  Manchester 
Lockwood,  J.,  Johns  Hopkins  ’30,  New  Preston  (Fairfield 
County ) 

Loeser,  L.  K.,  Western  Reserve  ’52,  Storrs 
Loewald,  E.  L.,  Johns  Hopkins  ’48,  Hamden 
Loewald,  H.  W.,  Rome  ’34,  New  Haven 
Loewenberg,  P.  C.,  Berlin  '39,  East  Hartford 
Logan,  W.  J.,  Yale  ’25,  New  Haven 
Loh,  H.  C.,  Tung-Teh  ’50,  West  Haven 
Lohman,  W.  H.,  Cornell  ’45,  Glastonbury 
Lohrmann,  W.,  Rochester  ’43,  Meriden 
Loiacono,  R.  A.,  N.  Y.  Med.  Coll.  ’43,  New  London 
Longo,  A.  D.,  Georgetown  ’38,  Portland 
Longo,  E.  A.,  Yale  ’60,  Cromwell 
Longo,  M.  R.,  Jr.,  New  York  ’63,  Meriden 
Longo,  V.  F.,  Long  Island  ’43,  Seymour 
Longo,  V.  J.,  Yale  ’46,  New  London 
Longstreth,  G.,  Columbia  ’65,  Sharon 
Lopatin,  C.  Louisville  ’41,  Bridgeport 
Lopez,  R.  E.,  Havana  ’49,  Kensington 
LoPresti,  D.  A.,  Long  Island  ’47,  Hartford 
Lord,  B.  J.,  Jr.,  Cornell  ’43,  Norwich 
Losito,  A.  J.,  St.  Louis  ’38,  Cos  Cob 
Lovallo,  F.,  Tufts  ’44,  Sharon 

Lovekin,  L.  G.,  Wayne  ’43,  Norwalk  (New  Haven  County) 

Loveless,  M.  H.,  Stanford  ’24,  Westport 

LoVetere,  A.  A.,  George  Washington  ’35,  New  Britain 

Low,  H.  B.  C.,  St.  John’s  University  ’50,  Hartford 

Lowman,  R.  M.,  Maryland  ’36,  New  Haven 

Lowry,  E.  C.,  Cornell  ’35,  Guilford 

Loyer,  R.  E.,  Wayne  St.  ’65,  Waterbury 
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Luhchansky,  J.  H.,  N.  Y.  U.  ’33,  New  London 
Lublin,  R.,  Johns  Hopkins  ’29,  East  Hartford 
Luby,  M.  J„  N.  Y.  U.  ’53,  Hartford 
Lucas,  J.  J.,  Rome  '57,  Hartford 
Luchs,  D.,  McGill  ’50,  Colebrook 
Luciano,  M.  C.,  Pennsylvania  ’44,  Bridgeport 
Lujic,  P.,  Zagreb,  Yugoslavia  ’60,  New  Haven 
Lund,  D.  A.,  Harvard  ’61,  New  Britain 
Lundberg,  E.  A.,  Vermont  '40,  Stamford 
Lundberg,  G.  A.  F.,  Jefferson  T9,  Manchester 
Lundberg,  G.  A.  F.,  Jr.,  Jefferson  '53,  Manchester 
Luria,  S.,  Western  Ontario  ’38,  Hollywood,  Florida 
(Fairfield  County) 

Luria,  S.  B.,  Harvard  ’43,  Waterbury 
Lyddy,  J.  R.,  N.  Y.  U.  ’44,  Stratford 
Lydon,  L.  G.  M.,  Yale  ’40,  New  Haven 
Lynch,  F.,  Columbia  ’43,  Westport 
Lynch,  M.  E.,  Harvard  ’57,  Avon 
Lynch,  V.  A.,  Jefferson  ’38,  Bridgeport 
Lynch,  W.  A.,  Indiana  ’63,  Hartford 
Lynch,  W.  F.,  Jefferson  ’52,  New  Haven 
Lyon,  G.  A.,  Cornell  ’41,  Bridgeport 
Lyons,  B.  E.,  Yale  ’38,  Norwalk 
Lytle,  E.  L.,  St.  Louis  ’53,  Wallingford 
Lytton,  B.,  London  Hospital  '48,  New  Haven 

Macaulay,  W.  P.,  McGill  ’59,  Hartford 
MacCready,  P.  B.,  Johns  Hopkins  ’21,  New  Haven 
MacCready,  W.  H.,  Harvard  '27,  Windsor 
MacDonald,  C.  A.,  Columbia  ’59,  Torrington 
MacDougall,  A.  D.,  Cornell  ’43,  Groton 
Macgregor,  J.  V.,  London  '28,  Darien 
Machcinsla,  V.  A.,  Yale  '47,  Danbury 
Macionus,  R.  F.,  Vermont  ’66,  Cromwell 
Mack,  A.  G.,  Albany  ’43,  Trumbull 
Mack,  D.  E.,  Syracuse  ’43,  Windsor 
Mack,  G.  T.,  Wuerzburg  ’53,  Cheshire 
Mackay,  I.  M.,  Edinburgh  ’56,  Hartford 
Mackay,  W.  D.,  Indiana  ’28,  Salisbury 
MacKinnon,  I.,  Cornell  ’51,  West  Hartford 
MacLeod,  G.  K.,  Cincinnati  ’60,  Rockville,  Maryland  (New 
Haven  County) 

MacMaster,  D.  R.,  Dalhousie  ’60,  Litchfield 
Mac  Rae,  D.  W.,  Johns  Hopkins  ’64,  Meriden 
Madden,  T.  J.,  Univ.  of  Chicago  ’44,  New  Britain 
Madison,  R.  L.,  State  Univ.  N.  Y.  ’53,  Stamford 
Madwed,  A.  E.,  N.  Y.  Med.  Coll.  '51,  Bridgeport 
Magauran,  B.  G.,  National  Univ.  ’54,  Enfield  (Tolland 
County ) 

Magida,  M.  G.,  Long  Island  ’46,  Stamford 
Magram,  H.  M.,  Columbia  ’52,  Middletown 
Maher,  P.  H.,  N.  Y.  Med.  Coll.  ’65,  Greenwich 
Mahoney,  J.  J.  McGill  ’33,  Norwich 
Maidman,  L.,  N.  Y.  U.  ’40,  Wilton 
Maier,  R.  F.,  Tufts  '59,  Somers 
Maislen,  S.,  Vermont  T4,  Hartford 
Major,  J.  W.,  Vanderbilt  ’39,  Willimandc 
Malinconico,  L.  L.,  Tufts  ’51,  Hartford 
Malloy,  E.  F.,  Cornell  '28,  Stamford 
Malloy,  T.  McK.,  Tufts  ’62,  Danbury 
Malone,  H.  J.,  Vermont  ’49,  Manchester 
Malone,  R.  F.,  Tufts  ’43,  Devon 
Maloney,  P.  K.,  Jr.,  Georgetown  ’60,  Norwalk 
Maloney,  R.  H.,  Emory  '48,  Hartford 
Malyska,  F.  A.,  Georgetown  ’55,  Bridgeport 
Mancall,  I.  T.,  Pennsylvania  '44,  Hartford 
Mancinelli,  M.  J.,  Hahnemann  ’43,  Stamford 
Mancini,  A.  D.,  Turin  '56,  East  Haven 
Mancoll,  M.  M.,  Jefferson  ’28,  Hartford 


Mancoll,  W.,  Jefferson  ’60,  Hartford 

Mandell,  J.,  Boston  ’48,  New  Britain 

Mandl,  G.,  Vienna  ’32,  Bethel 

Manes,  P.  R.,  Vermont  ’57,  Waterbury 

Mangieri,  J.  V.,  N.  Y.  Med.  Coll.  ’63,  Bridgeport 

Manheim,  G.,  Vermont  ’46,  New  Haven 

Maniatis,  W.  R.,  Yale  ’47,  Bridgeport  and  New  Haven 

Manimbo,  S.  G.,  Far  Eastern  Univ.,  Philippines  ’63, 

Stamford 

Manjoney,  R.  C.,  Vermont  ’50,  Derby 
Manjoney,  R.  J.,  Vermont  '53,  Bridgeport 
Manjoney,  V.  A.,  Vermont  ’47,  Bridgeport 
Manlapaz,  J.  S.,  Santo  Tomas  ’56,  Danbury 
Mann,  N.  M„  Long  Island  ’45,  Hartford 
Mann,  W.  A.,  Illinois  '48,  Greenwich 
Manning,  I.  H.,  Woman’s  Med.  Pa.  ’50,  Norwich 
Mannix,  H.,  Jr.,  Cornell  ’50,  Hartford 
Mansourian,  V.,  Paris  ’67,  New  Haven 
Manzi,  J.  A.,  Cork  ’55,  Middletown 
Mara,  N.  F.,  Vermont  ’62,  Vernon 
Marchand,  G.  A.,  Jefferson  ’64,  New  London 
Marcin,  M.  J.  R.,  Georgetown  ’66,  Columbia,  Maryland 
( Hartford  County ) 

Marcus,  L.  I.,  Louvain  ’67,  New  Canaan 
Marcus,  M.  G.,  Western  Reserve  ’61,  New  Haven 
Margold,  A.  M.,  Vermont  ’25,  Norwalk 
Margolick,  M.,  McGill  ’35,  Putnam 
Margolis,  R.  N.,  Tufts  ’58,  New  Haven 
Margolius,  N.  C.,  Cornell  ’33,  Waterbury 
Marianaro,  N.  A.,  St.  Louis  ’30,  Avon 
Mariani,  R.  A.,  Pennsylvania  ’44,  New  London 
Marieb,  N.  J.,  Rochester  ’59,  Orange 
Marino,  A.  M.,  Georgetown  ’64,  Greenwich 
Marino,  F.  S.,  Maryland  ’42,  Hartford 

Marino,  R.  S.,  Boston  ’42,  Waterbury  (New  Haven  County') 
Marinucci,  E.  D.,  N.  Y.  Med.  Coll.  ’44,  Norwalk 
Marjani,  M.  A.,  Un.  Tehran  ’61,  Waterbury, 

Mark,  H.  H.,  Vienna  ’57,  New  Haven 
Markley,  D.  N.,  Edinburgh  '36,  Hartford 
Markley,  H.  E.,  Yale  ’43,  Greenwich 
Markley,  L.  L.,  Prague  '25,  Bridgeport 
Marmer,  E.  L.,  Alabama  ’64,  Rockville 
Marks,  E.  M.,  Buffalo  ’46,  Bridgeport 
Markwald,  H.  W.,  Berlin  ’37,  New  Hartford 
Marrash,  S.  E.,  Am.  Univ.  Beirut  ’57,  Bridgeport 
Marsh,  A.,  St.  Andrews  ’37,  New  Britain 
Marsh,  C.  O.,  Woman’s  Med.  Coll.  Pa.  ’51,  West  Hartford 
(New  Haven  County) 

Marsh,  R.  R.,  Harvard  ’45,  West  Hartford 
Marsh,  S.  H.,  Harvard  ’51,  Hartford  (New  Haven  County) 
Marshak,  I.  J,,  Tufts  '26,  New  Haven 
Marshall,  B.  R.,  Tufts  ’54,  Hartford 
Marshall,  D.,  Northwestern  ’47,  Hartford 
Marshall,  D.  C.,  Harvard  ’57,  New  London 
Marshall,  L.  F.,  Chicago  ’54,  West  Hartford 
Martelon,  G.  F.,  Boston  ’48,  Bridgeport 
Martin,  E.,  Yale  ’40,  New  Britain 
Martin,  J.  E.,  Dalhousie  ’42,  Norwich 
Martin,  J.  G.,  Yale  ’33,  West  Hartford 
Martin,  Katharine  Hawley,  Yale  '44,  Watertown 
Martin,  M.  G.,  Queen’s  Univ.  Can.  ’44,  Norwich 
Martin,  R.  A.,  Vermont  '37,  Bridgeport 
Martin,  R.  S.,  Cornell  ’61,  Hartford 
Martin,  S.  J.,  Wisconsin  ’35,  Hartford 
Martin,  W.  E.,  N.  Y.  Med.  Coll.  '52,  Milford 
Martineau,  R.  G.,  Yale  ’58,  Waterbury 
Martinson,  E.  O.,  Columbia  ’35,  Madison  (Middlesex 
County ) 
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Marvin,  H.  M.,  Harvard  T8,  New  Haven 
Marx,  F.  G.,  Pennsylvania  '53,  New  London 
Marzialo,  N.  A.,  Tufts  ’48,  Manchester 
Mascoli,  N.  M.,  Jr.,  Georgetown  ’63,  Waterbury 
Mashman,  J.  H.,  Vermont  ’65,  Danbury 
Masi,  A.  V.,  New  Jersey  Coll.  Med.  ’62,  Bridgeport 
Mass,  H.,  Leiden  ’56,  New  Haven 
Massey,  D.  M.,  Hahnemann  ’36,  Bridgeport 
Massey,  R.  U.,  Wayne  ’46,  Farmington 
Massie,  W.  J.,  Meharry  ’47,  New  Haven 
Masterson,  T.  J.,  Tufts  ’45,  Norwich 
Mastrangelo,  A.,  Jr.,  Boston  ’39,  Stamford 
Mathews,  J.,  Trivandrum  ’58,  Enfield 
Matteis,  J.  T.,  Yale  ’26,  Kensington 
Matthews,  L.  G.,  Seton  Hall  ’63,  Freehold,  New  Jersey 
( Hartford  County ) 

Mattie,  L.  R.,  Yale  ’52,  New  Haven 
Mattson,  R.  H.,  Boston  ’57,  New  Haven 
Matyszewski,  S.  E.,  Yale  ’62,  Waterbury 
Mauck,  F.  T.,  Pennsylvania  ’57,  Farmington 
Mauks,  C.  W.,  Budapest  ’32,  Danbury 
Maurer,  L.  L.,  Yale  T6,  Woodbridge 
Maurer,  W.  S.,  Yale  ’38,  Willimantic 
Maxham,  D.  L.,  Vermont  ’53,  Bridgeport 
Mayo,  E.  R.,  Tufts  '38,  Waterbury 
McAdams,  G.  B.,  Johns  Hopkins  ’45,  Hartford 
McAlenney,  P.  F.,  Yale  ’29,  New  Haven 
McAndrews,  J.  F.,  Columbia  ’46,  Hartford 
McCabe,  E.  B.,  Jeiferson  '44,  Winsted 
McCarthy,  C.  P.  N.,  Univ.  Coll.  Cork  ’60,  New  Haven 
McCarthy,  J.  D.,  Rochester  '55,  Hartford 
McCarthy,  J.  C.,  Yale  ’62,  Evansville,  Indiana  (Litchfield 
County ) 

McCarthy,  R.  E.,  Hahnemann  ’66,  Middletown 

McCaul,  K.  F.,  Nat’l.  Univ.  Ireland  ’50,  Norwalk 

McCleary,  E.  S.,  Univ.  Rochester  ’53,  Wallingford 

McClure,  P.  H.,  Emory  ’64,  Bristol 

McCooey,  J.  H.,  State  Univ.  N.  Y.  '56,  Hartford 

McCormick,  J.  M.,  Dublin  ’47,  Hartford 

McCrann,  D.  J.,  Tufts  ’34,  Hartford 

McCrann,  W.  E.,  Univ.  Coll.  Dublin  ’54,  Westport 

McCreery,  E.  P.,  Jr.,  Virginia  ’42,  Fairfield 

McCue,  M.  P.,  Harvard  ’34,  Waterford  ( Hartford  County ) 

McCullough,  C.  D.,  N.  Y.  Med.  Coll.  ’58,  Bridgeport 

McCullough,  W.  B.,  Columbia  ’65,  New  Haven 

McDermott,  G.  M.,  Galway  Med.  School  '58,  Bristol 

McDermott,  J.  F.,  Cornell  ’23,  Harwich,  Mass. 

(Hartford  County) 

McDermott,  J.  J.,  N.  Y.  U.  ’52,  Danbury 
McDonagh,  P.  H.,  Dublin  ’51,  Greenwich 
McDonald,  J.,  Un.  Glasgow  ’61,  Glastonbury 
McDonald,  R.  L.,  N.  Y.  Medical  College  ’60,  Roxbury 
McDonnell,  R.  R.,  Jefferson  ’45,  New  Haven 
McDowell,  A.  V.,  Albany  ’52,  Middletown 
McFarland,  F.  W.,  Vermont  '28,  Stamford 
McFarland,  W.  J.,  Yale  ’39,  New  London 
McGann,  D.  M.,  National  Univ.  Ireland  ’52,  South  Windsor 
McGann,  R.  F.,  St.  Mary’s  Hosp.,  London  ’58,  Meriden 
McGarry,  J.  F.,  Vermont  ’46,  Bridgeport 
McGarry,  J.  J.,  Yale  '51,  Darien 
McGaughey,  J.  D.,  Ill,  Jefferson  ’44,  Wallingford 
McGourty,  A.  F.,  N.  Y.  Homeo.  T8,  Norfolk  (Fairfield 
County) 

McCowan,  G.  E.,  Laval  ’57,  Hartford 

McGowan,  T.  S.,  Tennessee  '32,  Storrs  (Windham  County) 
McGrath,  B.  J.,  Yale  ’59,  Guilford 
McGrath,  T.  J.,  Georgetown  ’61,  Norwich 
McGuire,  C.  W.,  New  York  ’61,  New  Haven 


Mcllroy,  P.  T.,  Queen’s  16,  Danbury,  New  Hampshire 
(Fairfield  County) 

McIntyre,  F.  P.,  Vermont  ’42,  Stamford 
McKay,  D.,  Queen’s  Univ.  '56,  Middletown 
McKee,  J.  B.,  Jr.,  Virginia  ’59,  New  Haven 
McKee,  D.  R.,  N.  Y.  U.  '59,  Stamford 
McKendree,  C.  G.,  Virginia  ’43,  Greenwich 
McKenna,  J.  F.,  California  ’48,  Torrington 
McKeon,  J.  J.,  Hahnemann  ’39,  Hamden 
McKeon,  W.  F.,  New  York  ’59,  Norwich 
McKnight,  R.  S.,  Pittsburgh  ’45,  Hartford 
McLean,  B.  A.,  Maryland  ’63,  Hartford 
McLean,  C.  E.,  Yale  ’45,  Hartford 
McLean,  T.  S.,  Jr.,  Vermont  ’34,  Stratford 
McLeod,  C.  E.,  Vermont  ’34,  Middletown 
McLoughlin,  P.  J.,  New  York  ’58,  Bridgeport 
McNemey,  J.  C.,  Jefferson  ’27,  Stamford 
McNulty,  T.  F.,  Georgetown  ’32,  Hartford 
McQuade,  G.  W.,  Dalhousie  ’63,  Bridgeport 
Meacham,  C.  T.,  Pennsylvania  ’30,  Stamford 
Mead,  P.  H.,  Columbia  ’54,  Hartford 
Meehan,  B.  J.,  Lausanne  ’61,  Newtown 

Mehri,  P.  B.,  Washington  ’56,  Danbury  ( Litchfield  County ) 
Meia,  H.  B.,  Nacional  De  Cordoba  ’63,  Milford 
Meigs,  J.  W.,  Harvard  ’40,  New  Haven 
Meisner,  B.  M.,  Rochester  ’60,  Manchester 
Meister,  L.  F.,  Long  Island  ’30,  Stuart,  Florida  (Litchfield 
Count)' ) 

Mekrut,  J.  A.,  St.  Louis  ’31,  Sun  City  Center,  Florida  (New 
Haven  County) 

Melmed,  R.  M.,  Jefferson  ’56,  Greenwich 
Meltzer,  S.  B.,  Long  Island  '44,  Bridgeport 
Menco,  H.  S.,  Amsterdam  ’56,  Manchester 
Mendelsohn,  W.,  Johns  Hopkins  ’33,  Hamden 
Mendelson,  L.  M.,  Med.  Coll.  Virginia  ’65,  Hartford 
Mendillo,  A.  J.,  Yale  ’07,  New  Haven 
Mendillo,  J.  J.,  Columbia  ’45,  New  Haven 
Mendoza,  J.,  San  Marcos  ’53,  Somers 
Mendoza,  R.,  Mexico  ’50,  Norwalk 
Meno,  G.  P.,  Geneva  '59,  Norwalk 
Menousek,  J.  A.,  Vermont  ’32,  Plainville 
Mensch,  A.  H.,  St.  Un.  New  York  ’62,  New  London 
Meo,  R.  C.,  George  Washington  ’34,  Waterbury 
Merdinolu,  M.  A.,  Istanbul  '56,  Norwalk 
Mergenthaler,  F.  W.,  New  York  ’61,  Bridgeport 
Mermann,  A.  C.,  Johns  Hopkins  ’47,  Guilford 
Merriman,  H.,  Columbia  ’36,  Waterbury 
Meshken,  J.,  Rush  ’37,  Bridgeport 
Messina,  M.  C.,  Tennessee  '27,  Clearwater,  Florida 
( Hartford  County) 

Messinger,  H.  J.,  Basel  ’39,  Fairfield 
Messore,  G.,  Univ.  of  Naples  ’50,  Milford 
Methot,  L.  G.,  Georgetown  '58,  Bridgeport 
Meunier,  J.  L.,  Vermont  ’38,  Torrington 
Meyer,  J.  L.,  Long  Island  ’49,  Putnam 
Meyers,  R.  A.,  Michigan  '31,  Watertown 
Michael,  A.  H.,  Athens  ’53,  Bridgeport 
Michalka,  J.  J.,  St.  Louis  ’58,  Bridgeport 
Micheels,  L.  J.,  Utrecht  ’47,  Westport 
Michel,  L.  I.,  Long  Island  ’43,  New  Haven 
Mickenberg,  I.  D.,  S.  U.  N.  Y.  ’65,  Southbury 
Mignone,  J.,  Yale  ’33,  New  Haven 
Milano,  N.  A.,  Georgetown  ’27,  West  Haven 
Milazzo,  N.  J.,  State  Univ.  N.  Y.  ’54,  Derby 
Milewski,  S.  A.,  Dublin  ’56,  Manchester 
Milici,  J.  J.,  Hahnemann  ’40,  West  Haven 
Milikow,  E.,  N.  Y.  U.  ’64,  Hartford 
Millard,  D.  H.,  Georgetown  ’46,  Greenwich 
Millen,  S.  R.,  George  Washington  ’38,  New  Haven 
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Miller,  D.  E.,  Hahnemann  ’59,  Middletown 
Miller,  D.  F.,  Yale  '56,  Derby 
Miller,  G.  R.,  Tufts  ’39,  Manchester 
Miller,  H.  B.,  Rush  ’33,  Hartford 
Miller,  H.  K.,  Columbia  ’32,  Stamford 
Miller,  R.  B.  Loyola  Univ.  ’42,  Newtown 
Miller,  R.  G.,  Tufts  '51,  Danbury 
Miller,  S.  M.,  Tulane  ’41,  Hallandale,  Florida  (Hartford 
County ) 

Milles,  S.  S.,  Rochester  ’55,  New  Haven 
Mills,  B.  L.,  Vermont  ’25,  Northfield,  Ohio  (New  London 
County ) 

Mills,  C.  W.,  Cornell  ’38,  Norwalk 
Milone,  H.  S.,  Georgetown  '50,  Hamden 
Milone,  J.  E.,  Naples  ’39,  Norwich 
Milstone,  J.  H.,  Johns  Hopkins  ’37,  New  Haven 
Milyko,  A.  B.,  Columbia  ’55,  West  Hartford 
Mino,  M.  E.,  Universidad  Central  ’52,  Wethersfield 
(Litchfield  County) 

Minor,  A.  H.,  Columbia  ’40,  Guilford 
Minor,  J.  V.,  Jr.,  Georgetown  '46,  Norwalk 
Minor,  L.  W.,  Yale  ’32,  Middletown 
Minot,  H.  D.,  Jr.,  Harvard  '50,  Norwalk 
Mintell,  D.  F.,  Jefferson  ’64,  Glastonbury 
Mirabelli,  V.,  Padua  ’53,  Bristol 
Mirabile,  C.  S.,  Jr.,  McGill  ’63,  Sharon 
Mirabile,  C.  S.,  McGill  ’30,  Hartford 
Mirabile,  T.  J.,  Georgetown  ’37,  East  Hartford 
Mirkhani,  M.,  Tehran  ’51,  Cheshire 
Mirrer,  E.,  Geneva  ’65,  Waterbury 
Miselis,  F.  J.,  Boston  ’45,  Uncasville 
Misuk,  J.  F.,  Georgetown  ’32,  Meriden 
Mitchell,  G.  V.,  McGill  ’38,  Torrington 
Mittelman,  J.  A.,  Pennsylvania  '48,  Hartford 
Mlynarski,  J.  A.,  Georgetown  ’39,  New  Britain 
Moadel,  M.  M.,  Tehran  ’59,  Westport 
Moalli,  D.  E.,  Boston  ’61,  New  London 
Moench,  J.  C.,  Rochester  ’45,  New  Haven 
Mogil,  M.,  Buffalo  '39,  New  Haven 
Molloy,  P.  M.,  Yale  ’59,  New  London 
Molloy,  R.  J.,  Cornell  '48,  Hartford 
Molnar,  G.  J.,  Georgetown  ’43,  Bridgeport 
Moloney,  D.  R.,  Galway  ’59,  Hartford 
Molumphy,  P.  E.,  Yale  '44,  New  Haven 
Mombello,  G.  E.,  Albany  ’64,  New  Haven 
Monagan,  T.  M.,  Harvard  ’40,  Waterbury 
Monahan,  D.  T.,  Yale  ’33,  Bridgeport 
Mongillo,  F.,  Med.  Coll.  Va.  ’28,  New  Haven 
Montgomery,  J.  S.,  Southwestern  ’61,  New  Haven 
Monti,  L.  J.,  Vermont  ’41,  Southington 
Montimurro,  J.  A.,  Yale  ’52,  Greenwich 
Montoni,  E.  J.,  Georgetown  ’55,  West  Simsbury  (Litchfield 
County ) 

Moon,  W.  K.,  Catholic  Med.  Coll.  ’64,  Torrington  ( Hartford 
County ) 

Mooney,  J.  P.,  N.  Y.  Med.  Coll.  ’56,  Derby 
Mooney,  S.,  Tufts  ’27,  Bridgeport 
Moorad,  P.  J.,  Rochester  ’31,  New  Britain 
Moore,  C.  D.,  Queen’s  ’28,  Lehigh  Acres,  Florida  (Fairfield 
County ) 

Moore,  E.  J.  T.,  Tufts  ’48,  Waterbury 
Moore,  M.  F.,  State  Univ.  N.  Y.  ’55,  New  Canaan 
Moore,  M.  R.,  Queen’s  '29,  Norwich 
Moore,  R.  J.,  Toronto  ’52,  Independence,  Iowa  ( New 
London  County) 

Moore,  R.  W.,  N.  Y.  U.  ’43,  Sharon 
Moore,  S.  W.,  Harvard  ’30.  Sharon 
Moore,  W.  J.,  Columbia  ’21,  Cheshire 
Moreschi,  F.  P.,  Bologna  ’51,  Meriden 


Morgan,  K.  R.,  Yale  ’42,  Fairfield 
Morgan,  L.  G.,  N.  Y.  Med.  Coll.  ’49,  Stamford 
Morgan,  W.  O.,  Georgetown  ’30,  Westport 
Morgan,  W.  S.,  Yale  ’51,  New  Haven 
Morhardt,  C.  E.,  N.  Y.  Med.  Coll.  ’61,  West  Hartford 
Moriarty,  J.  A.,  St.  Louis  ’57,  Pittsfield,  Massachusetts 
(Fairfield  County) 

Moriarty,  J.  P.,  Vermont  ’47,  Stamford 
Morley,  D.  C.,  Queen’s  ’56,  Greenwich 
Morrill,  H.  F.,  Harvard  ’25,  Waterbury 
Morris,  F.  R.,  Maryland  ’41,  Bridgeport 
Morrison,  D.  W.,  Columbia  '40,  Manchester 
Morrison,  J.  B.,  Yale  ’48,  Orange 
Morrison,  J.  E.,  Maryland  ’46,  Norwich 
Morrison,  M.  A.,  N.  Y.  U.  ’65,  Fairfield 
Morrison,  R.  F.,  N.  Y.  U.  ’64,  Meriden 
Morrissett,  L.  E.,  Med.  Coll.  Va.  ’30,  Richmond,  Virginia 
(Fairfield  County) 

Morrissey,  V.  J.,  Georgetown  ’32,  Rocky  Hill  (New  Haven 
County) 

Morrow,  H.  S.,  Columbia  ’40,  New  Milford 
Morse,  E.  E.,  Harvard  ’58,  Hartford 
Morse,  W.  J.,  Vermont  ’61,  New  London 
Morse,  W.  J.,  Vermont  '31,  Randolph,  Vermont  (New 
London  County) 

Moses,  J.  A.,  Trivandrum,  India  ’58,  Fairfield 
Moskowitz,  H.,  St.  Univ.  New  York  ’59,  West  Hartford 
Moss,  A.  M.,  Toronto  ’47,  Fairfield 
Moss,  R.,  St.  Univ.  New  York  ’63,  New  Britain 
Mostel,  A.  P.,  Albert  Einstein  ’60,  Stamford 
Mott,  F.  E.,  Buffalo  ’41,  New  Haven 
Motyka,  S.  J.,  Arkansas  ’38,  Los  Angeles,  California 
( Hartford  County ) 

Moulyn,  A.  C.,  Utrecht  ’30,  Stamford 
Moyer,  W.  T.,  Jr.,  Pennsylvania  ’47,  Manchester 
Moylan,  T.  P.,  Buffalo  '22,  West  Hartford 
Muangman,  P.,  Chiengmai  Un.  Hosp.  ’64,  Hartford 
Mucha,  T.  F.,  Jefferson  ’64,  Hartford 
Mueller,  R.  E.,  Yale  ’63,  Hartford 
Mujeeb,  M.,  Osmania  Med.  Coll.  ’60,  Stamford 
Mulaire,  V.  J.,  Boston  ’39,  Stamford 
Mulford,  E.  H.,  II,  Duke  ’41,  Norwalk 
Mulhern,  P.  H.,  Birmingham  '50,  North  Haven 
Mulligan,  T.  M.,  Boston  ’38,  Waterbury 
Munch,  R.  V.,  St.  Louis  ’62,  Winsted 
Murcko,  W.  J.,  Marquette  ’37,  Torrington 
Murphy,  C.  A.,  Long  Island  ’33,  Stamford 
Murphy,  E.  F.,  Tufts  '55,  Windsor 

Murphy,  J.  C.,  Columbia  ’32,  Dublin,  Ireland  (Fairfield 
County ) 

Murphy,  J.  J.,  Tufts  ’43,  East  Hartford 
Murphy,  J.  M.,  Cornell  ’60,  Greenwich 
Murphy,  J.  P.,  N.  Y.  Med.  Coll.  '50,  Cos  Cob 
Murphy,  O.  L.,  Vermont  '21,  Simsbury 
Murphy,  R.  D.,  Tufts  '47,  Wethersfield 
Murphy,  T.  F.,  Jefferson  ’33,  West  Hartford 
Murray,  J.  G.,  N.  Y.  U.  '43,  Greenwich 
Murray,  J.  H.,  Temple  ’67,  Hartford 
Murray,  J.  T.,  N.  Y.  U.  '47,  New  London 
Murray,  W.  J.,  Jr.,  Cornell  '47,  New  London 
Musselman,  L.  K.,  Johns  Hopkins  T9,  Old  Lyme  (New 
Haven  County) 

Musto,  D.  F.,  Univ.  Washington  ’63,  New  Haven 
Myerson,  D.  A.,  Columbia  ’65,  Derby 
Myerson,  M.,  Tufts  ’61,  Hartford 
Myerson,  P.  J.,  Columbia  ’65,  Derby 
Mylon,  E.,  Berlin  ’21,  New  Haven 
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Nadel,  H.,  Buffalo  "60,  Glsnbrook 

Nadel,  M.  S.,  Columbia  P & S ’62,  Middletown 

Nagaraja,  U.,  Grant  Med.  Coll.  ’60,  New  Milford 

Nagle,  J.  A.,  Jefferson  ’55,  Stamford 

Nagoumey,  D.,  Long  Island  ’36,  Bridgeport 

Naiman,  P.  T.,  Columbia  ’63,  Milford 

Nair,  S.,  Madras  '51,  Norwalk 

Nakhoul,  J.,  Geneva  ’53,  Hartford 

Naimi,  F.  P.,  Lausanne  ’57,  Waterbury 

Narowsld,  J.  J.,  Tufts  '43,  Derby 

Neff,  W.  E.,  Jr.,  Columbia  ’33,  Cheshire 

Neidlinger,  VV.  J.,  Cornell  ’33,  Hartford 

Neill,  M.  H.,  Columbia  P.  & S.  ’43,  Hartford 

Nejame,  F.  F.,  Mexico  ’60,  Waterbury 

Nelligan,  D.  J.,  Yale  ’55,  Westbrook  (New  London  County) 
Nelson,  R.  K.,  Minnesota  ’59,  New  Britain 
Nelson,  W.  N.,  George  Washington  ’26,  Cromwell 
Nemoitin,  B.  O.,  Long  Island  '34,  Stamford 
Nepomuceno,  M.  N.,  St.  Tomas  ’52,  Willimantic 
Nesbitt,  K.  A.,  Albany  ’51,  Torrington 
Nespor,  R.  W.,  Boston  ’33,  Westport 
Neth,  E.  J.,  McGill  '53,  Bridgeport 
Neth,  W.  F.,  McGill  ’55,  Trumbull 
Neumann,  C.  P.,  Pennsylvania  ’43,  New  Canaan 
Neumann,  H.  H.,  Univ.  Vienna  ’32,  New  Haven 
Neuswanger,  C.  H.,  Harvard  ’23,  Waterbury 
Nevins,  R.  A.,  Georgetown  ’51,  Fairfield 
Nevulis,  A.  V.,  Vermont  '38,  New  Britain 
Newberg,  M.  E.,  Columbia  ’63,  Greenwich 
Newell,  R.  C.,  Boston  '56,  Bloomfield 
Newman,  A.  A.,  Long  Island  ’42,  Bridgeport 
Newman,  H.  R.,  Toronto  ’35,  New  Haven 
Newman,  R.,  Johns  Hopkins  ’30,  Woodbridge 
Newman,  R.  D.,  Un.  California  ’62,  Greenwich 
Newton,  R.  F,,  Yale  ’47,  Hamden 
Nezhad,  F.  M.,  Tehran  ’56,  Waterbury 
Nicholl,  R.  G.,  Phila.  Coll.  Osteo.  Med  ’33,  Greenwich 
Nichols,  C.  W.,  Vermont  ’20,  Wellfleet,  Mass.  (Fairfield 
County) 

Nichols,  E.,  Yale  '39,  Hartford 
Nichols,  F.  L.,  Columbia  ’42,  Hartford 
Nicholson,  R.  E.,  Tulane  ’42,  Hartford 
Nickou,  N.,  Univ.  Cincinnati  ’49,  Branford 
Niederman,  J.  C.,  Johns  Hopkins  '49,  New  Haven 
Nielsen,  T.  M.,  Copenhagen  ’38,  New  London 
Niemann,  C.  P.,  Wurzburg  ’52,  East  Granby 
Niesyn,  E.  D.,  Georgetown  ’53,  Bridgeport 
Nino,  A.  F.,  Natl.  Un.  Colombia  ’63,  Hartford 
Nix,  H.  R.,  Alberta,  Canada  ’61,  Manchester 
Nixon,  J.  T.,  N.  Y.  U.  ’51,  New  Haven 
Norbert,  G.  F.,  Tufts  ’65,  Avon 
Nodelman,  J.,  Yale  '29,  New  Haven 
Nolan,  J.  J.,  Pittsburgh  ’42,  Stamford 
Nolan,  J.  O’L.,  Tufts  ’40,  Hartford 
Nolan,  T.  F.,  Yale  ’49,  Greenwich 
Nolasco,  D.  R.,  Coimbra  ’51,  New  Haven 
Noonan,  R.  H.,  Long  Island  ’47,  Bridgeport 
Norman,  P.  S.,  Tufts  ’56,  Manchester 
Norrington,  E.  G.,  N.  Y.  Med.  Coll.  '39,  Norwalk 
Northman,  F.  F.,  Breslau  '34,  Bridgeport 
Northrop,  R.  A.,  Jefferson  ’32,  Norwalk 
Norton,  W.  S.,  Columbia  ’37,  Wallingford 
Nourizadeh,  Ali-Reza,  Tehern,  ’59,  New  Britain 
Nuland,  S.  B.,  Yale  '55,  New  Haven 
Nunes,  M.,  Howard  ’54,  Waterbury 

O’Brasky,  G.  H.,  Jefferson  ’20,  New  Haven 
O’Brasky,  L.,  Jefferson  ’22,  New  Haven 
O’Brien,  F.  H.,  Columbia  ’38,  Waterbury 


O’Brien,  F.  J.,  Boston  ’54,  Hartford 
O’Brien,  G.  J.,  McGill  ’63,  Stafford  Springs 
O’Brien,  J.  E.,  Vermont  ’61,  Hartford 
O’Brien,  J.  F.,  Yale  ’08,  Waterford 
O’Connell,  C.  G.,  Un.  Coll.  Ireland  ’62,  Vernon 
O’Connell,  E.  B.,  Yale  ’41,  New  Haven 
O’Connell,  E.  J.,  Tufts  ’34,  Unionville 
O’Connell,  J.  D.,  Harvard  ’39,  Hartford 
O’Connell,  J;  F.,  Vermont  ’21,  Hartford 
O’Connell,  M.  F.,  Yale  ’22,  Hartford 
O’Connell,  P.  H.,  Loyola  ’29,  Norwich 
O’Connell,  T.  j.,  N.  Y.  Med.  ’48,  Hartford 
O’Connor,  L.  E.,  Univ.  of  Galway  ’55,  Rockville  (Hartford 
County ) 

Oelschlegel,  H.  C.,  Jefferson  '11,  Torrington 
Oesau,  H.  T.,  Jefferson  ’26,  Stratford 
Oesau,  H.  T.,  Jr.,  Jefferson  ’62,  Bridgeport 
Ogden,  R.  T.,  Harvard  ’24,  Sanford  Maine  (Hartford 
County) 

Ogilvie,  J.  B.,  Yale  ’34,  Stamford 
Ohanesian,  J.  H.,  Hahnemann  ’49,  New  Britain 
Olejnik,  W.,  Rijksuniversiteit  ’54,  Bridgeport  ( New  London 
County ) 

O’Looney,  J.  J.,  Jr.,  Jefferson  ’45,  Bridgeport 
Olore,  L.,  Tufts  ’43,  Waterbury 
Olsavsky,  J.  C.,  Georgetown  ’43,  Bridgeport 
Olsen,  R.  C.,  Long  Island  ’45,  New  London 
Olson,  L.  E.,  Yale  ’54,  New  Flaven 
O’Maille,  M.  S.,  Univ.  Galway  ’52,  Devon 
O’Neil,  T.  J.,  New  York  Med.  Coll.  ’60,  Easton 
O’Neill,  C.  W.,  Yale  ’26,  Plantsville 
O’Neill,  J.  J.,  Tufts  ’48,  New  Haven 
Opinsky,  M.,  Georgetown  ’46,  Hartford 
Oppenheimer,  K.,  Heidelberg  ’20,  Norwich 
Opsahl,  J.  C.,  Alberta  ’54,  Boston,  Mass.  ( New  Haven 
County) 

Orbach,  E.  J.,  Berlin  ’24,  New  Britain 

O’Regan,  P.  T.,  National  ’52,  Meriden 

Orfitelli,  O.  P.,  State  of  N.  Y.  Med.  Center  '51,  Hartford 

Orgun,  I.  N.,  Istanbul  ’53,  Avon 

Orlins,  M.  D.,  Amsterdam  ’56,  Norwalk 

Orlowski,  A.  W.,  Tufts  ’36,  Torrington 

Ormand,  J.,  Georgetown  ’40,  Norwalk 

Ormrod,  J.  K.  T.,  McGill  ’43,  Hartford 

Omston,  D.  G.,  Jr.,  Pennsylvania  ’59,  New  Haven 

O’Rourke,  J.,  Georgetown  ’49,  Hartford 

Orphanos,  J.  P.,  N.  Y.  Med.  Coll.  ’58,  Greenwich 

Orr,  H.  D.,  Jr.,  Boston  ’48,  Westport 

Orr,  J.  T.,  Columbia  ’52,  Danbury 

Orth,  R.  H.,  Cornell  ’53,  Stamford 

Osadchey,  L.  M.,  Upstate  Med.  Ctr.  ’63,  Meriden 

Osborn,  D.,  Yale  ’57,  Norwalk 

Osborn,  J.  W.,  Western  Reserve  ’39,  Falls  Village 

Osbom,  S.  H.,  Tufts  T4,  West  Hartford 

Oster,  K.  A.,  Cologne  ’34,  Bridgeport 

Ostriker,  M.,  Bellevue  ’52,  Stamford 

Ostriker,  P.  J.,  State  Univ.  N.  Y.  ’50,  Stamford 

Ostrov,  M.  R.,  Chicago  ’63,  Waterbury 

Otis,  F.  N.,  Tufts  T8,  Bloomfield  (New  Haven  County) 

Otis,  I.  S.,  George  Washington  T7,  Meriden 
Otis,  R.  D.,  Yale  ’49,  Hartford 
O’Toole,  P.,  Trinity  ’53,  Norwich 
Owens,  A.  P.,  McGill  ’37,  Bridgeport 
Owens,  G.,  Harvard  ’50,  Hartford 
Oxnard,  E.  W.,  Harvard  ’36,  Cheshire 
Ozcomert,  S.,  Ankara  ’47,  Stamford 
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Ozenberger,  J.  M.,  Missouri  ’58,  New  Haven 
Ozonoff,  M.  B.,  Northwestern  ’54,  Newington 

Paardenkooper,  J.,  Utrecht  ’58,  Moodus 
Pace,  S.  F.,  Rome  ’52,  Wethersfield 
Padula,  R.  D.,  Cincinnati  ’30,  Norwalk 
Paggioli,  J.  W.,  Georgetown  ’56,  Meriden 
Pagliaro,  J.  J.,  Georgetown  ’37,  Shelton 
Painter,  R.  L.,  Indiana  ’59,  Putnam 
Painter,  R.  W.,  Tennessee  '46,  Hartford 
Palermino,  D.  A.,  Tufts  '58,  Hartford 
Palluotto,  W.  V.,  N.  Y.  Med.  Coll.  ’50,  New  Haven 
Palm,  C.  R.,  N.  Y.  U.  ’63,  Torrington  (New  Haven  County) 
Palma,  J.  F.,  Vermont  ’59,  East  Hartford 
Palmer,  W.  M.,  Cornell  ’51,  New  London 
Palmieri,  M.  L.,  Yale  ’32,  Middletown 
Palmieri,  M.  W.,  Naples  ’33,  New  Haven 
Palomba,  E.  A.,  Georgetown  '59,  Somers 
Panettieri,  A.  J.,  Vermont  ’37,  Bridgeport 
Pantaleo,  C.  V.,  Creighton  '43,  New  Haven 
Papa,  J.  S.,  Tufts  ’28,  Fort  Lauderdale,  Florida  ( Hartford 
County ) 

Pardi,  M.  T.,  Pisa-Italy  ’61,  Milford 
Pardi,  V.  M.,  Un.  Pisa  ’60,  Milford 
Parente,  L.,  Emory  '31,  Hamden 
Parisi,  A.  J.,  Tufts  ’44,  New  Haven 
Park,  S.,  Seoul  Nat’l  Univ.  ’49,  North  Grosvenordale 
Parke,  D W.,  Ohio  ’50,  Meriden 
Parker,  R.  L.,  Western  Ontario  ’41,  Bridgeport 
Parlato,  H.  A.,  N.  Y.  U.  ’36,  New  Britain 
Parlato,  M.  A.,  Yale  '08,  Derby 
Parrella,  G.  S.,  Yale  ’41,  Milford 
Parrella,  L.  A.,  Tufts  '34,  North  Haven 
Parshley,  P.  F.,  Pennsylvania  ’27,  Pinehurst,  North  Carolina 
(Hartford  County) 

Parthenis.  A.,  Western  Ontario  ’61,  Norwich 
Partridge,  W.  P.,  Harvard  ’20,  Fori  Lauderdale,  Florida 
( Hartford  County ) 

Pascal,  T.  J.,  Rush  '31,  Bridgeport 

Pascale.  J.  F.,  Univ.  Chicago  ’59,  East  Amherst,  New  York 
(New  Haven  County) 

Pasetto,  E.,  Vermont  ’36,  Waterbury 
Pasquariello,  D.  W.,  Naples  '36,  Bridgeport 
Pass,  B.  C.,  Tufts  ’62,  Winsted 
Passarelli,  M.  N.,  Yale  ’59,  New  Haven 
Passman,  B.,  Vermont  ’59,  Hartford 
Pastel,  H.,  Columbia  '48,  Manchester 
Pasternak,  H.  S.,  SUNY  ’60.  Hartford 
Pasternak,  M.,  Toronto  ’36,  New  Haven 
Patterson,  E.  S.,  Iowa  '54,  Meriden 
Patterson,  H.  C.,  Bowman  Gray  ’45,  Danbury 
Patterson,  J.  W.,  Western  Reserve  ’49,  Farmington 
Patterson,  M.  B.,  Boston  ’45  Greenwich 
Paul,  F.,  Munich  '24,  Norwalk 
Paust,  J.  C.,  Wisconsin  67,  New  Haven 
Pavlo,  L.  J.,  Mainz,  W.  Germany  ’55,  Ansonia 
Pavlo,  M.  M.,  Univ.  Prague  ’45,  Ansonia 
Peacock,  A.  U.,  Rush  ’33,  Hartford 

Pearce,  M.  G.,  Texas  ’22,  Austin,  Texas  (Fairfield  Countv) 

Pearlstone,  A.  D„  State  Univ.  N.  Y.  ’55,  Fairfield 

Peck,  B.  C.,  Long  Island  '31,  New  Britain 

Peck,  M.  S.,  Western  Reserve  ’63,  New  Preston 

Pella,  J.,  Havana  ’42,  Middletown 

Pelliccia,  O.,  Jr.,  Johns  Hopkins  ’39,  New  Haven 

Pelz,  K.,  Vienna  32,  Clinton  (New  Haven  County) 

Pendagast,  E.  L.,  Jr.,  New  York  ’58,  Fairfield 
Penner,  S.  L.,  Columbia  ’34,  Bridgeport 
Pennington,  R.  B.,  Virginia  ’51,  Middletown 


Pentz,  P.  G.,  Jefferson  ’61,  Hartford 
Pepe,  A.  J.,  Maryland  ’35,  Ansonia 
Pepe,  V.,  Yale  ’46,  Meriden 
Pepper,  D.  S.,  Pennsylvania  '32,  Hartford 
Perakos,  G.  P.,  Georgetown  ’32,  Kensington 
Peralta,  C.,  Santo  Domingo  ’50,  Bridgeport 
Perkins,  J.  A.,  McGill  '41,  Hartford 
Perlin,  L.,  Lausanne  ’59,  Middletown 
Perlis,  S.  J.,  Michigan  ’50,  Westport 
Perlman,  J.  M.,  State  Univ.  N.  Y.  ’63,  Bridgeport 
Perlswig,  E.  A.,  Pennsylvania  ’48,  New  Haven 
Pcrnetti,  A.  M.,  N.  Y.  Med.  Coll.  ’29,  Hartford  (Middlesex 
County) 

Perry,  D.  D.,  N.  Y.  Med.  Coll.  ’45,  Bristol 
Pesce,  J.  R.,  Louvain  ’67,  Bridgeport 
Pesiri,  R.  A.,  Ottawa  ’59,  Stamford 
Persons,  R.  E.,  Syracuse  '43,  Meriden 
Pet,  D.,  Maryland  ’62,  Hartford 
Peters,  D.  H.,  Tufts  '56,  Kent 
Peters,  R.  H.,  Yale  ’55,  New  Haven 
Peterson,  C.  G.,  Jr.,  Yale  ’55,  Willimantic 
Peterson,  D.  M.,  Pennsylvania  ’56,  New  London 
Peterson,  R.  C.,  Yale  ’48,  Stratford 
Petrelli,  J.,  Yale  ’25,  New  Haven 
Petrie,  S.  J.,  Temple  ’50,  Derby 
Petrillo,  C.,  Yale  ’38,  New  Haven 
Petruschow,  A.,  Frankfurt  '48,  Newtown 
Phelps,  M.  O.,  McGill  '29,  Hartford 
Philbrick,  C.  J,,  Jr.,  Tufts  ’55,  Milford 
Phillips,  C.  C.,  Louisvile  ’49,  New  Haven 
Phillips,  K.  T.,  Tufts  T9,  Putnam 
Phillips,  N.  T.,  Boston  ’44,  Norwich 
Phinney,  A.  O.,  Columbia  ’53,  Hartford 
Piacente,  S.  S.,  Rochester  ’40,  Hartford 
Piasta,  P.  F.,  Boston  ’24,  Middletown 
Piazza,  G.  J.,  Boston  ’32,  New  Haven 
Piccirillo,  A.  V.,  Yale  ’54,  Wallingford 
Piccolo,  P.  A.,  Maryland  ’37,  New  Haven 
Pickett,  L.  K.,  Yale  ’44,  New  Haven 
Pierce,  J.  A.,  Duke  ’55,  Wethersfield 
Pierce,  J.  M.,  Tufts  ’62,  Winsted 
Pierson,  L.  A.,  Tufts  ’27,  Meriden 
Pike,  M.  M.,  Harvard  ’25,  Farmington 
Pileggi,  P.,  Maryland  ’28,  Bridgeport 
Pilot,  M.  L.,  Illinois  ’48,  New  Haven 
Pimpinella,  R.  J.,  Rochester  ’60,  Torrington 
Pinkes,  A.  H.,  Lausanne  ’62,  New  Haven 
Pinkes,  S.,  Tufts  ’50,  Hartford 
Pinn,  A.  S.,  Laval  ’29,  New  Haven 
Piotrowska-Nyerick,  K.  I.,  Warsaw  ’57,  Derby 
Pious,  W.  L.,  Jefferson  ’32,  New  Haven 
Piro,  J.  F.,  Georgetown  ’56,  Norwalk 
Piscatelli,  R.  L.,  Tufts  ’61,  Waterbury 
Pisetsky,  M.  M.,  Tufts  ’61,  Hartford 
Pitegoff,  C.  H.,  St.  Louis  ’40,  New  Haven 
Pitegoff,  C.  I.,  St.  Louis  ’37,  Hartford 
Pito,  V.  J.,  de  Napoli  56,  New  Britain 
Pizzo,  P.  S.,  N Y.  U.  ’45,  Hartford 
Plakins,  H.  G.,  Univ.  of  Zurich  ’52,  Wallingford 
Platt,  J.  M.,  Physicians  & Surgeons  ’57,  Hartford 
Platz,  E.  J.,  Pennsylvania  ’43,  Glastonbury 
Platz,  J.,  Cologne  ’31,  East  Hartford 
Pleban,  W.  E.,  Louvain  ’64,  Stratford 
Poczabut,  J.  S.,  Vermont  ’41,  Stamford 
Poirier,  T.  M.,  Georgetown  '34,  Windsor 
Pola,  W.  E.,  Louisville  ’32,  New  Britain 
Polayes,  I.  M.,  Albany  ’59,  New  Haven 
Polito,  F.  L.,  Yale  ’21,  Torrington 
Polito,  J.  C.,  N.  Y.  Med.  Coll.  ’52,  Torrington 
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Polivy,  C.,  N.  Y.  U.  ’42,  Hartford 
Pollard,  R.  L.,  Tufts  ’36,  Prospect 
Polsky,  E.,  Ghent  ’59,  Hamden 
Pope,  R.  H.,  Johns  Hopkins  ’45,  Bridgeport 
Portnoy,  L.  M.,  St.  Univ.  New  York  ’59,  Bridgeport 
Poverman,  D.,  Vermont  ’32,  New  Haven 
Powell,  B.,  Havana  Un.  ’60,  Norwich 
Powell,  N.  R.,  Yale  ’60,  Wethersfield 
j Powell,  W.,  Queens-Canada  ’24,  Sarasota,  Florida  (New 
Haven  County) 

Powers,  E.  D.,  New  York  ’52,  Hartford 
Prangley,  A.  G.,  Jr.,  Cornell  ’52,  Greenwich 
Pratt,  H.  S.,  Louisiana  State  ’58,  Meriden 
Preble,  C.  R.,  Washington  ’53,  Glastonbury 
Prescott,  B.  D.,  McGill  Univ.  ’61,  Storrs 
Prestley,  W.  F.,  Harvard  ’40,  Hartford 
Preston,  T.  R.,  Yale  ’25,  West  Hartford 
Price,  J.  T.,  New  York  Med.  Coll.  ’63,  Glastonbury 
Prignano,  J.  V.,  Georgetown  ’40,  Manchester 
I Prince,  M.  L.,  New  Jeresy  ’61,  Danbury 
Prindle,  C.  G.,  Temple  ’37,  Hartford 
! Prins,  S.  A.,  Amsterdam  ’31,  Middletown 
j Prioli,  K.  M.  Seton  Hall  ’60,  Norwich 
Prokesch,  C.  E.,  N.  Y.  Med.  Coll.  ’49,  New  London 
Prokop,  J.  D.,  Yale  ’59,  Stamford 
Prosnitz,  L.  R.,  St.  Univ.  New  York  ’61,  New  Haven 
Prosser,  F.  D.,  Cornell  ’28,  Putnam 
Pruett,  K.  A.,  Harvard  ’62,  New  Haven 
Prunier,  J.  H.,  Cornell  ’56,  Greenwich 
; Pua,  P.  K.,  Philippines  ’58,  Bridgeport 
Pulaski,  J.  E.,  Georgetown  '44,  Hartford 
Pullen,  E.  M.,  Cornell  ’24,  New  Canaan 
Pullen,  R.  D.,  Yale  ’54,  Windsor 

Pullen,  R.  W.,  Yale  ’21,  Landstuhl,  Germany  ( Hartford 
County ) 

Purcell,  J.  J„  St.  U.  N.  Y.  ’63,  Hartford 
I Purnell,  M.  A.,  Boston  ’49,  Rockville 
Purnell,  O.  J.,  Cornell  ’42,  Rockville 
Pumey,  J.,  McGill  ’39,  Bristol 
Pyrtek,  L.  J.,  Rush  '42,  Hartford 
Pyun,  K.  S.,  Severance  Union  Med.  Coll.  ’57,  Meriden 

Quigley,  W.  F.,  New  York  Med.  Coll.  ’56,  Waterbury 
Quintiliani,  A.,  Harvard  '29,  Norwich 
Quinto,  E.  L.,  Lausanne  ’59,  Hartford 

Rabinovitch,  P.  I.,  Vermont  ’63,  Waterford 
Rablen,  E.  C.,  Graz,  Austria  ’50,  Norwich 
Rackliife,  R.  W.,  McGill  ’52,  New  Britain 
Radding,  P.,  Harvard  ’48,  Hartford 
Radom,  M.  M.,  Jefferson  '25,  Hartford 
Radowiecki,  M.  W.,  N.  Y.  Med.  ’43,  Hamden 
Raff,  I.  L.,  N.  Y.  Med.  Coll.  ’64,  Danbury 
Raff,  N.  C.,  Johns  Hopkins  ’61,  Westport 
Raffa,  J.,  Columbia  ’34,  Glastonbury 
Raffaele,  F.  J.,  W.  Ontario  ’30,  Stamford 
Rafkind,  A.  B.,  Paris  ’37,  Middletown 
Ragland,  S.,  Jr.,  Med.  Coll.  Virginia  ’50,  Colebrook 
Ragusa,  R.  P.,  Georgetown  ’51,  Bridgeport 
Raheb,  E.  B.,  Georgetown  ’56,  Danielson 
Rainville,  T.  J.,  St.  Univ.  New  York  ’61,  Stamford 
Ralph,  F.  T.,  Temple  ’43,  Darien 
Ralston,  R.  M.,  Johns  Hopkins  ’44,  Brookfield  Center 
Ramirez,  L.  M.,  National  Univ.  ’54,  Fairfield 
Randolph,  M.  F.,  Rochester  ’43,  Danbury 
Ranganathan,  V.,  Madras  Med.  Coll.  ’53,  Rocky  Hill 
Rankin,  B.  F.,  McGill  T9,  Hartford 
Rankin,  C.,  Nebraska  ’43,  West  Hartford 
Ransome,  O.  J.,  McGill  ’69,  Naugatuck 
Raphael,  M.  C.,  Leiden  ’53,  Southbury 


Rapkin,  R.  M.,  Tufts  ’65,  New  Haven 
Rapoport,  L.  M.,  N.  Y.  Med.  Coll.  ’50,  Milford 
Rapoport,  M.,  Cincinnati  ’64,  Bridgeport 
Rappaport,  L.  N.,  Columbia  ’64,  Bristol 
Rasmussen,  H.  N.,  Tufts  ’25,  Montville 
Rathey,  U.  K.,  Munich  ’53,  Wallingford 
Rawls,  C.,  Med.  Coll.  Va.  ’31,  Stamford 
Rawson,  P.  G.,  Washington  Un.  ’64,  Putnam 
Raycroft,  J.  F.,  St.  Univ.  N.  Y.  ’61,  Hartford 
Read,  F.  A.,  Yale  ’34,  Riverside 

Reade,  E.  G.,  Jefferson  T6,  Southern  Pines,  North  Carolina 
( Litchfield  County ) 

Reardon,  G.  E.,  Albany  ’56,  Hartford 

Reber,  R.  E.,  Columbia  ’62,  Greenwich 

Redlich,  F.  C.,  Vienna  '35,  New  Haven 

Redmond,  A.  P.,  Guy’s  Hosp.  Med.  Sell.  ’57,  Greenwich 

Reed,  D.  P.,  Yale  ’59,  Waterbury 

Reed,  J.  F.,  Cornell  ’41,  Hartford 

Reed,  R.  L.,  Temple  ’63,  North  Haven  (Middlesex  County) 

Reichenbach,  A.  E.,  Tufts  ’38,  Waterbury 
Reichgut,  M.  H.,  Pennsylvania  ’64,  Bridgeport 
Reidy,  J.  C.,  George  Washington  '43,  Winsted 
Reidy,  M.  J.,  St.  Louis  ’42,  West  Hartford  ( Litchfield 
County ) 

Reinfrank,  R.  F.,  Long  Island  ’49,  Hartford 
Reinhard,  W.  J.,  Jefferson  ’51,  Southport 
Reiss,  Q.,  State  Univ.  N.  Y.  '51,  Bristol 
Reitwiesner,  A.  G.,  Long  Island  ’38,  Danbury 
Rem,  E.  A.,  Long  Island  ’47,  New  Canaan 
Renaud,  R.  H.,  Georgetown  ’51,  Bridgeport 
Renehan,  J.  M.,  Tufts  ’28,  Ansonia 
Rentsch,  J.  B.,  Virginia  ’55,  Glastonbury 
Rentsch,  S.  B.,  Michigan  ’23,  Derby 
Rentsch,  S.  B.,  Jr.,  Virginia  ’54,  Glastonbury 
Rentz,  R.  E.,  Cornell  ’55,  West  Hartford 
Resnick,  J.  S.,  Pennsylvania  ’59,  Stamford 
Resnik,  E.,  McGill  ’30,  New  Britain 
Resnik,  H.,  Johns  Hopkins  ’31,  Bridgeport 
Resnik,  W.  H.,  Johns  Hopkins  ’21,  Stamford 
Reyelt,  W.  P.,  Jr.,  Med.  Coll.  Virginia  ’60,  Sharon 
Reynolds,  J.  A.,  Tufts  ’36,  Waterbury 
Reynolds,  R.  G.,  Harvard  ’26,  West  Simsbury 
Reynolds,  W.  M.,  Columbia  ’31,  Stonington  (Fairfield 
County) 

Rhame,  H.  E.,  Jr.,  George  Washington  ’50,  Fairfield 
Rhinehart.  J.  W.,  N.  Y.  Med.  Coll.  ’55,  Newtown 
Rhoades,  E.  J.,  Yale  ’43,  New  Haven 
Ribner,  H.,  Tufts  ’34,  Bridgeport 
Ricca,  R.  A.,  Pennsylvania  ’40,  Hartford 
Riccio,  F.  J.,  Rome  '42,  Bridgeport 
Riccio,  J.  S.,  St.  Louis  ’37,  Middlebury 
Riccitelli,  M.  L.,  Yale  ’22,  New  Haven 
Rich,  C.  F.,  Pennsylvania  ’64,  Middletown 
Richar,  W.  J.,  Cornell  '46,  Stamford 
Richards,  W.  R.,  Cornell  ’35,  New  Haven 
Richman,  D.  P.,  N.  Y.  U.  ’42,  South  Norwalk 
Richman,  S.  Vf.,  Washington  ’58,  Hartford 
Ridgway,  W.  S.,  Virginia  ’46,  Stamford 
Ridlon,  H.  C.,  Columbia  P.  & S.  ’58,  Hartford 
Riemer,  H.  O.,  Un.  Innsbruck  ’39,  Shelton  ( New  Haven 
County ) 

Riendeau,  F.  M.,  Paris  ’27,  Old  Saybrook  (Litchfield 
County ) 

Riendeau,  P.  L.,  Paris  ’27,  Old  Saybrook  ( Litchfield 
County ) 

Rifkin,  B.  G.,  Cape  Town  ’54,  New  Haven 
Rjghtmyer,  E.  R.,  Jefferson  '55,  New  Haven 
Rilance,  A.  B.,  McGill  ’31,  New  Haven 
Riley,  J.  A.,  Yale  ’51,  New  Haven 
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Rinaudo,  P.  A.,  Torino  ’45,  Berlin  (New  Haven  County) 
Rindge,  M.  E.,  Duke’  41,  Madison 
Rindge,  N.  P.,  Yale  ’35,  Clinton 
Ringrose,  V.  P.,  Jr.,  Rochester  ’56,  New  Britain 
Riordan,  C.  E.,  Harvard  ’63,  New  Haven 
Riordan,  W.  D.,  N.  Y.  Med.  Coll.  ’43,  West  Hartford  ( New 
Haven  County) 

Ritter,  M.  E.,  Franfurt  50,  Meriden 

Roach,  D.  P.,  Nat’l  Univ.,  Ireland  ’56,  Shelton  (New  Haven 
County ) 

Roach,  J.  P.,  N.  Y.  Med.  Coll.  ’58,  Bridgeport 
Robb,  S.  A.,  Cornell  ’40,  Meriden 
Robbins,  H.,  Un.  Michigan  ’65,  Hartford 
Robbins,  J.,  Paris  ’37,  Thompsonville 
Robbins,  K.  M.,  Albert  Einstein  ’67,  Middletown 
Roberge,  G.  E.,  Yale  ’38,  Stratford 
Roberts,  D.  J.,  Jr.,  Cornell  ’51,  Manchester 
Roberts,  G.  D.,  Dalhousie  ’60,  Westport 
Roberts,  M.  P.,  Yale  ’57,  Hartford 
Robertson,  A.  R.,  Temple  ’42,  Torrington 
Robins,  R.  J.,  State  Univ.  N.  Y.  ’62,  Westport 
Robinson,  A.  J.,  Toronto  ’23,  Madison 
Robinson,  C.  H.,  Jr.,  Y’ale  '60,  New  London 
Robinson,  D.,  Johns  Hopkins  ’42,  Hartford 
Robinson,  F.,  Cornell  ’42,  New  Haven 
Robinson,  PI.  T.,  Johns  Hopkins  ’44,  New  Britain  ( New 
Haven  County) 

Robinson,  J.  C.,  Vermont  ’45,  Hartford 
Robinson,  L.  A.,  Jr.,  Tufts  ’54,  Danielson 
Robinson,  W.  J.,  Long  Island  ’21,  St.  Thomas,  Virgin  Islands 
( Hartford  County ) 

Robison,  R.  C.,  Yale  ’36,  Stamford 
Robitaille,  G.  A.,  Tufts  ’60,  Waterbury 
Robles,  M.  J.,  Philippines  ’58,  Bristol 
Rocco,  M.  P.,  Georgetown  ’41,  Hartford 
Rocco,  A.  R.,  Naples  ’57,  West  Haven 
Roch,  G.  E.,  Tufts  ’34,  Willimantie 
Rodda,  T.  D.,  Loyola  Univ.  ’61,  Greenwich 
Rodriguez,  J.  C.,  Santo  Domingo  ’52,  Stafford  Springs 
( Hartford  County ) 

Rofrano,  D.  A.,  Georgetown  ’51,  Wolcott 

Rogers,  H.  C.,  Columbia  P.  & S.  ’55,  West  Hartford 

Rogers,  J.  F.,  Duke  ’42,  Stamford 

Rogers,  M.  C.,  Johns  Hopkins  ’32,  Stamford 

Rogers,  O.  F.,  Jr.,  Harvard  T2,  New  Haven 

Rogers,  R.  P.,  Harvard  ’25,  North  Chatham,  Mass. 

(Fairfield  County) 

Rogers,  W.  J.,  N.  Y.  U.  ’48,  Norwalk 
Rogol,  L.,  Long  Island  ’33,  Danbury 
Rogol,  O.,  Dalhousie  ’32,  Seymour 
Rogowski,  J.  P.,  Georgetown  ’56,  Fairfield 
Roh,  C.  E.,  Columbia  '41,  Hartford 
Roland,  M.,  Un.  Port-au-Prince  ’52,  Rocky  Hill 
Romaniello,  R.  J.,  Columbia  ’27,  Elmwood 
Romeo,  S.  G.,  New  Jersey  ’64,  Manchester 
Root,  H.  F.  Jr.,  Tufts  ’55,  New  Britain  % 

Root,  J.  H.,  Jr.,  Syracuse  ’43,  Waterbury 

Root,  M.  T.,  Cornell  T8,  West  Hartford 

Root,  S.  A.,  Cornell  T9,  West  Hartford 

Rosahn,  P.  D.,  N.  Y.  U.  ’28,  New  Britain 

Rose,  G.  J.,  Boston  Univ.  ’47,  Rowayton 

Rose,  T.  H.,  Johns  Hopkins  ’63,  Danbury 

Rosen,  T.,  Tufts  '33,  Manchester 

Rosenbaum,  G.  J.,  Tufts  ’34,  Hartford 

Rosenbaum,  H.  M.,  Utah  ’48,  Waterbury 

Rosenbaum,  H.  T.,  State  Univ.  New  York  ’57,  Middletown 

Rosenbaum,  N.,  Temple  ’56,  Bridgeport 

Rosenberg,  A.  H.,  Columbia  ’59,  Greenwich 


Rosenberg,  B.  L.,  McGill  ’43,  Stamford 
Rosenberg,  C.  H.,  Buffalo  ’44,  Stamford 
Rosenberg,  H.  A.,  Vienna  ’37,  Bridgeport 
Rosenberg,  H.  A.,  Y’ale  ’30,  North  Miami  Beach,  Florida 
( New  Haven  County ) 

Rosenberg,  J.  E.,  Northwestern  ’66,  Hartford 

Rosenberg,  M.,  Manitoba  ’55,  Hartford 

Rosenberg,  M.  A.  Lausanne  ’54,  Bridgeport 

Rosenberg,  M.  Z.,  Yale  ’49,  Willimantie 

Rosenberg,  P.  J.,  Tufts  ’65,  Norwich 

Rosenberg,  S.,  American  Univ.  Beirut  ’39,  Bridgeport 

Rosenbloom,  M.  L.,  N.  Y.  U.  '60  Branford 

Rosenfeld,  J.  E.,  Vienna  ’38,  Hartford 

Rosenkranz,  B.  M.,  Chicago  Med.  Sch.  ’66,  West  Hartford 

Rosenthal,  I.  I.,  Tufts  '56,  Hartford 

Rosenthal,  M.  B.,  Creighton  '34,  Hartford 

Rosenthal,  R.  L.,  Long  Island  ’38,  Branford 

Rosenweig,  J.,  McGill  ’55,  Hartford 

Rosnagle,  R.  S.,  Western  Reserve  ’57,  New  Haven 

Rosner,  F.,  Vienna  ’37,  Bridgeport 

Ross,  A.  M.,  Basel  ’35,  Darien 

Ross,  W.  D.,  State  Univ.  N.  Y.  ’48,  Hartford 

Rossbaum,  R.  P.  Seton  Hall  '62,  Hartford 

Rossi,  J.  G.,  Georgetown  ’50,  New  Haven 

Rossi,  J.  P.,  N.  Y.  Med.  Coll.  ’51,  Westport 

Rossi,  M.  A.,  St.  Louis  ’62,  Hartford 

Rosson,  R.  S.,  Harvard  ’58,  Hartford 

Rotatori,  E.  S.,  Georgetown  ’58,  Hartford 

Roth,  F.  E.,  N.  Y.  U.  '25,  Hartford 

Roth,  M.  S.,  N.  Y.  U.  ’59,  Hartford 

Roth,  O.,  Vienna  ’37,  New  Haven 

Roth,  S.,  Lausanne  ’59,  New  Haven 

Roth,  S.  Z.,  Vieima  ’36,  New  Haven 

Rothblatt,  R.,  Tufts  '32,  Willimantie 

Rothstein,  I.,  N.  Y.  U.  ’33,  West  Hartford 

Rouman,  J.  C.,  Northwes'em  ’53,  Hartford 

Rourke,  T.  A.,  Columbia  ’37,  Greenwich 

Rousseau,  D.  G.,  Vermont  ’45,  Taftville 

Roussis,  K.,  Un.  Thessaloniki,  Greece  ’58,  Hartford 

Roy,  G.  E.,  Laval  ’62,  Ridgefield 

Rozen,  A.  A.,  Yale  ’37,  Hamden 

Rubin,  A.,  Geneva  ’29,  Hartford 

Rubin,  A.  A.,  Utah  '48,  New  Haven 

Rubin,  L.  R.,  Syracuse  ’58,  Danbury 

Rubin,  M.  L.,  Harvard  ’61,  Manchester 

Rubinow,  M.  B.,  Long  Island  ’42,  Manchester 

Ruby,  M.  H.,  Columbia  ’21,  Waterbury 

Ruby,  R.  J.,  Baylor  ’36,  Waterbury 

Rucker,  L.  G.,  Meharry  ’49,  Storrs  (Windham  County) 

Ruiz,  R.  R.,  Havana  ’43,  Danbury 

Rup,  E.  C.,  Georgetown  ’43,  West  Hartford 

Russell,  B.  I.,  St.  Andrew’s  Scotland  '58,  Meriden 

Russell,  D.  G.,  Tufts  ’54,  Bristol 

Russell,  G.  G.,  Harvard  T9,  Hartford 

Russell,  T.  H.,  Yale  TO,  Hamden 

Russell,  W.,  St.  Andrew’s  Scotland  ’57,  Meriden 

Russman,  C.,  Tufts  ’23,  Middletown 

Russo,  C.  G.  Hahnemann  ’58,  Waterbury 

Russo,  J.  N.,  Vermont  '45,  Hartford 

Russo,  J.  R.,  Columbia  ’43,  Bridgeport 

Russo,  N.,  Georgetown  '51,  Thomaston 

Russo,  R.  D.,  Georgetown  ’43,  Bridgeport 

Rutherford,  J.  W.,  Tufts  ’53,  New  Canaan 

Ryan,  F.  J.,  Tufts  ’35,  West  Hartford 

Ryan,  J.  E.,  Albany  ’48,  Easton 

Ryan,  J.  J.,  Columbia  ’41,  Stamford 

Ryan,  S.  J.,  Columbia  ’47,  Waterbury 

Ryan,  V.  G.,  Yale  ’34,  Portland 

Ryan,  W.  A.,  McGill  '45,  Stamford 
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Ryan,  W.  D.,  N.  Y.  Medical  ’53,  Wethersfield 
Ryan,  W.  F.,  Jr.,  Tufts  ’47,  Hartford 

Saccio,  J.  D.,  Yale  ’59,  New  Haven 
Sacco,  J.  J.,  Loyola  ’55,  Norwalk 
Sachs,  J.  J.,  N.  Y.  U.  ’40,  Hartford 
Sacks,  H.  S.,  Cornell  ’52,  New  Haven 
Sadowski,  J.  S.,  Georgetown  ’55,  Hartford 
Safford,  T.,  Jr.,  Long  Island  ’47,  Ridgefield 
Saidel,  J.  W.,  Chile  ’38,  Bridgeport 
St.  James,  A.  T.,  Long  Island  ’44,  Wallingford 
St.  John,  L.  A.,  Fordham  ’20,  Hartford 
St.  John,  N.  E.,  George  Washington  ’48,  Wethersfield 
Salerno,  N.  R.,  Jefferson  ’64,  Hartford 
Salerno,  S.  A.,  Georgetown  ’59,  Greenwich 
Salinger,  R.,  Johns  Hopkins  ’25,  New  Haven 
Saltzman,  M.,  Beme,  Switzerland  ’58,  Plainville 
Saltzman,  S.  H.,  State  Univ.  N.  Y.  ’51,  Hartford 
Samponaro,  N.,  Johns  Hopkins  '29,  Torrington 
Samson,  D.  P.,  Columbia  ’43,  Thomaston 
Samson,  D.  W.,  New  Jersey  ’63,  New  Britain 
Samuels,  J.  D.,  Duke  ’67,  Derby 
Samuelson,  A.  W.,  Tufts  ’48,  Bridgeport 
Sandler,  G.,  Tulane  '50,  Willimantic 
Sandler,  M.  J.,  Tulane  ’55,  Willimantic 
Sandulli,  G.  R.,  Tufts  ’29,  Watertown  (New  Haven  County) 
Sangree,  M.  H.,  Jr.,  Cornell  ’59,  Waterbury 
Santagata,  P.  W.,  Georgetown  ’55,  Stamford 
Santella,  S.  M.,  Creighton  '57,  Bridgeport 
Santiccioli,  A.  B.,  Bologna  '40,  Norwich 
Santopietro,  O.  O.,  N.  Y.  Med.  Coll.  ’48,  Waterbury 
Santoro,  G.  M.,  Cornell  '24,  Prospect 
Saracco,  F.  P.,  Catholic  Un.  Belgium  ’66,  Hamden 
Saracino,  L.,  Bari  ’44,  Norwich 
Saraczynski,  D.  L.,  Zurich  ’56,  Bridgeport 
Saunders,  F.  P.,  Boston  ’58,  Danbury 
Saunders,  G.  R.,  Cornell  ’41,  Old  Saybrook 
Saunders,  W.  L.,  Rochester  '49,  Elmwood 
Sava,  G.  A.,  Ottawa  '57,  Stamford 
Savak,  J.  E.,  Boston  ’45,  Springdale 
Savin,  R.  C.,  Florida  '61,  New  Haven 
Savin,  S.,  Vermont  ’45,  Bridgeport 
Savitsky,  E.,  N.  Y.  C.  ’41,  Stamford 
Sawicki,  L.  A.,  Boston  ’48,  Wallingford 
Sawyer,  J.  D.,  Vermont  ’44,  Norwich 
Sax,  R.  E.,  Western  Ontario  ’63,  Bridgeport 
Saxe,  L.  P.,  Kansas  ’46,  New  London 
Sayers,  D.  O’C.,  Tufts  ’35,  Waterbury 
Sayers,  J.  H.,  Tufts  ’56,  Hartford 
Sayers,  J.  J.,  Tufts  '35,  Hartford 
Scalzi,  L.  C.,  Bologna  ’37,  Bridgeport 
Scanlon,  J.  J.,  Georgetown  ’35,  Bethesda,  Maryland 
(Fairfield  County) 

Scavo,  V.  J.,  N.  Y.  U.  ’58,  Bridgeport 
Schapira,  H.  J.,  Univ.  Geneva  ’62,  New  Haven 
Schardt,  W.  M.,  N.  Y.  U.  ’45,  Manchester 
Schare,  G.  D„  Med.  Coll.  Virginia  ’67,  Bridgeport 
Schatten,  S.  S.,  N.  Y.  U.  '31,  West  Hartford 
Schear,  W.  A.,  N.  Y.  Med.  Coll.  ’54,  Thompsonville 
Schechtman,  C.  T.,  Vermont  '26,  New  Britain 
Scheer,  C.  W.,  Stanford  ’56,  Meriden 
Scheer,  E.  H.,  Tufts  ’45,  New  Britain 
Scheig,  R.  L.,  Yale  ’56,  Newington  (New  Haven  County) 
Scherr,  E.  H.,  Med.  Coll.  Va.  ’46,  New  Haven 
Scherr,  E.  S.,  Geneva  '57,  Branford 
Schioppo,  D.  B.,  Seton  Hall  ’63,  New  Haven 
Schlessel,  T.  E.,  Rochester  ’55,  Hamden 
Schloss.  W.  A.,  N.  Y.  U.  ’40,  Hartford 
[ Schmidt,  C.  W.,  Buenos  Aires  Un.  ’57,  New  London 


Schmidt,  J.  L.  West  Virginia  ’64,  Mystic 
Schmiedeck,  A.  A.,  Vienna  ’49,  Weston 

Schmitt,  D.,  Physicians  & Surgeons  ’54,  Old  Greenwich 
Schmoll,  R.  D.,  Pennsylvania  ’57,  Bloomfield 
Schnap,  I.,  Long  Island  ’29,  Hartford 
Schneidau,  P.  B.,  N.  Y.  U.  ’58,  Stamford 
Schneider,  R.  G.,  N.  Y.  U.  ’56,  Westport 
Schneider,  W.,  George  Washington  '30,  Rockville 
Schoenwald,  H.  R.,  Georgetown  ’58,  Darien 
Scholan,  F.  J.,  Tufts  '55,  Southport 
Scholhamer,  C.  F.,  Yale  ’42,  Hamden 
Scholl,  R.  F.,  Yale  ’12,  New  Haven 
Scholz,  H.  D.  Breslaw  ’51,  New  London 
Schopick,  L.  E.,  Zurich  ’35,  Bridgeport 
Schowalter,  J.  E.,  Wisconsin  ’60,  New  Haven 
Schreuder,  O.  B.,  Oregon  ’24,  Marlborough 
Schrier,  R.  I.,  Chicago  ’52,  New  Haven 
Schubert,  A.  S.,  Georgetown  ’64,  Avon 
Schulman,  P.  L.,  St.  Univ.  New  York  ’58,  Norwalk 
Schultz,  M.,  N.  Y.  U.  ’43,  Westport 
Schupack,  S.  D.,  Tufts  ’24,  New  Britain 
Schurgast,  A.  W.,  Cincinnati  ’45,  Meriden 
Schuster,  H.  S.,  N.  Y.  Un.  ’64,  West  Hartford 
Schwartz,  A.  H.,  N.  Y.  U.  ’58,  New  Haven 
Schwartz,  A.  J.,  Columbia  ’59,  Stamford 
Schwartz,  G.  L.,  Cincinnati  ’67,  Rockville 
Schwartz,  H.,  Colorado  ’43,  Chicago,  Illinois  ( Hartford 
County ) 

Schwartz,  H.  N.,  Med.  Coll.  Virginia  ’37,  Hartford 

Schwartz,  M.  D , Yale  ’59,  New  Haven 

Schwartz,  P.  E.,  Tufts  ’31,  Middletown 

Schwartz,  P.  E.,  S.  U.  N.  Y.  ’60,  Norwalk 

Schwartz,  R.  D.,  State  Univ.  Brooklyn  ’52,  Danbury 

Schwartz,  S.  S.,  Tufts  ’46,  New  Haven 

Schwarz,  H.  P..  Vienna  ’38,  Norwich 

Schwartzberg,  S.  G.,  Dalhousie  ’65,  New  London 

Schweizer,  R.  T.,  Tufts  ’64,  Hartford 

Schwimmer,  R.,  Temple  ’49,  Greenwich 

Sciarrillo,  J.  J.,  Stritch  School  of  Medicine  ’50,  Bridgeport 

Scoville,  W.  B.,  Pennsylvania  ’32,  Hartford 

Scudder,  W.  T.,  Physicians  & Surgeons  ’55,  Simsbury 

Sculco,  M.  J.,  Boston  ’60,  Norwich 

Scull.  E.,  Jefferson  ’48,  Hartford 

Scully,  H.  F„  N.  Y.  Med.  Coll.  ’56,  West  Hartford 

Scully,  M.  R.,  Columbia  ’41,  Bridgeport 

Scully,  R.  T.,  Georgetown  ’35,  New  Britain 

Sears,  L.,  Harvard  ’29,  Norwich 

Secor,  R.  C.,  Upstate  Med.  Ctr.  ’39,  Hartford 

Segall,  E.  M.,  Howard  ’58,  Waterbury 

Segel.  S.,  Vermont  ’35,  Norwich 

Seguljic,  N.  J.,  Georgetown  ’55,  Bristol 

Seibert,  A.  F.,  Yale  ’27,  Meriden  (Hartford  County) 

Seide,  M.  J.,  Chicago  ’53,  Hartford 

Seigle,  S.  P.,  Harvard  ’40,  Hartford 

Sekerak,  R.  J.,  Maryland  ’34.  Bridgeport 

Selcow,  J.  E.,  Vermont  ’59,  Hartford 

Seligson,  D.,  Utah  ’46,  New  Haven 

Selsky,  L.  M.,  Johns  Hopkins  ’65,  Bristol 

Selzer,  R.  A.,  Albany  '53,  New  Haven 

Semmelmeyer,  J.  A.  Ill,  Washington  '58,  Westport 

Senn,  M.  J.  E.,  Wisconsin  ’27,  New  Haven 

Sennett,  E.  J.,  Vermont  ’43,  Hartford 

Serafin,  E.  L.,  N.  Y.  U.  ’45,  New  Haven 

Serbin,  A.  F.,  Rush  ’33,  Hartford 

Sereda,  L.  E.,  Toronto  ’53,  Bloomfield 

Serena,  F.  A.,  Hahnemann  ’40,  Norwalk 

Serena,  J.  M.,  Hahnemann  ’41,  Norwalk 

Serrell,  H.  P.,  Cornell  ’32,  Greenwich 

Sewall,  S.,  Maryland  ’37,  Hartford 
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Shafer,  M.  E.,  Pennsylvania  ’50,  Hartford 
Shafto,  W.  A.,  Edinburgh  ’60,  Danbury 
Shah,  U.  C.,  Grant  Med.  Coll.  ’50,  Bridgeport 
Shanley,  W.  T.,  N.  Y.  Med.  Coll.  ’61,  Bridgeport 
Shapiro,  B.  S.,  Buffalo  ’57,  Ansonia 
Shapiro,  II.  I.,  Chicago  ’63,  Westport 
Shapiro,  H.  O.,  Alabama  ’63,  Rockville 
Shapiro,  R.,  Pennsylvania  ’39,  New  Haven 
Sharian,  K.  E.,  Teheran  Un.  ’57,  Waterbury 
Sharon,  H.  J.,  Berne  ’58,  New  Britain 
Sharon,  M.  R.,  Seton  Hall  '62,  Rockville 
Shaw,  L.  E.,  Worn.  Med.  Coll.  Pa.  ’22,  New  Preston 
(Fairfield  County) 

Shaw,  R.  C.,  Chicago  '47,  Hartford 

Shea,  J.  P.,  N.  Y.  U.  ’46,  Bridgeport 

Shea,  M.  S.,  Vermont  ’21,  New  Haven 

Shea,  V.  T.,  Tufts  ’31,  Waterbury 

Shea,  V.  T.,  Jr.,  Nat  l.  Un.  Ireland  ’65,  Waterbury 

Shealy,  A.  C.,  Boston  ’58,  Waterbury 

Sheard,  C.,  Toronto  ’39,  Stamford 

Shearer,  J.  K.,  Albany  '43,  Waterbury 

Sheehan,  B.  F.,  Indiana  ’66,  Old  Saybrook 

Sheehan,  F.  G.,  Queen’s  Univ  Belfast  ’55,  Middletown 

Sheehan,  G.  D.,  Un.  Coll.  Dublin  ’65,  Hartford 

Sheehan,  J.  E.,  Long  Island  '47,  Ridgefield 

Sheiman,  M.,  Michigan  ’39,  Bridgeport 

Sheiman,  R.  A.,  Michigan  ’64,  Bridgeport 

Sheiman,  S.  C.,  Michigan  ’40,  Bridgeport 

Shelling,  R.  L.,  Boston  ’56,  Milford 

Shelton,  P.  A.,  N.  Y.  Univ.  ’57,  Hartford 

Shenker,  B.  M.,  N.  Y.  Med.  Coll.  '38,  Middletown 

Shepard,  W.  M.,  Columbia  ’29,  Putnam 

Sherlip,  B.  J.,  N.  Y.  Med.  Coll.  ’55,  Trumbull 

Sherman,  B.,  George  Washington  ’29,  Middletown 

Sherman,  I.  J.,  Johns  Hopkins  ’40,  Bridgeport 

Sherman,  J.  A.,  Chicago  ’67,  Waterbury 

Sherman,  R.  B.,  Yale  ’58,  Winsted 

Sherman,  S.  H.,  Columbia  ’34,  Stamford 

Sherman,  S.  H.,  Cornell  '32,  Simsbury 

Sherman,  W.  T.,  N.  Y.  U.  ’60,  Danbury 

Sherpick,  W.  E.,  Columbia  ’48,  Farmington 

Sherrington,  H.  J.,  Nat’l.  Un.  Mexico  ’63,  Stamford 

Sherwin,  C.  P.,  Jr.,  Columbia  ’43,  Meriden 

Sherwood,  H.,  N.  Y.  Med.  Coll.  ’37,  Middletown 

Sherwood,  P.  M.,  Boston  ’42,  Hartford 

Shetty,  S.  M.  B.,  G.  S.  Med.  Coll.  ’63,  Bridgeport 

Shiffman,  I.,  St.  Univ.  New  York  ’59,  Meriden 

Shiller,  J.  G.,  Columbia  ’52,  Westport 

Shimkin,  P.  M.,  Pennsylvania  ’65,  Bridgeport 

Sholler,  N.  A.,  Hahnemann  ’43,  Bridgeport 

Shoukimas,  J.,  Harvard  '42,  Hartford 

Shoup,  H.  B.,  Jr.,  Indiana  ’35,  Westport 

Shull,  J.  C.,  Harvard  ’36,  Hartford 

Shure,  A.  L.,  Tufts  '27,  New  Haven 

Shutkin,  N.  M.,  Northwestern  ’37,  New  Haven 

Shutkin,  P.  M.,  Cornell  ’60,  New  Canaan 

Sicklick,  E.,  Geneva  ’51,  Hartford 

Siderides,  C.  I.,  Athens  ’52,  Stamford 

Siderides,  L.  E.,  Athens  ’52,  Stamford 

Siefert,  F.  E.,  N.  Y.  Med.  ’60,  Old  Greenwich 

Siegel,  B.  S.,  Cornell  '57,  New  Haven 

Siggins,  L.  D.,  Univ.  Melbourne,  Australia  ’59.  New  Haven 

Sikand,  S.  D.,  Punjab  '49,  Willimantic 

Siker,  E.,  Women’s  Med.  Pa.  '43,  Hartford 

Sikorski,  J.  J.,  Basel  '57,  Derby 

Silberman,  C.  G.,  Jefferson  '50,  Westport 

Silbermann,  S.  J.,  Vienna  ’36,  Hartford 

Silberstein,  A.  B.,  Downstate  Med.  Coll.  ’62,  Middletown 


Silberstein,  M.  H.,  Beme  ’55,  New  Haven 
Silk,  M.  R.,  N.  Y.  Med.  Sch.  ’62,  Hartford 
Silliman,  W.  B.,  Jefferson  ’46,  Windsor 
Sillman,  E.,  Columbia  ’48,  Meriden 
Silva,  H.  R.,  San-Marcos  Un.  ’62,  New  Ilaven 
Silver,  G.  A.,  Jefferson  ’38,  New  Haven 
Silver,  H.,  Buffalo  ’57,  Hartford 
Silver,  S.  E.,  Columbia  ’62,  New  London 
Silverbach,  S.,  Albany  ’70,  Enfield 
Silverberg,  S.  J.,  Columbia  '21,  New  Haven 
Silverman,  D.  R.,  St.  Louis  ’63,  Bridgeport 
Silverman,  J.  P.,  N.  Y.  U.  ’65,  New  Haven 
Silverman,  N.  R.,  N.  Y.  U.  ’64,  Hamden 
Silverstein,  D.  M.,  Wayne  State  ’59,  Derby 
Silverstein,  H.  R.,  Ohio  State  ’65,  Hartford 
Silvert,  D.  S.,  Manitoba  ’52,  Danbury 
Simkovitz,  J.,  Havana  ’52,  Bridgeport 
Simmons,  E.  M.,  Yale  ’23,  Newington 

Simon,  H.  J.,  Colorado  ’43,  Waco,  Texas  (Fairfield  County) 

Simon,  L.  G.,  N.  Y.  U.  ’27,  Norwalk 

Simonds,  J.  R.,  Vermont  '38,  Washington  Depot 

Simonelli,  J.  M.,  Bologna  ’58,  Danbury 

Simpson,  J.  A.,  Georgetown  ’60,  Bridgeport 

Simses,  J.  P.,  Tufts  ’37,  Bridgeport 

Singer,  B.,  N.  Y.  Med.  Coll.  ’61,  Norwalk 

Singer,  J.  B.,  Yale  ’66,  Norwalk 

Sinton,  W.  A.,  Boston  ’46,  Danbury 

Sires,  W.  O.,  Maryland  ’50,  Fairfield 

Sirica,  A.  E.,  Johns  Hopkins  '26,  Waterbury 

Sirkin,  R.  B.,  Harvard  '55,  New  Britain 

Sirop,  P.  A.,  Brussels  '58,  Waterbury 

Sirot,  G.,  State  Univ.  of  N.  Y.  ’51,  New  Haven 

Sirota,  H.  H.,  Cambridge  ’37,  East  Hartford 

Sklaire,  M.  W.,  N.  Y.  U.  ’60,  Madison 

Sklaver,  J.,  Michigan  '37,  Waterbury 

Skluth,  L.  H.,  N.  Y.  U.  ’36,  Norwalk 

Skomeck,  A.  B.,  Minnesota  ’43,  San  Pedro,  California  (New 
Haven  County) 

Skreczko,  C.  K.,  Jefferson  ’37,  New  Haven 

Slater,  D.,  N.  Y.  Med.  Coll.  ’40,  Hamden 

Slater,  G.,  Vienna  '38,  Stamford 

Slater,  G.  S.,  N.  Y.  Med.  Coll.  ’44,  New  Britain 

Slater,  M.,  Yale  ’24,  Hamden 

Slossberg,  D.  S.,  Tufts  ’34,  Bloomfield 

Slover,  W.  P.,  Jr.,  Boston  ’60,  Hartford 

Slysz,  L.  B.,  Boston  '27,  New  Britain 

Small,  A.  R.,  N.  Y.  Med.  Coll.  ’48,  Bridgeport 

Small,  J.  H.,  New  York  ’54,  Bridgeport 

Smeraldi,  R.  A.,  Ottawa  ’59,  Stamford 

Smiley,  S.  S.,  St.  Un.  New  York  ’59,  Ansonia 

Smith,  D.  B.,  Yale  ’58,  Wallingford 

Smith,  D.  H.,  Syracuse  '53,  Manchester 

Smith,  E.  R.,  Yale  ’40,  Meriden 

Smith,  F.  E.,  Jr.,  Columbia  '34,  Salisbury 

Smith,  F.  F.,  Howard  '30,  New  Haven 

Smith,  F.  M.,  Vermont  ’ll,  Willimantic 

Smith,  H.  E.,  Columbia  T5,  Middlefield 

Smith,  H.  W.,  Yale  '53,  New  Haven 

Smith,  J.  A.,  Western  Reserve  ’35,  Waterbury 

Smith,  J.  D.,  Lausanne  ’62,  West  Hartford 

Smith,  J.  J.,  Maryland  ’30,  Easton 

Smith,  J.  R.  V.,  Pittsburgh  ’60,  Hartford 

Smith,  J.  T.,  Long  Island  ’41,  Torrington 

Smith,  L.  A.,  Albany  ’43,  West  Hartford 

Smith,  L.  K.,  Univ.  of  Rochester  ’44,  Hartford 

Smith,  L.  M.,  Tufts  '37,  Stamford 

Smith,  N.  E.,  Jr.,  Med.  Coll.  Virginia  ’66,  Winsted 

Smith,  R.  D.,  McGill  ’54,  Torrington 

Smith,  R.  P.,  Harvard  ’43A,  Cheshire 
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Smith,  S.  G.,  Rochester  ’62,  Manchester 
Smith,  S.  R.,  Medico  Chi-Penn.  T6,  Bridgeport 
Smith,  T.  A.,  Columbia  T4,  Woodbury 
Smith,  W.  F.  Cornell  ’34,  West  Hartford 
Smith,  W.  L.,  Columbia  '37,  Hartford 
Smolen,  E.  M.,  N.  Y.  U.  ’44,  Fairfield 
Snoke,  A.  W.,  Stamford  ’33,  Hamden 
Snow,  B.,  Tufts  ’57,  New  Haven 
Snurkowski,  C.  V.,  Georgetown  '25,  New  Haven 
Snyder,  H.  L.,  Chicago  '54,  Manchester 
Soares,  M.  J.,  N.  Y.  Med.  Coll.  ’57,  Hartford 
Sokolski,  E.  J.,  Maryland  ’45,  Danbury 
Solano,  H.,  Natl.  Un.  Mexico  ’66,  New  Britain 
Soletsky,  H.  B„  N.  Y.  U.  ’62,  Brookfield 
Solitare,  G.  B.,  Yale  ’57,  New  Haven 

Sollosy,  A.,  Tufts  ’27,  Hallandale,  Florida  (Fairfield  County) 
Solomldn,  M.,  St.  Louis  ’42,  Hartford 
Solomon,  C.  I.,  Yale  ’25,  Hartford 
Solomon,  M.,  Michigan  ’56,  Norwich 
Solomon,  R.  Z.,  Yale  '39,  Hartford 
Solway,  R.  I.,  Toronto  '40,  Westport 
Songco,  M.  F.,  Philippines  ’54,  Norwich 
Sonnen,  V.  G.,  Basel  ’46,  Hazardville  (Tolland  County) 
Soreff,  L.,  Tufts  ’32,  East  Hampton 
Sorge,  D.  V.,  St.  Louis  ’59,  Bridgeport 
Soriano,  E.  R.,  Philippines  '52,  Groton 
Sornberger,  C.  F.,  Syracuse  ’40,  Hampton 
Sosa,  J.  B.,  Santo  Domingo  ’59,  Middletown 
Southwick,  W.  O.,  Nebraska  ’47,  New  Haven 
Souvlis,  C.  D.,  Nat’l.  Athens  ’47,  Bridgeport 
Spackman,  T.  J.,  Western  Reserve  ’64,  New  Haven 
Spalding,  P.  E.,  London  Univ.  ’53,  Portland 
Spannaus,  F.  C.,  Jr.,  N.  Y.  U.  '45,  Roxbury  (Fairfield 
County ) 

Spector,  N.,  Tufts  ’24,  Willimantic 
Speer,  C.  S.,  Hahnemann  ’55,  Hartford 
Speight,  H.  E.,  Georgetown  ’27,  Middletown 
Spekter,  L.,  Rochester  ’33,  Rockville,  Maryland  ( Hartford 
County ) 

Spence,  J.  K.,  Pittsburgh  ’54,  Ridgefield 
Spencer,  J.  A.  E.,  Yale  ’62,  Greenwich 
Spencer,  L.  O.,  Tulane  ’26,  Myrtle  Beach,  South  Carolina 
(New  Haven  County) 

Spencer,  S.,  Georgetown  ’39,  Bridgeport 
Spencer,  S.  B.,  N.  Y.  U.  ’41,  Torrington  (Middlesex  County) 
Spicuzza,  T.  J.,  Med.  Coll.  Va.  ’64,  Woodbury  (New  Haven 
County) 

Spignesi,  J.  T.,  Georgetown  ’30,  Wallingford 
Spillane,  R.  J.,  Washington  ’43,  Hartford 
Spinelli,  N.  P.  R.,  Yale  ’44,  Devon  (Fairfield  County) 
Spinner,  S.,  Tufts  ’35,  New  Haven 
Spiro,  H.  M.,  Harvard  ’47,  New  Haven 
Spitz,  H.,  Yale  ’43,  New  London 
Sponzo,  J.  J.,  Tufts  '38,  Hartford 
Sprafke,  D.  F.,  Georgetown  ’63,  New  London 
Sprecace,  G.  A.,  State  Univ.  New  York  ’57,  New  London 
Spring,  W.  C.,  Jr.,  Duke  ’36,  Berwyn,  Pennsylvania 
( Fairfield  County ) 

Sproul,  L.  E.,  Harvard  ’58,  Mystic 

Squattrito,  U.,  Palmero  '52,  Darien 

Squillacote,  V.  J.,  Rome  '34,  New  Britain 

Sreenivas,  V.  I.,  Govt.  Med.  Coll.  Mysore  ’61,  New  Haven 

Stabenau,  J.  R.,  Marquette  ’55,  Hartford 

Stabinsky,  C.,  New  York  ’55,  Norwalk 

Stack,  W.  J.,  N.  Y.  Med.  Coll.  ’48,  Hartford 

Staffieri,  S.,  Naples  ’44,  Danbury 

Stallworth,  V.  M.,  Meharry  ’59,  Bridgeport 

Standard,  J.  E.,  Syracuse  ’43,  Waterbury 

Standish,  E.  M.,  Harvard  ’22,  West  Hartford 


Standish,  H.  C.,  Cornell  '28,  West  Hartford 
Standish,  W.  A.,  Yale  ’25,  Avon 
Stanford,  J.,  Plarvard  ’51,  Essex 
Stankard,  W.  F.,  Jefferson  '38,  Stamford 
Stanton,  R.  E.,  Boston  ’55,  Manchester 
Stapor,  J.  J.,  Long  Island  ’47,  Orange  (Hartford  County) 
Starr,  R.  M.,  Yale  ’26,  Quaker  Hill 
Stathacos,  E.  J.,  North  Carolina  '57,  Fairfield 
Stavola,  J.  J.,  New  York  '56,  Hartford 
Steams,  C.  S.,  Yale  ’46,  East  Hartford 
Steege,  T.  W.,  Yale  ’38,  Hartford 
Steglich,  C.  P.,  Univ.  Columbia  ’48,  Stamford 
Stein,  M.  L.,  N.  Y.  Univ.  Coll  Med.  ’59,  Milford 
Stein,  S.  A.,  Harvard  ’67,  New  Haven 
Steinberg,  D.  H.,  St.  Univ.  New  York  '59,  Stamford 
Steinberg,  H.,  N.  Y.  Med.  ’54,  Westport 
Steinberger,  L.,  Royal  Hungarian  Eliz.  ’37,  Norwalk 
Steincrohn,  P.  J.,  Maryland  ’23,  Coral  Gables,  Florida 
( Hartford  County ) 

Steinhacker,  R.,  Rochester  ’63,  Hartford 
Steinmayer,  O.  C.,  Jr.,  Tulane  ’50,  Bristol 
Steller,  R.  E.,  Temple  ’53,  Stamford 
Stent,  P.  A.,  Georgetown  '54,  Hartford 
Steremberg,  Z,  San  Marcos  Un.  ’63,  Bridgeport 
Stem,  H.,  Tufts  ’52,  New  Haven 
Stem,  P.  G.,  Med.  Coll.  Virginia  ’69,  Hartford 
Stem,  S.,  St.  Univ.  of  New  York  '57,  New  Haven 
Sterrett,  R.  A.,  Cornell  ’39,  Southport 
Stetson,  H.  P.,  Boston  ’41,  Southington 
Stetson,  H.  W.,  Vermont  '06,  Milford 

Stettbacher,  H.  J.,  Harvard  ’22,  Cambridge,  Maryland 
( New  Haven  County ) 

Steven,  R.  J.  M.,  London  ’43,  Hartford 
Stevens,  J.  G.,  Maryland  '41,  Bridgeport 
Stewart,  L.  Q.,  Yale  '33,  South  Yarmouth,  Mass.  ( Hartford 
County) 

Stewart,  W.  E.  L.,  Albany  ’52,  Kensington 
Stier,  S.  D.,  N.  Y.  Med.  ’61,  Derby 
Stietzel,  E.  E.,  Columbia  ’34,  Norwalk 
Stiff,  D.  P.,  Michigan  ’56,  Bridgeport 
Stilson,  C.,  Yale  ’42,  New  Haven 
Stoane,  L.,  Downstate  Med.  Ctr.  ’60,  Middletown 
Stocking,  A.  G.,  Long  Island  ’46,  Waterbury 
Stockwell,  R.  M.,  Tufts  ’56,  Farmington 
Storms,  W.  F.,  Harvard  '30,  Wethersfield 
Strauch,  G.  O.,  Michigan  ’57,  Stamford 
Strayer,  L.  M.,  Jr.,  Harvard  ’30,  Lancaster,  New  Hampshire 
(Fairfield  County) 

Street,  J.  M.,  Duke  ’42,  New  Milford 
Streeto,  J.  M.,  Pennsylvania  ’60,  Hartford 
Stringfield,  O.  L.,  Univ.  & Bellevue  T6,  Stamford 
Strong,  S.  G.,  Manitoba  ’45,  Norwalk 
Stroup,  R.  F.,  Rochester  ’65,  New  Haven 
Stubenhaus,  J.  H.,  N.  Y.  Med.  Coll.  ’47,  Bridgeport 
Stuermer,  V.  M.,  Nebraska  ’48,  New  Haven 
Sturman,  R.  H.,  Yale  ’50,  Waterbury 
Suerig,  K.  C.,  New  York-Bellevue  ’61,  Cos  Cob 
Suesserman,  LI.  I.,  George  Washington  Univ.  ’64,  Waterbury 
Sulick,  E.  J.,  Georgetown  '54,  Manchester 
Sullivan,  A.  F.,  Jefferson  ’42,  Waterbury 
Sullivan,  C.  N.,  McGill  ’30,  New  Britain 
Sullivan,  J.  J.,  Jr.,  Tufts  '55,  Stamford 
Sullivan,  J.  L.,  Yale  ’51,  Bridgeport 
Sullivan,  R.  M.,  Tufts  ’59,  East  Hartford 
Sullivan,  T.  J.,  Yale  T7,  Boca  Raton,  Florida  (New  Haven 
County ) 

Sullivan,  W.  M.,  New  York  ’54,  Norwalk 
Sulman,  M.,  Columbia  ’36,  New  London 
Sultar,  R.  S.,  State  Univ.  N.  Y.  '57,  Kensington 
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Summa,  J.  F.,  New  York  Med.  Coll.  '58,  Waterbury 

Sumner,  M.  L.,  N.  Y.  Med.  Coll.  ’47,  New  Haven 

Sumner,  P.  E.,  Tufts  ’55,  Manchester 

Sunderman,  F.  W.,  Jr.,  Jefferson  ’55,  Farmington 

Sundquist,  A.  B.,  Tufts  ’33,  Manchester 

Suplicki,  J.  W.,  Tufts  '26,  Norwich 

Sussler,  D.,  Fordham  ’16,  Norwich 

Suttenfield,  V.,  Georgia  ’44,  Stamford 

Sutton,  P.,  Vienna  ’36,  Groton 

Sutula,  S.  J.,  Jr.,  Jefferson  ’65,  Hartford 

Svedlow,  B.  D.,  Ceorge  Washington  ’41,  Stamford 

Swain,  E.  B.,  Cornell  ’51,  Hartford 

Swan,  B.  R.,  Cornell  ’43,  New  Haven 

Swarts,  W.  B.,  Pennsylvania  ’34,  Greenwich 

Sweet,  A.  N.,  Maryland  T8,  Middletown 

Sweet,  E.  B.,  Virginia  ’50,  Hartford 

Sweet,  R.  T.,  State  Univ.  N.  Y.  ’52,  Middletown 

Swett,  N.  P„  N.  Y.  U.  ’46,  Hartford 

Swift,  D.  B.,  Harvard  ’62,  Lakeville 

Swift,  W.  E.,  Columbia  ’40,  New  Haven 

Swirsky,  M.  Y.,  N.  Y.  Med.  Coll.  ’39,  New  Haven 

Syz,  H.,  Geneva  ’21,  Westport 

Tadeo-Coldman,  J.  A.,  Santo  Tomas  ’53,  Hartford 
Taffel,  M.,  Yale  ’31,  New  Haven 

Tager,  M.  G.,  N.  Y.  Med.  Coll.  ’58,  Norwalk 
Talbot,  H.  P.,  Maryland  ’27,  Venice,  Florida  (Hartford 
County) 

Tan,  D.  L.,  Univ.  of  Groningen  ’57,  Meriden  (New  London 
County ) 

Taylor,  D.  M.,  N.  Y.  U.  ’47,  New  Britain 

Taylor,  H.  C.,  Cornell  ’38,  Fort  Pierce,  Florida  (New  Haven 
County ) 

Taylor,  J.  K.,  Ottawa  ’64,  Danbury 
Taylor,  K.  S.,  Arkansas  ’60,  Norwich 
Taylor,  M.  J.,  Columbia  ’63,  Southbury 
Taylor,  P.  T.,  Temple  ’62,  Hartford 
Taylor,  R.  F.,  Ohio  '58,  Glastonbury 
Taylor,  R.  M.,  George  Washington  ’22,  East  Haven 
Taylor,  R.  N.,  Yale  ’30,  New  London 
Taylor,  S.  P.,  George  Washington  ’16,  North  Haven 
Taylor,  W.  R.,  Columbia  ’60,  Hartford 
Teahan,  J.  W.,  McGill  '39,  West  Hartford 
Tec,  L.,  St.  Joseph’s  ’44,  Westport 
Tehrani,  H.  L.,  Tehran  ’62,  Manchester 
Teiger,  P.,  Columbia  ’39,  Waterbury 
Telfeian,  A.,  French  ’52,  Stamford 
Telia,  R.  T.,  Tufts  ’45,  Stamford 
Tennant,  R.,  Yale  ’29,  Hartford 
Terhune,  W.  B.,  Tulane  ’15,  New  Canaan 
terKuile,  R.  C.,  Rochester  ’32,  Lebanon,  Illinois  ( Fairfield 
County ) 

Teuscher,  W.  P.,  Tufts  ’32,  Annapolis,  Maryland  (Fairfield 
County ) 

Thalberg,  R.  E.,  Yale  ’26,  Southington 
Thaw,  B.  D.,  George  Washington  '48,  Hartford 
Thayer,  J.  E.,  Vermont  ’43,  Hartford 

Thayer,  R.  B.,  Jr.,  Yale  ’46,  New  Haven  (Tolland  County) 
Thenebe,  C.  L.,  Pennsylvania  ’18,  New  Hartford  (Hartford 
County) 

Thomas,  A.  H.,  Duke  ’42,  Manchester 
Thomas,  D.  W.,  Charing  Cross  Hosp.  ’53,  Newtown 
Thomas,  J.  B.,  Harvard  ’52,  Hartford 
Thomas,  J.  M.,  New  York  Un.  ’59,  Hartford 
Thomas,  R.  J.,  Temple  ’56,  New  Britain 
Thompson,  M.  B.,  Columbia  ’31,  Milford 
Thomson,  A.  W.,  Jr.,  Cornell  ’43,  Middletown 
Thornton,  G.  F.,  Boston  ’59,  Waterbury 
Thumin,  M.,  Maryland  ’33,  Middletown 


Thurmond,  J.  E.,  Tennessee  ’47,  Bridgeport 
Tiedemann,  R.  N.,  New  Jersey  ’65,  Sharon 
Tierney,  J.  W.,  Vermont  '48,  Milford 
Tierney,  L.  M.,  Maryland  ’36,  West  Haven 
Tighe,  J.  A.,  Lausanne  ’56,  New  London 
Timm,  A.  B.,  Jr.,  Harvard  '40,  Milford 
Tinkess,  D.  E.,  McGill  ’25,  Lookout  Mountain,  Tennessee 
( Fairfield  County ) 

Tirella,  F.  F.,  Tufts  ’37,  Bristol 
Tisher,  P.  W.,  Iowa  ’35,  New  Britain 
Tjimis,  P.  D.,  Athens  '58,  Hamden 
Tobi,  L.  G.,  Utrecht  ’31,  Loudon,  New  Hampshire 
(Windham  County) 

Tobin,  J.  J.,  N.  Y.  Med.  Coll.  ’60,  Darien 

Tofflcr,  R.  B.,  Albert  Einstein  ’64,  New  Haven 

Tofig,  R.,  Geneva  ’53,  New  Haven 

Tolk,  N.  R„  N.  Y.  U.  ’20,  Fairfield 

Toll,  N.,  Charles  Univ.,  Prague  ’27,  Middletown 

Tomaino,  F.  F.,  Yale  ’29,  Danbury 

Tomaino,  P.,  Messina-Italy  '51,  Danbury 

Tonken,  L.  C.,  Tufts  '34,  Hartford 

Tonkonow,  F.  H.,  Boston  ’49,  Meriden 

Toole,  A.  L„  Physicians  Surgeons  ’58,  New  Haven 

Toomey,  J.  M.  Boston  ’58,  Hartford 

Torino,  V.,  Valencia  '50,  Waterbury 

Torop,  P.,  Harvard  ’66,  Meriden 

Torres,  C.  B.,  Sto.  Tomas  ’53,  Norwich 

Tortolani,  A.  P.,  McGill  ’34,  Plainville 

Tortora,  F.,  Rome  ’40,  New  Haven 

Tracey,  E.  J.,  N.  Y.  Med.  Coll.  ’58,  Norwalk 

Tracey,  J.  P.,  Pennsylvania  ’63,  Norwalk 

Tracy,  F.  E.,  Yale  ’29,  Middletown 

Trambert,  H.  L.,  N.  Y.  Med.  Coll.  ’42,  Norwalk 

Tramontozzi,  A.  D.,  Columbia  ’55,  Norwich 

Trantolo,  A.,  Tufts  ’39,  East  Hartford 

Trapp,  F.  W.,  Georgetown  ’36,  New  Britain 

Traurig,  A.  R.,  Wayne  State  Univ.  ’58,  Waterbury 

Trautman,  E.  F.,  Temple  '40,  Trumbull 

Treder,  F.  H.,  Vermont  ’46,  Woodbridge 

Tremaglio,  V.  F.,  Seton  Hall  ’64,  Waterbury 

Trench,  J.  M.,  Maryland  ’47,  Hartford 

Trent,  J.  W.,  Med.  Coll.  Virginia  ’51,  Stamford 

Trent,  S.  C.,  Yale  ’43,  Meriden 

Trifari,  L.  M.,  Tufts  ’42,  Hamden 

Trimpert,  A.  J.,  Georgetown  ’33,  Bethel 

Tripp,  W.  H.,  Emory  ’51,  Hartford 

Trowbridge,  P.  E.,  Tufts  ’59,  Hartford 

Troy,  W.  D.,  Jefferson  '36,  Stamford 

Truax,  H.  N.,  Vermont  ’57,  Norwalk 

Truchly,  G.,  Innsbruck,  Austria  ’46,  Fairfield 

Truex,  E.  H.,  Jr.,  Harvard  ’38,  Hartford 

Tucker,  C.  A.,  Tufts  ’38,  Hartford 

Tucker,  E.  M.,  Columbia  '52,  Syracuse,  New  York  (Fairfield 
County ) 

Tucker,  J.  S , Minnesota  ’48,  Hartford 
Tulin,  G.  A.,  Vermont  ’43,  Hartford 

Tummillo,  M.  A.,  Woman’s  Med.  Coll.  Penna.  ’56,  Windsor 
Tunick,  C.,  Lausanne  ’62,  New  Milford 
Tunick,  G.  L.,  Jefferson  ’35,  Greenwich 
Turano,  A.  F.,  N.  Y.  U.  '51,  Middletown 
Turco,  V.  J.,  Tufts  ’41,  Hartford 
Turetsky,  S.,  Baylor  ’36,  Bridgeport 
Turkalo,  J.  K.,  Louvain  ’50,  New  Haven 
Turner,  W.  W.,  Yale  ’48,  Newington 
Tory,  L.  A.,  Budapest  ’37,  Winsted 
Tutles,  A.  J.,  Tuft  ’30,  Melbourne,  Florida  (Hartford 
County ) 

Twachtman,  E.,  Virginia  ’36,  Essex 
Twaddle,  P.  H.,  Yale  ’35,  Hartford 
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Twersky,  J.  M.,  Tufts  ’59,  Fairfield 
Twiss,  H.  Y.,  Georgetown  ’34,  Middletotwn 
Tylec,  L.  L.,  Virginia  ’35,  Naugatuck 
Tyler,  M.  D.,  Yale  ’50,  Jackson,  Mississippi  (New  Haven 
County ) 

Tyrrell,  D.  P.,  Wayne  St.  ’57,  Hartford 

Ubogy,  G.  A.,  N.  Y.  U.  ’62,  Greenwich 
Ungar,  J.  I.,  Hahnemann  ’63,  Bloomfield 
Unger,  M.,  Hahnemann  ’37,  Bridgeport 

Unsworth,  A.  C„  Vermont  ’31,  Center  Harbor,  New  Hamp- 
shire (Hartford  County) 

Upton,  E.  F.,  George  Washington  ’50,  Danbury 
Uricchio,  J.  G.,  Georgetown  ’31,  Hartford 
Usman,  A.,  Osmania  Univ.  ’58,  Stamford 
Uvitsky,  I.  H.,  Boston  ’27,  Bridgeport 

Valentine,  B.  R.,  Cornell  ’43,  Abington 

Valentine,  G.  W.,  N.  Y.  Med.  Coll.  ’55,  Waterbury 

Vallone,  A.  J.,  Creighton  ’65,  Bridgeport 

Vance,  J.  A.,  HI,  Virginia  ’54,  Hartford 

Van  de  Berghe,  R.,  Ghent  ’58,  Fairfield 

Van  Der  Heide,  C.  J.,  North  Western  ’61,  New  Haven 

van  der  Veen,  T.,  Amsterdam  ’49,  Bridgeport 

Van  Der  Werif,  J.  A.,  Leiden  ’54,  West  Hartford 

VanDerwerker,  E.  E.,  Jr..  Temple  ’49,  Milford 

van  Dyk,  A.  R.,  Amsterdam  ’38,  New  London 

Van  Eck,  W.  F.,  Amsterdam  ’35,  East  Haven 

Van  Gilder,  J.  C.,  Pittsburgh  ’61,  New  Haven 

Van  Kleeck,  E.,  Columbia  T2,  YVest  Hartford 

Vanoni,  F.  R.,  Jefferson  ’58,  Torrington 

Van  Poznak,  F.,  Columbia  ’50,  Ridgefield 

Van  Syckle,  G.  W.,  Cornell  '48,  Danbury 

Vastola,  A.  P.,  Fordham  T2,  Waterbury 

Vecchiolla,  J.  A.,  Columbia  ’54,  Hartford 

Veeder,  R.,  Durham  ’52,  Hartford 

Vegliante,  M.  E.,  Tufts  ’27,  New  Haven 

Veiga,  A.  S.,  Coimbra  ’48,  Waterbury 

Veneruso,  C.,  Georgetown  ’55,  Trumbull 

Ventimiglia,  J.  J.,  N.  Y.  Med.  Coll.  ’52,  North  Guilford 

Verie,  K.  E.,  Tufts  ’44,  New  London 

Verinande,  G.  J.,  Amsterdam  ’39,  East  Haven 

Vemlund,  R.  J.,  Vermont  ’45,  Hartford 

Vernon,  S.,  Long  Island  ’30,  Willimantic 

Verstandig,  C.  C.,  Tennessee  ’39,  New  Haven 

Vetter,  I.  J.,  Long  Island  ’47,  Norwalk 

Vidone,  R.  A.,  Yale  ’57,  Orange  (Litchfield  County) 

Vigna,  V.,  Un.  Bari-Italy  ’51,  Norwalk 

Vileisis,  V.,  Vermont  ’50,  Woodbury  (New  Haven  County) 

Vincent,  N.  R.,  British  Columbia  ’61,  Bridgeport 

Vinci,  V.  J.,  N.  Y.  U.  ’39,  Middletown 

Vincitorio,  J.  A.,  Seton  Hall  ’62,  Waterbury 

Vinnick,  L.,  Jefferson  ’60,  Stamford 

Vioni,  R.  E.,  Naples  ’35,  Bridgeport 

Visnauskas,  J.  W.,  Univ.  Coll.  Galway  ’57,  New  Britain 

Voelkening,  B.  W.,  Frankfort  ’55,  Durham 

Vogel,  R.  M.,  Harvard  ’60,  Orange 

Vollero,  A.,  Tufts  '30,  New  Haven 

von  Gal,  H.  V.,  Long  island  ’44,  Greenwich 

von  Graevenitz,  A.  W.  C.,  Univ.  of  Bonn  ’56,  New  Haven 

Von  Salzen,  C.  F.,  Columbia  ’36,  Hartford 

Voss,  H.  E„  N.  Y.  U.  ’61,  Stamford 

Wade,  P.  B.,  Tufts  52,  New  London 
Wagshul,  E.  C.,  Tufts  ’55,  Meriden 
Wakeman,  E.  M.,  Pennsylvania  '56,  Guilford 
YVakeman,  E.  T.,  Yale  ’22,  New  Haven 


Waldemar-Kertesz,  J.,  Vienna  ’26,  Hamden 
Walden,  R.  C.,  Jr.,  Pennsylvania  ’42,  Manchester 
Waldman,  A.  L.,  N.  Y.  U.  ’60,  Cromwell 
Waldon,  S.  L.,  Tufts  ’50,  Thompson 
Walker,  D.  A.,  Tufts  ’38,  Rocky  Hill 
Walker,  G.  I.,  Jr.,  Tulane  ’42,  New  York,  New  York 
(Fairfied  County) 

Walker,  H.  C.,  Howard  ’55,  South  Norwalk 
Walker,  J.  E.  C.,  Pennsylvania  ’53,  Hartford 
Walker,  R.  Rochester  ’37,  West  Hartford 
Walker,  T.  H.,  N.  Y.  Med.  '50,  Torrington 
Walker,  W.  B.,  Yale  ’20,  Cornwall 
Wallace,  D.,  London  Hosp.  Med.  Coll.  ’51,  Wallingford 
Wallace,  E.  P.,  Harvard  ’44.  Meriden 
Wallach,  G.  M.  K.,  Bern  ’39,  Waterbury 
(Litchfield  County) 

Walsh,  J.  F„  III,  N.  Y.  U.  ’48,  Bridgeport 
Walsh,  R.  J.,  Georgetown  ’40,  San  Pedro,  California 
(Fairfield  County) 

Walsh,  T.  J.,  Bowman  Gray  ’58,  Stamford 
Walshe,  T.  E.,  Cork,  Ireland  ’59,  Wolcott 
Waltman,  I.,  Yale  ’41,  Hartford 
Walton,  L.  L.,  Johns  Hopkins  ’33,  West  Hartford 
Walzer,  E.  H.,  N.  Y.  U.  ’40,  Bridgeport 
Wandersee,  E.  P.,  New  York  State  ’56,  Mansfield  Depot 
Ward,  F.  P.,  N.  Y.  Med.  Coll.  ’52,  Norwich 
Ward,  J.  P.,  Georgetown  ’36,  Bridgeport 
Ward,  K.  E.,  Harvard  ’44,  Hartford 
Wardner,  L.  H.,  Cornell  ’34,  Hartford 
Warner,  A.,  Johns  Hopkins  ’58,  Hartford 
Warner,  C.  N.,  Jr.,  Tufts  ’36,  Litchfield 
Warnshuis,  L.  C.,  Edinburgh  ’ll,  New  London 
Warren,  D.  L.,  Tufts  ’48,  Manchester 
Warren,  P.,  State  Univ.  N.  Y.  ’53,  Waterbury 
Warring,  H.  L.,  Howard  ’28,  Hartford 
Waskowitz,  W.  J.,  Yale  ’57,  New  Britain 
Wasley,  D.  L.,  Syracuse  ’55,  Terryville 
Wasserman,  E.,  Yale  ’45,  Bridgeport 
Wasserman,  H.  R.,  Syracuse  ’52,  Westport 
Wassermann,  H.  E.,  Chicago  Med.  Sch.  ’64,  West  Hartford 
Wasson,  D.,  Queen’s  Univ.  '57,  Bridgeport 
Waterman,  W.  B.,  Columbia  ’44,  Hartford 
Waters,  L.  L.,  Yale  ’37,  New  Haven 
Watson,  H.  Kirk,  George  Washington  ’60,  Hartford 
Watstein,  G.  J.,  Albert  Einstein  ’64,  New  Haven 
Waugh,  D.  D.,  Columbia  ’33,  Sharon 
Waugh,  R.  E.,  Yale  ’59,  New  Britain 
Wawro,  N.  W.,  Yale  '38,  Hartford 
Waxberg,  J.  D.,  George  Washington  ’48,  Stamford 
Waynik,  C.,  Cape  Town  ’50,  Bridgeport 
Weber,  D.  J.,  S.  U.  N.  Y.  56,  Winsted  (New  Haven 
County ) 

Weber,  F.  C.,  Jr.,  Johns  Hopkins  ’36,  Greenwich 
Weed,  C.  B.,  N.  Y.  Med.  Coll.  ’47,  Stamford 
Weglarz,  S.  S.,  Harvard  ’59,  Bridgeport 
Wehger,  R.  T.,  Yale  ’32,  Trumbull 
Wehr,  R.,  Munich  ’54,  Windsor  Locks 
Wehrli,  A.,  Univ.  Zurich  ’46,  New  Britain 
YVeicholz,  S.,  Louvain  ’64,  Fairfield 
Weidner,  G.  L.,  Louisville  ’27,  Waterbury 
Weigel,  S.  J.,  Yale  '43,  Danielson 
Weil,  U.  H.,  Heidelberg  ’51,  New  Haven 
Weiner,  J.,  Johns  Hopkins  ’20,  New  Haven 
Weiner,  J.,  Pennsylvania  ’59,  Danbury 
Weiner,  J.  G.,  Yale  ’29,  Palm  Beach,  Florida  (Hartford 
County ) 

Weiner,  S.,  Columbia  ’35,  Hartford 
Weinstein,  A.,  Boston  ’58,  Bridgeport 
Weinstein,  A.  H.,  Jefferson  ’60,  Norwalk 
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Weinstein,  A.  H.,  Albany  ’66,  Bridgeport 

Weinstein,  M.,  Woman’s  Med.  Coll.  Pa.  '46,  West  Hartford 

Weinstein,  N.,  Trinity  (Dublin)  ’34,  Norwalk 

Weinstein,  N.,  Boston  ’53,  Bridgeport 

Weinstock,  M.  S.,  Chicago  Med.  Sch.  ’67,  Bloomfield 

Weisberg,  H.  E.,  Penn.  ’48,  Waterbury 

Weise,  E.  C.,  Jr.,  Jefferson  '47,  Bridgeport 

Weisel,  A.,  Vermont  ’59,  Stamford 

Weisenfeld,  N„  Maryland  ’28,  Sarasota,  Florida  (Hartford 
County) 

Weisinger,  P.  I.,  Univ.  Buffalo  ’62,  New  Haven 
Weiss,  S.  A.,  Tufts  ’63,  Hartford 
Weissenbom,  W.,  Johns  Hopkins  ’32,  Hartford 
Weitzman,  H.  A.,  Vermont  ’63,  Woodmont 
Weitzner,  A.,  Amsterdam  ’57,  Stratford 
Welch,  E.  T.,  Jr.,  Cornell  '49,  West  Hartford 
Weld,  S.  B.,  Harvard  ’16,  West  Hartford 
Welhaven,  A.,  Oslo  ’47,  Hartford 
Welling,  S.  K.,  Pennsylvania  ’55,  Middletown 
Wells,  G.  R.,  Harvard  '38,  Hartford 
Welt,  L.  G.,  Yale  ’38,  New  Haven 
Wener,  W.  V.,  McGill  ’27,  Norwich 
Werner,  H.  J.,  Lausanne  ’62,  Bloomfield 
Wesoly,  A.  S.,  Vermont  '37,  New  Britain 
Wessel,  M.  A.,  Yale  ’43,  New  Haven 
West,  H.  F.,  Temple  '48,  Collinsville 
West,  W.  L.,  Vermont  ’48,  Derby 
Westcott,  J.  L.,  State  Univ.  N.  Y.  ’58,  Hartford 
Weston,  R.  A.,  Jr.,  Harvard  '41,  Milford 
Westsmith,  R.  A.,  Southern  California  ’37,  Lakeville 
Wetstone,  H.  J.,  Tufts  '51,  Hartford 
Wexler,  H.,  Syracuse  ’31,  New  Haven 
Wexler,  R.,  N.  Y.  U.  ’50,  Norwalk 
Whalen,  W.  A.,  Jr.,  Yale  '53,  Willimantic 
Whalley,  E.  J.,  Tufts  ’43,  Waterbury 
Wheeler,  G.  B.,  Boston  '45,  Chester 
Wheeler,  J.  P.,  Temple  ’57,  Manchester 
Wheeler,  R.  C.,  Columbia  ’45,  Greenwich 
Whitcomb,  B.  B.,  McGill  ’35,  Hartford 
Whitcomb,  W.  P.,  Vermont  ’45,  New  Haven 
White,  A.  A.,  Stanford  ’61,  New  Haven 
White,  B.  V.,  Harvard  ’34,  Hartford 
White,  E.  P.,  Vermont  ’37,  Hartford 
White,  F.  F.,  Maryland  ’50,  Litchfield 
White,  H.  T.,  Western  Reserve  ’34,  Meriden 
White,  J.  C.,  Harvard  '29,  New  Britain 
White,  K.  H„  Jr.,  Maryland  ’54,  Hartford 
White,  R.  M.,  Harvard  ’39,  New  Haven 
Whitehead,  D.  E.,  Northwestern  ’55,  Hartford 
Wick,  P.  J.,  N.  Y.  Med.  Coll.  ’49,  Norwich  (Fairfield 
County ) 

Wickersham,  C.  W.,  Ill,  Albany  ’64,  Manchester 

Widrow,  D.  R.,  Columbia  ’59,  Stamford 

Wieche,  D.  R.,  Cornell  '56,  Hartford 

Wiedman,  O.  G.,  Pennsylvania  ’05,  Hartford 

Wieler,  H.  J.,  Columbia  ’28,  Lakeville 

Wiepert,  W.  M.,  Yale  ’37,  Avon 

Wierzbinski,  J.  P.,  Yale  '58,  Norwich 

Wies,  C.  H.,  Yale  ’32,  New  London 

Wies,  F.  A.,  Yale  ’33,  New  Haven 

Wiese,  C.  A.,  Jr.,  Harvard  ’43,  Hartford 

Wiesel,  B.,  N.  Y.  U.  ’36,  Hartford 

Wight,  L.  W.,  Jr.,  Rochester  ’62,  New  Haven 

Wight,  W.  E.,  Bowdoin  ’20,  Thomaston 

Wihbey,  J.  G.,  Georgetown  ’57,  Waterbury 

Wilcox,  D.  S.,  Cornell  ’55,  Hartford 

Wilcox,  F.  C.,  Jr.,  Coll,  of  Med.  Evangelists  ’34,  Pittsfield, 
Mass.  (Fairfield  County) 

Wilcox,  L.  M.,  Tufts  ’33,  Bristol  ( Litchfield  County) 


Wilcox,  R.  N.,  Albany  ’61,  New  Britain 
Willett,  L.  V.,  Tufts  ’55,  Meriden 
Williams,  C.  R.,  Cornell  ’50,  Fairfield 
Williams,  E.  E.,  Columbia  ’23,  Naugatuck 
Williams,  F.  D.,  State  Univ.  N.  Y.  ’45,  Stamford 
Williams,  F.  P.  A.,  N.  Y.  Med.  Coll.  ’44,  Bridgeport 
Williams,  H.  M.,  Yale  ’52,  Hartford 

Williams,  K.  H.,  Louisville  ’63,  Pittsburgh,  Pennsylvania 
(New  Haven  County) 

Williams,  R.  H.,  McGill  ’51,  Danbury 
Williams,  S.  Y.,  Howard  '59,  Norwalk 
Williams,  W.  E.,  Columbia  ’47,  Avon 
Williams,  W.  L.,  Tennessee  ’52,  East  Hartford  (Tolland 
County ) 

Williamson,  R.  J.,  Vanderbilt  ’50,  Bristol 
Willis,  J.  A.,  Creighton  ’66,  Trumbull 
Willis,  T.,  Yale  ’36,  Lighthouse  Point,  Florida  (Fairfield 
County) 

Wilsey,  J.  C.,  Columbia  ’47,  Greenwich 
Wilson,  C.  E.,  Maryland  ’50,  Norwich 
Wilson,  G.  C.,  Yale  ’28,  Hadlyme 
Wilson,  G.  L.,  Tufts  '47,  New  Haven 
Wilson,  J.  A.,  Jefferson  T9,  Meriden 
Wilson,  J.  M.,  Glasgow  '59,  New  Britain 
Wilson,  J.  M.,  Jr.,  Cornell  '48,  Stamford 
Wilson,  W.  A.,  Louisville  ’28,  Hartford 
Wilson,  W.  R.,  Johns  Hopkins  ’25,  New  Haven 
Winalski,  H.  P.,  Creighton  ’65,  Hartford 
Wineck,  M.  S.,  Vermont  T5,  West  Hartford 
Winer,  P.,  St.  Louis  ’44,  New  Haven 
Winship,  G.  M.,  Boston  '48,  New  Britain 
Winterhalter,  C.  M.,  N.  Y.  Med.  Coll.  ’47,  Stamford 
Winters,  B.  M.,  Chicago  '61,  Milford 
Winters,  H.  W.,  Johns  Hopkins  '29,  Bristol 
Winters,  J.  T.,  Pennsylvania  ’31,  West  Hartford 
Winters,  T.  E.,  Long  Island  '48,  Bristol 
Wintrob,  R.  M.,  Toronto  ’59,  Mansfield  Center 
Wirth,  M.  N.,  Ludwig  ’52,  Derby 
Wohlgemuth,  P.  R.,  Tufts  ’49,  Waterbury 
Wolf,  A.  D.,  Western  Reserve  '52,  Hartford 
Wolff,  E.  C.,  N.  Y.  U.  ’60,  New  Haven 
Wolfsohn,  A.  W.,  Buffalo  ’54,  Stamford 
Wolfson,  A,  Geneva  ’57,  Milford 
Wolfson,  D.,  Boston  ’33,  Bethel 
Wolfson,  H.,  Chicago  '53,  Newington 
Wolfson,  S.,  Sheffield,  England  '37,  New  Britain 
Wolfson,  S.  S.,  Pennsylvania  '54,  Hartford 
Wollack,  A.  C.,  Pennsylvania  ’50,  Old  Saybrook 
Wong,  A.  S.,  Yale  '51,  New  Haven 
Wong,  P.  Y.,  Nat’l.  Taiwan  Un.  ’67,  Newington 
Wood,  D.  R.,  Tufts  ’43,  Hartford 
Wood,  E.  C.,  George  Washington  ’50,  Houston,  Texas 
( Hartford  County ) 

Wood,  F.  O.,  Rush  '31,  Hartford 
Wood,  J.  W.,  Alabama  ’61,  Greenwich 
Woodford,  C.  N.,  Louisville  ’08,  Avon 
Woodford,  F.  B.,  Yale  ’24,  Ridgefield 
Woodhouse,  R.  W.,  Harvard  ’54,  Hartford 
Woodruff,  J.  H.,  Columbia  ’43,  Hartford 
Woods,  C.  A.,  Duke  ’62,  Fairfield 
Woodward,  J.  C.,  Columbia  ’35,  New  London 
Woodworth,  J.  A.,  Syracuse  ’39,  Moosup 
Wool,  J.  M.,  N.  Y.  Med.  Coll.  ’41,  New  London 
Woolfson,  A.  E.,  Tufts  ’69,  Unionville 
Woolpert,  K.  D.,  Kansas  '57,  Manchester 
Worcester,  J.  N.,  Jr.,  Columbia  P.  & S.  ’55,  Greenwich 
Wright,  H.  S.,  Cornell  ’39,  Greenwich 
Wright,  J.  C.,  N.  Y.  Med.  ’55,  Middletown  (Hartford  Coun- 
ty) and  Middlesex  County 
Wright,  R.  C.,  Columbia  ’43,  New  Britain 
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Wright,  W.  W.,  Harvard  T9,  West  Hartford 
Wrona,  E.  A.,  Hahnemann  ’43,  Stamford 
Wugmeister,  M.,  N.  Y.  U.  ’56,  New  Haven 
Wurster,  R.  E.,  Indiana  ’63,  Indianapolis,  Indiana  (Hartford 
County) 

Wyatt,  H.,  Berlin  '36,  New  Haven 
Wyatt,  R.  H.,  Yale  ’43,  Greenwich 
Wyse,  L.  A.,  Indiana  Un.  ’67,  Bloomfield 

Yanagisawa,  E.,  Nihon  ’55,  New  Haven 
Yannello,  M.  H.,  Columbia  ’43,  New  Britain 
Yannet,  H.,  Yale  ’29,  Southbury 
Yannios,  J.  N.,  Athens  ’50,  Plain ville 
Yavetz,  L.  M.,  N.  Y.  Med.  ’45,  Waterbury 
Yerg,  R.  A.,  Georgetown  42,  Greenwich 
Yesner,  R.,  Tufts  ’41,  West  Haven 
Yildizalp,  N.  M.,  Istanbul  ’49,  Stratford 
Yin,  R.  W.,  Nat  l.  Taiwan  Un.  ’65,  Hartford 
Yoon,  H.  R.,  Severance  ’57,  Milford 
Yoon,  I.  L.,  Seoul  Nat’l  Univ.  ’50,  Hartford  (Tolland 
County ) 

Yoselevsky,  M.  A.,  Vermont  ’64,  New  London 
Young,  D.  D.,  Tufts  ’32,  Niantic 
Yudkin,  G.  S.,  Yale  ’46,  New  Haven 
Yue,  J.  K.,  Manitoba  ’60,  Middletown 

Zaccheo,  T.  J.,  Boston  ’62,  New  Britain 
Zaczynsld,  E.  J.,  Marquette  ’55,  Suffield 
Zagraniski,  R.  J.,  Yale  '42,  New  Haven 
Zale,  C.,  Toronto  ’41,  Hamden 
Zalichin,  H.,  State  Univ.  N.  Y.  ’53,  Stamford 
Zamore,  L.  H.,  S.  U.  N.  Y.  ’64,  New  Haven 
Zanes,  R.  P.,  Jr.,  Tufts  ’44  New  Haven 
Zanker,  T.,  Maryland  ’60,  New  Haven 
Zarkin,  O.  H..  Tuf  s ’37,  Hartford 
Zavod,  R.,  Jefferson  ’63,  Middletown 
Zebrowski,  E.  J.,  Rochester  ’53,  Plainville 
Zeffiro,  R.  G.,  Georgetown  ’62,  West  Hartford  (Litchfield 
County ) 


Zehrung,  W.  J.,  N.  Y.  Med.  Coll.  '50,  New  Milford 
(Fairfield  County) 

Zeldis,  N.,  N.  Y.  U.  '46,  West  Hartford 
Zeller,  W.  W.,  Ceorge  Washington  '44,  Hartford 
Zelman,  M.  Albeit  Einstein  ’64,  Hartford 
Zelson,  J.  H.,  N.  Y.  U.  ’65,  Orange 
Zembko,  A.  F.,  Tufts  ’58,  New  Britain 
Zentner,  A.  S.,  Columbia  ’48,  West  Hartford 
Zielinski,  J.  B.,  Jefferson  ’34,  Stratford 
Zimerman,  J.  Zurich  ’51,  Meriden 
Zimmer,  A.  E.,  Geneva  ’56,  Danbury 
Zimmerman,  II.  M.,  Yale  ’27,  New  York  ( New  Haven 
County ) 

Zimmerman,  L.  W.,  Kansas  ’35,  Hartford 
Zimmerman,  M.  P.,  Columbia  ’53,  Branford 
Zimmem,  R.  L.,  State  Univ.  of  N.  Y.  Coll,  of  Med.  at  N.  Y. 
C.  '50,  Stamford 

Zingmond,  E.,  Free  Univ.  Brussels  ’62,  Trumbull 

Ziter,  F.  M.  H.,  Jr.,  Georgetown  ’62,  Hartford 

Zlotsky,  N.  A.,  Tufts  ’57,  Rockville  (Hartford  County) 

Zmijeski,  C.,  Jr.,  New  York  ’57,  Hartford 

Zolov,  D.  M.,  Tufts  ’63,  Danbury 

Zonana,  H.  V.,  Johns  Hopkins  ’62,  New  Haven 

Zsiga,  E.  D.,  Marquette  ’38,  Bridgeport 

Zucker,  L.,  N.  Y.  U.  ’57,  Waterbury 

Zucker,  R.  A.,  N.  Y.  U.  ’47,  Wilton 

Zuckerman,  B.  D.,  Washington  ’53,  New  Haven 

Zusman,  H.  E.,  Indiana  ’66,  Norwalk 

Zyla,  E.  J.,  Wayne  ’43,  Rockville  (Hartford  County) 

ASSOCIATE  MEMBERS 

Burr,  H.  S.,  Old  Lyme 
Darling,  G.  B.,  New  Haven 
Hamilton,  J.  A.,  Minneapolis,  Minn. 

Hiscock,  I.  V.,  New  Haven 
Mickle,  F.  L.,  Wethersfield 
Richardson,  W.  A.,  Stamford 
Sibley,  H.,  Chicago,  Illinois 


WOMAN’S  AUXILIARY 


President 

Mrs.  Joseph  Czarsty,  Litchfield 
President-Elect 
Mrs.  George  Roch,  Windham 
First  Vice-President 
Mrs.  A.  W.  Thomson,  ]r.,  Middlesex 
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BETHEL  06801 
Trimpert,  Mrs.  Albert  J.,  71  Hoyts  Hill 

BRIDGEPORT 

Pascal,  Mrs.  Thomas  J.,  1560  Noble  Ave.  06610 
Pasquariello,  Mrs.  D.  William,  2969  Main  06606 
Santella,  Mrs.  Salvatore  M.,  2210  Park  Ave.  06604 
Spinelli,  Mrs.  Nicholas  Y.,  1285  Noble  Ave.  06608 

DANBURY  06810 
Rogol,  Mrs.  Louis,  11  Dogwood  Dr. 

DARIEN  06820 

Giles,  Mrs.  Newell  W.,  55  Pembroke  Rd. 

FAIRFIELD  06430 
D’Elia,  Mrs.  Frank,  388  Old  Post  Rd. 

Nagoumey,  Mrs.  David,  385  Lockwood  Rd. 

Walsh,  Mrs.  James  F.,  Ill,  169  Twin  Lanes  Rd. 

GREENWICH  06830 
Weber,  Mrs.  Frederick  C.  Pecksland  Rd. 

NEW  CANAAN  06840 
Bradley,  Mrs.  E.  Tremain,  78  Talmadge  Hill  Rd. 

NEWTOWN  06470 
Marks,  Mrs.  Edna,  22  Grand  Pi. 

NORWALK  06851 
Corridon,  Mrs.  J.  Donald,  10  Willow 
Padula,  Mrs.  Ralph  D.,  Shorehaven  Rd.,  Langdon 
Island  06855 

Stietzel,  Mrs,  Eric  E.,  153  East  Ave, 


OLD  GREENWICH  06870 
Bullen,  Mrs.  Halsey,  Hillcrest  Park 

SOUTHPORT  06490 

Harris,  Mrs.  H.  Patterson,  Jr.,  382  Mill  Hill  Lane 
STAMFORD 

Golbey,  Mrs.  Robert  B.,  1424  High  Ridge  Rd. 
Levine,  Mrs.  Harry  P.,  28  Dannell  Dr.  06905 
Nolan,  Mrs.  John  J.,  East  Lane,  Revonah  Woods 

TRUMBULL  06611 

Creature,  Mrs.  Nicholas  E.,  10  Rockland  Rd. 
Turchik,  Mrs.  Frank,  48  Plymouth  Ave. 

WESTPORT  06880 
Flom,  Mrs.  Leonard,  Alien  Rd. 

Morgan,  Mrs.  William  O.,  269  Main 


Hartford  County 

AVON  06001 
Bean,  Mrs.  Kenneth,  183  Haynes  Rd. 

Hamilton,  Mrs.  T.  Stewart,  50  Bayberry  Hill  Rd. 
Janzen,  Mrs.  Arnold  H.,  64  Bayberry  Hill  Rd. 
Larson,  Mrs.  Albert  L.,  104  Rever  Knolls 
Massey,  Mrs.  Robert  U.,  10  Lord  Davis  Lane 
Orgun,  Mrs.  I.  N.,  44  Craigemore  Circle 
Wiesel,  Mrs.  Benjamin,  Deercliff  Rd. 

Wilson,  Mrs.  William  R.,  25  Lord  Davis  La. 
Woodford,  Mrs.  Chester  N.,  545  Deercliff  Rd. 


06903 

06905 
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BERLIN  06037 

Filewicz,  Mrs.  Stanley,  125  Mildrum  Rd. 

BLOOMFIELD  06002 

Bagnall,  Mrs.  Richard  S.,  616  Bloomfield  Ave. 
Beckett,  Mrs.  Ronald  S.,  4 Sharow  Rd. 

Berliner,  Mrs.  Benjamin,  40  Duncaster  Rd. 
Bernstein,  Mrs.  Louis,  3 East  Lane 
Bernstein,  Mrs.  Stanley,  3 Butternut  Dr. 

Bridberg,  Mrs.  Richard  M.,  185  Tunxis  Ave. 
Britting,  Mrs.  John  A.,  Jr.,  29  Crestview  Dr. 
Bulaong,  Mrs.  Rodolfo,  71  Kenwood  Circle 
Crawford,  Mrs.  Jerry,  33  Foothills  Way 
Fortin,  Mrs.  Victor,  Jr.,  14  Longview  Dr. 

Gossling,  Mrs.  Harry  R.,  558  Simsbury  Rd. 

Hardy,  Mrs.  James,  85  Duncaster  Rd. 

Himelstein,  Mrs.  Samuel,  8 Roberts  Rd. 

Hirshberg,  Mrs.  Manuel  S.,  23  Oak  Lane 
Horowicz,  Mrs.  Benson,  31  Brentwood  Dr. 

Johnson,  Mrs.  James  C.,  Jr.,  40  High  Hill  Rd. 

Kim,  Mrs.  Cyril  K.,  8 Hyde  Rd. 

Knight,  Mrs.  Harold  F.,  5 Pent  Rd. 

Koff,  Mrs.  Marvin  S.,  51  Cliffmont  Dr. 

McCrann,  Mrs.  Donald  J.,  717  Bloomfield  Ave. 
Milikow,  Mrs.  Edward,  57  Cliffmont  Dr. 

Miller,  Mrs.  Harry  B.,  4A  East  Lane 
Newell,  Mrs.  Richard  C.,  14  Penwood  Rd. 
Rosenkranz,  Mrs.  Barry,  18  Florence  Rd. 

Schnap,  Mrs.  Isidore,  5 Crestview  Dr. 

Serbin,  Mrs.  Frederick  A.,  365  Simsbury  Rd. 
Simmons,  Mrs.  William  H.,  36  Brentwood  Dr. 
Ungar,  Mrs.  Joseph,  8 Briar  Lane 
Werner,  Mrs.  Herbert  J.,  19  Arnold  Dr. 

Wetstone,  Mrs.  Howard  J.,  77  Kenwood  Circle 

BOLTON  06040 

Wickersham,  Mrs.  Wendell,  III,  Dimock  La. 

BRISTOL  06010 

Furniss,  Mrs.  William  E.,  190  Summer 
Hershey,  Mrs.  David  D.,  58  Walnut 

CHESHIRE  06410 

Pito,  Mrs.  Vincent,  169  North  Timber  Lane 

COLLINSVILLE  06022 
Barker,  Mrs.  Norman  J.,  R.F.D.  No.  1,  Brook  Hill 
Diters,  Mrs.  Edward  N.,  16  Gildersleeve  Ave. 

COVENTRY  06238 
Coelho,  Mrs.  Julio  N.,  South 

EAST  HARTFORD 

Acqua,  Mrs.  Louis  C.,  71  Holland  Lane  06118 
Bizzoco,  Mrs.  Dominick,  531  Main  06108 
Golino,  Mrs.  Emanuel  F.,  Ill  Holland  La.  06118 
Sirota,  Mrs.  Harvey  H.,  564  Forest  06118 
Trantolo,  Mrs.  Arthur,  64  Holland  Lane  06118 

EAST  HARTLAND  06027 
Birge,  Mrs.  Henry  L.,  Box  158 

ENFIELD  06030 

Figueroa,  Mrs.  Francisco,  264  Hazard  Ave. 

Gourlie,  Mrs.  Howard,  75  North  Main 


FARMINGTON  06032 

Browne,  Mrs.  Harry  II.,  26  Dorset  La. 

Carignan,  Mrs.  Roland,  26  Lake  Shore  Dr.,  Apt.  B1 
Cooke,  Mrs.  Ronald  W.,  3 Willow  La. 

Dunn,  Mrs.  Morris  L,  729  Farmington  Ave. 

Gibson,  Mrs.  Forrest  D.,  8 White  Oak  Rd. 

Huszar.  Mrs.  Robert  J.,  21  Poplar  Hill  Drive 
Klatsky,  Mrs.  Alan  Usher,  8 Candlewood  La. 

Liimolt,  Mrs.  Erik,  3 Pinnacle  Ridge  Rd. 

Owens,  Mrs.  Guy,  41  Main 

Perovic,  Mrs.  Milos,  2 Great  Meadow  La. 

Pike,  Mrs.  Maurice  M.,  Old  Mountain  Rd. 

Schuster,  Mrs.  Harvey  S.,  3F  Earls  Ct.,  Talcott  Village 
Smith,  Mrs.  Jay  R.  V.,  6 Parish  Rd. 


GLASTONBURY  06033 

Bernavides,  Mrs.  Carlos,  325  Cedar  Ridge  Dr. 
Donovan,  Mrs.  James  F.,  60  Overlook  Dr. 
Drury,  Mrs.  Robert,  2900  Main 
Griswold,  Mrs.  Edwin  M.,  2869  Main 
Hamlin,  Mrs.  Charles  H.,  2079  Main 
Henry,  Mrs.  William  B.,  276  Buttonball  La. 
Knights,  Mrs.  William,  19  Coach  Rd. 

Leicach,  Mrs.  Mario,  Millstone  Rd.  R.F.D.  3 
Lohman,  Mrs.  William  H.,  1197  Main 
Palma,  Mrs.  Joseph,  435  Woodhaven  Rd. 
Rossbaum,  Mrs.  Robert,  289  Three  Mile  Rd. 
Slover,  Mrs.  William  P.,  Jr.,  110  Natchaug  Dr. 


HARTFORD 

Allport,  Mrs.  Vernon  G.,  85  Terry  Rd.  06105 
Beizer,  Mrs.  Edmund,  31  Woodland,  Apt.  75  06105 
Bellizzi,  Mrs.  Joseph,  114  North  Beacon  06105 
Brandon,  Mrs.  Kenneth  F.,  128  North  Oxford  06105 
Caldarelli,  Mrs.  Raymond,  1470  Asylum  Ave.  06105 
Carangelo,  Mrs.  John,  234  North  Beacon  06105 
Cobb,  Mrs.  Richard  J.,  50  Canterbury  06112 
Cramer,  Mrs.  Sidney  L.,  75  Westerly  Ter.  06105 
D’Alotto,  Mrs.  John  A.,  35  Oxford  06105 
DePasquale,  Mrs.  Francis  L.,  1990  Broad  06114 
DeVito,  Mrs.  Michael  J.,  232  Fairfield  Ave.  06114 
Dion,  Mrs.  Julien  A.,  152  Fairfield  Ave.  06114 
Doerr,  Mrs.  William  J.,  690  Prospect  Ave.  06103 
Foohey,  Mrs.  Fleur  C.,  165  Scarborough  06105 
Geetter,  Mrs.  Isidore  S.,  92  Fern  06105 
Gibbons,  Mrs.  John  M.,  Jr.,  1130  Prospect  Ave.  06105 
Katz,  Mrs.  Dewey,  30  Woodland  06105 
Kosar,  Mrs.  Walter  P.,  39  Woodside  Circle  06105 
Lankin,  Mrs.  Joseph  J.,  71  Scarborough  06105 
O’Connell,  Mrs.  Thomas  J.,  108  Bloomfield  Ave.  06105 
Pizzo,  Mrs.  Paul  S.,  660  Wethersfield  Ave.  06114 
Powers,  Mrs.  Edward,  104  Terry  Rd.  06105 
Rocco,  Mrs.  Mario  P.,  500  New  Britain  Ave.  06106 
Solomkin,  Mrs.  Mark,  107  Westerly  Ter.  06105 
Tonken,  Mrs.  Louis  C.,  50  Harwich  06114 
Uricchio,  Mrs.  Joseph  G.,  380  Linnmoore  06105 
Worthen,  Mrs.  Thatcher  W.,  183  Bloomfield  Ave.  06105 


KENSINGTON  06037 

Clapp,  Mrs.  Paul,  239  Butternut  La. 

Koch,  Mrs.  Lawrence  W.,  118  Warner  Rd. 
Stewart,  Mrs.  William  B.,  51  Percival  Ave. 
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MANCHESTER  06040 

Barrett,  Mrs.  Harold  S.,  120  Lakewood  Circle 

Charendoff,  Mrs.  Leo,  135  Steephollow  Lane 

Danyliw,  Mrs.  Joseph  M.,  43  Forest 

Diskan,  Mrs.  A.  Elmer,  Box  371,  R.D.  3 

Donovan,  Mrs.  Thomas  J.,  100  Westland,  R.D.  3,  Box  285 

Ghabrial,  Mrs.  Sobhy,  15  Downey  Dr. 

Hendessi,  Mrs.  Hossain,  75  Bette  Dr. 

Herbert,  Mrs.  Earl  Avery,  162  Ferguson  Rd. 

Iger,  Mrs.  Howard  C.,  410  Hackmatack 
Jacobson,  Mrs.  Charles  E.,  Jr.,  45  Wyllys 
Karns,  Mrs.  Robert  E.,  61  Plymouth  La. 

Lehmus,  Mrs.  Harold  J.,  161  Blue  Ridge  Dr. 

Levy,  Mrs.  Daniel,  11  Blue  Ridge  Dr. 

Malone,  Mrs.  H.  John,  84  Prospect 
McKnight,  Mrs.  Robert  S.,  270  Ferguson  Rd. 

Miller,  Mrs.  Gerald  R.,  71  Boulder  Rd. 

Pastel,  Mrs.  Harvey,  646  Porter 
Rubinow,  Mrs.  Merrill,  68  Butternut  Rd. 

Schardt,  Mrs.  Walter,  31  Eastland  Dr. 

Snyder,  Mrs.  Herbert  L.,  47  Highwood  Dr. 

Sundquist,  Mrs.  Alfred  B.,  Box  374,  R.D.  3 
Warren,  Mrs.  David  L.,  40  Highwood  Dr. 

Woolpert,  Mrs.  Keith  D.,  55  Highwood  Dr. 

Wright,  Mrs.  John  C.,  64  Wyllys 

MARLBOROUGH  06424 
Schreuder,  Mrs.  Otis  B.,  South  Rd.,  R.  D.  2,  East 
Hampton 

MILLDALE  06467 
Dudac,  Mrs.  Thomas,  120  Clark 

NEW  BRITAIN  06052 

Bayer,  Mrs.  Alexander,  26  Brookside  Rd. 

Bernstein,  Mrs.  Abraham,  93  Adams 
Bernstein,  Mrs.  Dwight  J.,  1 Ten  Acre  Rd. 

Clarke,  Mrs.  Harold  M.,  746  Corbin  Ave. 

Moss,  Mrs.  Robert,  170  Texas  Dr. 

Peck,  Mrs.  Bernard  C.,  32  Park  PI. 

Schectman,  Mrs.  Charles,  62  Dover  Rd. 

Sullivan,  Mrs.  Charles  N.,  800  Corbin  Ave. 

Tisher,  Mrs.  Paul  Winslow,  389  Shuttle  Meadow  Ave. 
Waskowitz.  Mrs.  William  J.,  184  Hickory  Hill  Rd. 

Wesoly,  Mrs.  Andrew  S..  27  Grove  Hill 
Zembko,  Mrs.  Andrew,  167  Reservoir  Rd. 

NEWINGTON  06111 

Callahan,  Mrs.  James  L.,  512  Main 
Cavalieri,  Mrs.  Rinaldo  J.,  704  Main 
Clark,  Mrs.  Isaiah,  162  Winslow  Dr. 

Friedberg,  Mrs.  I.  H.,  154  Cedarwood  Lane 
Levreault,  Mrs.  Gerald  V.,  22  Elton  Dr. 

O’Neil,  Mrs.  Vincent  D.,  72  Southwood  Rd. 

Pulaski,  Mrs.  John  E.,  1803  Main 
Wolfson,  Mrs.  Herman,  23  Ivy  Lane 
Wong,  Mrs.  Paul,  81  East  Cedar 

PLAINVILLE  06062 

Iannotti,  Mrs.  John  P.,  “Sharpenhoe,”  Red  Stone  Hill 
Yannios,  Mrs.  James  N.,  Red  Stone  Hill 


ROCKVILLE  06066 
O’Connor,  Mrs.  Luke  E.,  24  Ellington  Ave. 


ROCKY  HILLL  06067 
Menelick,  Mrs.  Roland,  Veteran’s  Home 

SIMSBURY  06070 

Bartlett,  Mrs.  Raymond  C.,  6 Pinecrest  Dr. 

Cooper,  Mrs.  Paul  A.,  72  Climax  Rd. 

Gainter,  Mrs.  John  R.,  4 Westridge  Dr. 

Sherman,  Mrs.  Stephen  H.,  13  Hopmeadow 
Steinhacker,  Mrs.  Robert,  19  Sanctuary  Dr. 

SOUTHINGTON  06489 
Thalberg,  Mrs.  R.  E.,  80  Oakland  Rd. 

SOUTH  GLASTONBURY  06073 
Burchell,  Mrs.  Clay,  209  Tyron 
Raycroft,  Mrs.  John  T.,  Cotton  Hollow 

SOUTH  WINDSOR  06074 
Danigelis,  Mrs.  James  A.,  151  Berle  Rd. 

Gutowski,  Mrs.  Thaddeus  J.,  176  Oak 

VERNON  06086 
Fogg,  Mrs.  Lyman  B.,  31  Irene  Dr. 

Roberts,  Mrs.  Douglas  J.,  Jr.,  Bolton  Rd.,  R.  F.  D.  1 

WAPPING  06087 
Kuehn,  Mrs.  Paul,  79  Tallwood  Rd. 

WEST  HARTFORD 

Alden,  Mrs.  John  O.,  15  Peaslee  Hill  06107 
Alderman,  Mrs.  M.  Y.,  16  Lakeview  Dr.  06117 
Alisberg,  Mrs.  Norman,  10  Deepwood  La.  06107 
Allam,  Mrs.  Abdel  F.,  70  Kane  06119 
Allen,  Mrs.  John  C.,  25  Saddle  Ridge  Dr.  06107 
Allen,  Mrs.  Roy,  209  Sedgwick  Rd.  06107 
Amato,  Mrs.  Joseph  A.,  720  Farmington  Ave.  06119 
Amato,  Mrs.  Peter  R.,  8 Timrod  Lane  06107 
Anderson,  Mrs.  Albin  S.,  17  Drury  Lane  06117 
Anderson,  Mrs.  Gustave  W.,  30  Clark  Dr.  06117 
Andrews,  Mrs.  Ezra,  21  West  Normandy  Dr.  06107 
Antupit,  Mrs.  Louis,  9 Crossways  06117 
Austin,  Mrs.  Lawrence,  9 West  Hill  Dr.  06119 

Babcock,  Mrs.  Albert  L.,  75  Uplands  Dr.  06107 
Baltrucki,  Mrs.  Henry  C.,  10  Berwyn  Lane  06107 
Barbour,  Mrs.  Charles  M.,  7 Wingate  Lane  06107 
Bendett,  Mrs.  Rodman,  109  Highwood  Rd.  06117 
Berland,  Mrs.  Robert  H.,  10  Orchard  Rd.  06117 
Berlin,  Mrs.  Bert  B.,  55  Uplands  Dr.  06107 
Blechner,  Mrs.  Jack  N.,  142  Westmont  06117 
Book,  Mrs.  Donald  T.,  334  Ridgewood  Rd.  06107 
Borden,  Mrs.  Walter  A.,  37  Candelwood  Dr.  06117 
Boren,  Mrs.  Charles,  21  Mountain  View  Dr.  06117 
Bowen,  Mrs.  Francis,  46  Sedgewick  Rd.  06107 
Bowers,  Mrs.  George  N.,  Jr.,  136  Whiting  Lane  06119 
Braceland,  Mrs.  Francis  J.,  43  Ledyard  Rd.  06117 
Bradley,  Mrs.  Donald  F.,  Jr.,  59  West  Hill  Dr.  06119 
Brewster,  Mrs.  William  B.,  Jr.,  20  Northfield  Rd.  06107 
Bronson,  Mrs.  William  R.,  49  Smallwood  Rd.  06107 
Brown,  Mrs.  Louis,  136  Mohawk  Dr.  06117 
Brown,  Mrs.  Richard  B.,  49  Belcrest  Rd.  06107 
Bucknam,  Mrs.  Charles  A.,  15  Claybar  Dr.  06107 
Bucknam,  Mrs.  Frank  G.,  85  Rockledge  Dr.  06107 
Bunce,  Mrs.  James  W.,  26  Ridgewood  Dr.  06107 
Burns,  Mrs.  John  E.,  10  Paxton  Rd.  06107 
Bush,  Mrs.  Hubert  S.,  56  Brightwood  La.  06110 
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Campbell,  Mrs.  Robert  H.,  186  Hunter  Dr.  06107 
Carey,  Mrs.  Thomas  C.,  49  Sycamore  Rd.  06117 
Carrabba,  Mrs.  Salvatore  R.,  90  Ferncliff  Dr.  06117 
Cartland,  Mrs.  John  E.,  Jr.,  32  Stoner  Dr.  06107 
Chester,  Mrs.  Lewis  L.,  Beech  Tree  Lane  06107 
Cohn,  Mrs.  Samuel  H.,  15  Brainard  Rd.  06117 
Coley,  Mrs.  Geoffrey  M.,  253  Ridgewood  Rd.  06107 
Conroy,  Mrs.  John  T.,  46  Sunrise  Hill  Dr.  06107 
Conway,  Mrs.  Edward  J.,  24  Mountain  Terrace  Rd. 

06107 

Conway,  Mrs.  Mark,  28  Juniper  Lane  06117 
Crombie,  Mrs.  H.  David,  126  Hunter  Dr.  06107 
Curis,  Mrs.  Francis  T.,  24  Mohawk,  Dr.  06117 
Curran,  Mrs.  Timothy  L.,  14  Braintree  Dr.  06117 


Dalton,  Mrs.  George  R.,  339  South  Main  06107 
D’Ambruoso,  Mrs.  Dominic  C.,  30  Glen  Hollow  06117 
Daukas,  Mrs.  Charles,  26  Concord  06119 
de  Chabert-Ostland,  Mrs.  Jean  C.,  1582  Asylum  Ave. 

06117 

DeFusco,  Mrs.  Leonard,  30  Long  Lane  Rd.  06117 
De  Graff,  Mrs.  Arthur  C.,  Jr.,  160  Hunter  Dr.  06107 
DeMaio,  Mrs.  John,  14  Treeborough  06117 
Deming,  Mrs.  Edward  G.,  15  Bainbridge  Rd.  06119 
Denne,  Mrs.  Thomas  H.,  30  Outlook  Ave.  06119 
Denton,  Mrs.  Cleveland  R.,  23  Greenridge  Lane  06107 
Dion,  Mrs.  Asa  J.,  60  Webster  Hill  Blvd.  06107 
Dobrow,  Mrs.  Robert,  148  Pioneer  Dr.  06117 
Donnelly,  Mrs.  John,  14  Ledyard  Rd.  06117 
Dowling,  Mrs.  Kevin  V.,  36  Westmont  06117 
Dunsmore,  Mrs.  Rembrandt  H.,  101  Waterside  Lane 

06107 

Dushane,  Mrs.  Joseph  E.,  6 Highgate  Lane  06107 

Earle,  Mrs.  Lyon  H.,  Jr.,  16  Sunset  Ter.  08107 
Ehrlich,  Mrs.  Eugene  L.,  54  Lovelace  Dr.  06117 
Ellis,  Mrs.  William  A.,  79  Stoner  Dr.  06107 
Enowitch,  Mrs.  Bennett  I.,  8 Sycamore  Rd.  06117 
Ergin,  Mrs.  Muceddit  T.,  97  Cliffmore  Rd.  06107 

Feeney,  Mrs.  Thomas  F.,  4 Sunset  Ter.  06107 
Feldman,  Mrs.  Paul,  40  Colony  Rd.  06117 
Fenney,  Mrs.  Philip  W.,  95  Meadow  Lane  06107 
Fierberg,  Mrs.  A.  Arthur,  53  Brightview  Dr.  06117 
Fleisch,  Mrs.  Milton  C.,  49  Sulgrave  Rd.  06107 
Flescher,  Mrs.  Robert,  40  Berwyn  Rd.  06107 
Fortier,  Mrs.  Norman  L.,  70  Sheep  Hill  Dr.  06117 
Fox,  Mrs.  George  F.,  8 Hooker  Dr.  06107 
Frank,  Mrs.  Ludwig  M.,  21  Walbridge  Rd.  06119 

Gaudio,  Mrs.  Alexander  R.,  120  Sunnyreach  Dr.  06117 
Geary,  Mrs.  Frederick  L.,  23  Sunset  Ter.  06107 
Geary,  Mrs.  William,  38  Pheasant  Hill  Dr.  06107 
Gfeller,  Mrs.  Robert  J.,  16  Berwyn  Rd.  06107 
Giardi,  Mrs.  Leo  P.,  94  Richmond  Lane  06117 
Glass,  Mrs.  William  H.,  407  Auburn  Rd.  06119 
Glueck,  Mrs.  Bernard,  Jr.,  34  Longview  Rd.  06107 
Godar,  Mrs.  Thomas  J.,  72  Blue  Ridge  Lane  06117 
Gold,  Mrs.  Herbert,  154  Beacon  Hill  Dr.  06117 
Goldberg,  Mrs.  Morton  H.,  33  Cumberland  Rd.  06119 
Goldenberg,  Mrs.  Philip  T.,  95  Brewster  Rd.  06117 
Goldenthal,  Mrs.  Carol,  15  Femridge  Rd.  06107 
Goldstein,  Mrs.  Max  R.,  25  Norwood  Rd.  06117 
Golston,  Mrs.  Harry,  9 Gallaudet  Dr.  06107 
Gordon,  Mrs.  Yale,  65  Griswold  Dr.  06119 
Gorman,  Mrs.  David,  199  South  Main  06107 
Gould,  Mrs.  M.  Martin,  15  Ridgewood  Rd.  06107 
Graffagnino,  Mrs.  Paul  N.,  66  Uplands  Dr.  06107 


Grayson,  Mrs.  Donald  R.,  62  Westwood  Rd.  06117 
Green,  Mrs.  Jacques  H.,  893  Farmington  Ave.  06119 
Greenstein,  Mrs.  Saul,  44  Pilgrim  Rd  06117 
Grody,  Mrs.  Marvin  H.,  110  High  Wood  Rd.  06117 
Gross,  Mrs.  Elliot,  58  Avondale  06117 
Gross,  Mrs.  Norman  D.,  368  Fem  06119 

Haines,  Mrs.  Robert  W.,  171  Still  Rd.  06117 
Haksteen,  Mrs.  John  J.,  41  Middlebrook  Rd.  06119 
Hall,  Mrs.  Francis,  48  Stoner  Dr.  06107 
Halligan,  Mrs.  Thomas  J.,  104  Spring  La.  06107 
Hamilton,  Mrs.  George,  43  Sulgrave  06107 
Hannan,  Mrs.  William  S.,  4 Squirrel  Hill  Rd.  06107 
Harris,  Mrs.  Louis  D.,  35  Roberts  Lane  06107 
Haugh,  Mrs.  John  D.,  50  Mohawk  Dr.  06117 
Hazen,  Mrs.  Donald  R.,  20  Chelsea  Lane  06119 
Henken,  Mrs.  E.  Marvin,  57  Pilgrim  Rd.  06117 
Hickox,  Mrs.  Curtiss  B.,  30  Rosedale  Rd.  06107 
Himelstein,  Mrs.  Monroe,  10  Squirrel  Hill  Rd.  06107 
Hirschfeld,  Mrs.  Otto  M.,  15  Arden  Rd.  06117 
Holtz,  Mrs.  Raymond  S.,  16  Mountain  Farms  Rd.  06117 
Houck.  Mrs.  John,  6 Oxford  Dr.  06107 
Houlihan,  Mrs.  John  J.,  101  Montclair  Dr.  06107 
Hull,  Mrs.  Crawford,  58  Walton  Dr.  06107 
Hulme,  Mrs.  Stephen  A.,  9 Paxton  Rd.  06107 

Irving,  Mrs.  J.  Grant,  180  Wood  Pond  Rd.  06107 

Jeresaty,  Mrs.  Robert  M.,  36  Lakeview  Dr.  06117 
Johnson,  Mrs.  Donald  W.,  10  Seldcn  Hill  Dr.  06107 
Jones  Mrs.  Richard,  III,  40  Brookside  Blvd.  06107 

Kaplan,  Mrs.  Bernard  J.,  63  High  Wood  Rd.  06117 
Kardys,  Mrs.  John  A.,  49  Pilgrim  Rd.  06117 
Kay,  Mrs.  Richard,  44  Westmost  06117 
Kearney,  Mrs.  Maurice,  21  Cedar  Ledge  Rd.  06107 
Keefe,  Mrs.  Arthur  D.,  122  Richmond  Lane  06117 
Keefe,  Mrs.  William  P.,  17  Walbridge  Rd.  061 19 
Kemler,  Mrs.  R.  Leonard,  65  Norwood  Rd.  06117 
Kenny,  Mrs.  William  J.,  108  Steele  Rd.  06119 
Kiley,  Mrs.  Robert  F.,  332  Westmont  06117 
Kingston,  Mrs.  Paul  J.,  27  Walbridge  Rd.  06119 
Klein,  Mrs.  Joseph,  15  Norwood  Rd.  06117 
Koff,  Mrs.  Marvin  S.,  90  Richmond  Lane  06117 
Krall,  Mrs.  Irving  H.,  50  Pilgrim  Rd.  06117 
Krieger,  Mrs.  James  L.,  23  Glen  Hollow  06117 
Kugelman,  Mrs.  Thomas  P.,  19  Sunset  Ter.  06107 

Laakso,  Mrs.  William  B.,  48  Woodbridge  Circle  06107 
Lahey,  Mrs.  William  J.,  34  Montclair  Dr.  06107 
Lawson,  Mrs.  Ian  R.,  41  Old  Mill  La.  06107 
Lee,  Mrs.  Patrick,  46  Berwyn  Rd.  06107 
Lenehan,  Mrs.  J.  Richard,  49  Rosedale  Rd.  06107 
Levin,  Mrs.  Albert  E.,  7 Brookside  Blvd.  06107 
Levy,  Mrs.  Benjamin,  21  Vardon  Rd.  06117 
Lischner,  Mrs.  Moses  D.,  3 Lawler  Rd.  06117 
Locke,  Mrs.  Harry  L.,  20  Woodruff  Rd.  06107 
Low,  Mrs.  Henry,  1 Mountain  Farms  Rd.  06107 
Lublin,  Mrs.  Raymond  D.,  19  Fulton  PI.  06107 

Malinconico,  Mrs.  Lawrence  L.,  200  Westmont  06117 
Mancall,  Mrs.  Irwin  T.,  10  Coif  Rd.  08117 
Mancoll,  Mrs.  Morris  M.,  285  North  Quaker  Lane  06119 
Mancoll,  Mrs.  William,  30  Woodland  06105 
Mann,  Mrs.  Norman  M.,  82  High  Wood  Rd.  06117 
Marino,  Mrs.  Frank  S.,  126  Pioneer  Dr.  06117 
Markley,  Mrs.  D.  Norman,  777  Prospect  Ave.  06107 
Markowitz,  Mrs.  Milton,  21  Gallaudet  Dr.  06107 
Martin,  Mrs.  John,  3 Arlington  Rd.  06107 
McAndrews,  Mrs.  James,  10  Manor  Lane  06107 


ROSTER 


97 


McCloskey,  Mrs.  Edwin  M.,  42  Sheep  Hill  Dr.  06117 
McCooey,  Mrs.  John  H.,  527  Mountain  Rd.  06117 
McCormick,  Mrs.  James  M.,  110  Mountain  Terrace  Rd. 

06107 

McGowan,  Mrs.  George  E.,  154  Clifton  Ave.  06107 
Menzer,  Mrs.  Alexander,  87  High  Ridge  Rd.  06117 
Miller,  Mrs.  Bennett,  46  Wlietten  Rd.  06117 
Mittleman,  Mrs.  J.  Arnold,  20  Lakeview  Dr.  06117 
Molloy,  Mrs.  Robert  J.,  29  Fulton  PI.  06107 
Morhardt,  Mrs.  Charles,  47  Midlands  Dr.  06107 
Morse,  Mrs.  Edward  E.,  41  Smallwood  Rd.  06107 
Moskowitz,  Mrs.  Harold,  14  Arlen  Way  06117 
Murphy,  Mrs.  John  D.,  55  Berwyn  Rd.  06107 
Myerson,  Mrs.  Manny,  22  Palmer  Dr.  06117 

Nakhoul,  Mrs.  Jabbour,  34  Timrow  Rd.  06107 
Nolan,  Mrs.  John  O’L.,  1 Orchard  Lane  06117 

O’Brien,  Mrs.  Frederick  J.,  75  Bainbridge  Rd.  06119 
O’Connell,  Mrs.  John  D.,  42  Fulton  PI.  06107 
O’Keefe,  Mrs.  David  F.,  93  Newport  Ave.  06107 
Opinsky,  Mrs.  Morton,  47  Mountain  Farms  Rd.  06117 

Perkins,  Mrs.  Joseph  A.,  16  Webster  Hill  Blvd.  06107 
Piacente,  Mrs.  Salvatore  S.,  107  Brookside  Dr.  06107 
Pitegolf,  Mrs.  Gerald  1.,  73  Norwood  Rd.  06117 
Polivy,  Mrs.  Charles,  44  Fern  cliff  Dr.  06117 
Prestley,  Mrs.  William  F.,  519  Mountain  Rd.  06117 
Pyrtek,  Mrs.  L.  J.,  145  Walbridge  Rd.  06119 

Radding,  Mrs.  Philip,  89  Lyman  Rd.  06117 
Ridlon,  Mrs.  Herrick  C.,  14  Glendale  Rd.  06107 
Robbins,  Mrs.  Harrison,  41  Portage  Rd.  06117 
Robinson,  David,  69  High  Ridge  Rd.  06117 
Robinson,  Mrs.  John  C.,  39  Rosedale  Rd.  06107 
Rosenbaum,  Mrs.  George  J.,  16  Vardon  Rd.  06117 
Rosenberg,  Mrs.  Jack  E.,  114  Kirkwood  Rd.  06117 
Rosenthal,  Mrs.  Ernest,  17  Pine  Rd.  06119 
Rosenthal,  Mrs.  Irving  I.,  16  Northcliff  Dr.  06117 
Rossi,  Mrs.  Michael  A.,  136  Orchard  Rd.  06117 
Rotatori,  Mrs.  Eugene,  60  Berwyn  Rd.  06107 
Roth,  Mrs.  Malcolm  S.,  101  Cliffmore  Rd.  06107 
Rothstein,  Mrs.  Isadore,  90  Haynes  Rd.  06117 
Ruderman,  Mrs.  Mark,  54  West  Normandy  Dr.  06107 
Ryan,  Mrs.  Francis  J.,  65  Cliffmore  Rd.  06107 
Ryan,  Mrs.  William  F.,  10  Walbridge  Rd.  06119 

Sachs,  Mrs.  Julius  J.,  22  Harvest  Lane  06117 
Sadowski,  Mrs.  Joseph  S.,  150  Beacon  Hill  Dr.  06117 
Satloff,  Mrs.  David  M.,  22  Forest  Hills  Dr.  06117 
Sayers,  Mrs.  John  J.,  2045  Boulevard  06107 
Schatten,  Mrs.  Siegfried  S.,  81  Haynes  Rd.  06117 
Schear,  Mrs.  William  A.,  37  Sunset  Farms  Rd.  06107 
Schulyer,  Mrs.  Samuel,  304  Steele  Rd.  06117 
Schwartz,  Mrs.  Louis,  25  Brookside  Blvd.  06107 
Scully,  Mrs.  Harold  E.,  29  Winterset  La.  06117 
Secar,  Mrs.  Ralph,  446  South  Quaker  La.  06110 
Seide,  Mrs.  Morris  J.,  31  Cumberland  Rd.  06119 
Seigle,  Mrs.  Stewart  P.,  28  Northfield  Rd.  06107 
Selcow,  Mrs.  Jay  E.,  20  Glenwood  Rd.  06107 
Sennett,  Mrs.  Edward  J.,  29  Scarsdale  Rd.  06107 
Sewall,  Mrs.  Sydney,  351  Ridgewood  Rd.  06107 
Shafer,  Mrs.  Myron  E.,  14  Fulton  Pi.  06107 
Shapiro,  Mrs.  Ruben  L.,  107  Femcliffe  Dr.  06117 
Sheehan,  Mrs.  George  D.,  91  Four  Mile  Rd.  06107 
Shelton,  Mrs.  Philip  A.,  70  Norwood  Rd.  06117 
Shoukimas,  Mrs.  John,  26  Pheasant  Hill  Dr.  06107 
Sicklick,  Mrs.  Elliot,  33  High  Wood  Rd.  06117 
Silberman,  Mrs.  S.  Joseph,  144  Haynes  Rd.  06117 


Silk,  Mrs.  Mark,  11  Fulton  Pi.  06107 
Smith,  Mrs.  Jay  Donald,  11  West  Ridge  Dr.  06117 
Smith,  Mrs.  Leonard  K.,  35  Walbridge  Rd.  06119 
Smith,  Mrs.  Wilson  Fitch,  25  Bainbridge  Rd.  06119 
Soares,  Mrs.  Manuel  J.,  98  Sunny  Reach  Dr.  06117 
Spillane,  Mrs.  Richard  J.,  14  Northfield  Rd.  06107 
Sponzo,  Mrs.  James  J.,  81  Hunter  Dr.  06107 
Stack,  Mrs.  William  J.,  69  Meadow  Lane  06107 
Storrs,  Mrs.  Ralph  W.,  64  Orchard  Rd.  06117 

Tamoney,  Mrs.  Harry  J.,  Jr.,  65  Stoner  Dr.  06107 
Taylor,  Mrs.  William,  28  Pelham  Rd.  06107 
Teahan,  Mrs.  John  W.,  7 Hillsboro  Dr.  06107 
Tennant,  Mrs.  Robert,  30  Ten  Acre  Lane  06107 
Thaw,  Mrs.  B.  D.,  15  Brookside  Place  06107 
Thomas,  Mrs.  John  B.,  14  Oxford  Dr.  06107 
Thompson,  Mrs.  Hartwell  G.,  184  Mountain  Rd.  06107 
Tripp,  Mrs.  William  H.,  120  Cliffmore  Rd.  06107 
Trowbridge,  Mrs.  Philip  E.,  14  Dodge  Dr.  06107 
Tucker,  Mrs.  Charles  A.,  7 Wintergreen  Lane  06117 
Tucker,  Mrs.  Jolyon  S.,  89  Brookside  Dr.  06107 
Turco,  Mrs.  Vincent  J.,  52  Sheep  Hill  Dr.  06117 
Tyrrell,  Mrs.  David,  2 Mountain  Brook  Rd.  06117 

Vernlund,  Mrs.  Robert  J.,  46  Sunset  Farm  Rd.  06107 

Waltman,  Mrs.  Irving,  3 Brighton  Rd.  06117 
Walton,  Mrs.  Loftus,  64  Brenway  Dr.  00117 
Wardner,  Mrs.  LeRoy  H.,  64  High  Farms  Rd.  06107 
Wawro,  Mrs.  N.  William,  44  Walbridge  Rd.  06119 
Weed,  Mrs.  Chester  A.,  42  Waterside  Lane  06107 
Welch,  Mrs.  Edmund  T.,  Jr.,  5 Manor  Lane  06107 
Whitcomb,  Mrs.  Benjamin  B.,  38  High  Farms  Rd.  06107 
White,  Mrs.  Edward,  41  Riggs  Ave.  06107 
White,  Mrs.  Kenneth  H.,  47  Westminster  Dr.  06107 
Wineck,  Mrs.  Morris  S.,  11  Eastwood  Rd.  06117 
Winters,  Mrs.  John  T.,  19  Linbrook  Rd.  06107 
Wolfson,  Mrs.  S.  Steven,  83  Fuller  Dr.  06117 
Wood,  Mrs.  Dwight  R.,  29  Braintree  Dr.  06117 
Wood,  Mrs.  Edwin  C.,  125  Mountain  Rd.  06107 
Wood,  Mrs.  Frank  O.,  28  Gloucester  Lane  06107 
Woodruff,  Mrs.  John  H.,  10  Sunfield  Lane  06107 
Wurster,  Mrs.  Richard,  87  Bainbridge  Rd.  06119 

Zarkin,  Mrs.  Oscar  H.,  186  North  Main  06107 
Zentner,  Mrs.  Arnold,  36  Claybar  Dr.  06117 


WEST  SIMSBURY  06092 
LoPresti,  Mrs.  Daniel  A.,  19  Fox  Den  Rd. 
Toomey,  Mrs.  James,  42  Drumlin  Rd. 

WETHERSFIELD  06109 
Agee,  Mrs.  Fred  B.,  Jr.,  51  Westway 
Aseltine,  Mrs.  Deal  T.,  Jr.,  99  Robeth  Lane 
Beakey,  Mrs.  John  F.,  36  Golf  Rd. 

Beck,  Mrs.  Roger  S.,  305  Dale  Rd.  06109 
Boelhouwer,  Mrs.  Cornelius,  359  Pine  Lane 
Butterfield,  Mrs.  Walter  L.,  26  Saxon  Rd. 
DePasquale,  Mrs.  John  A.,  732  Prospect 
Filson,  Mrs.  Ralph  M.,  855  Ridge  Rd. 

Fisher,  Mrs.  Robert  L.,  500  Highland 
Foote,  Mrs.  Franklin  H.,  300  Russell  Rd. 
Gallivan,  Mrs.  John  N.  951  Ridge  Rd. 

Giuliano,  Mrs.  Sebastian,  270  Wolcott  Hill  Rd. 
Gorman,  Mrs.  Arthur  T.,  3 Baneberry  Lane 
Hellijas,  Mrs.  Carl  S.,  4 River  Rd. 

Izard,  Mrs.  Mark  W.,  35  Broad 
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Johnston,  Mrs.  Howard  J.,  522  Wolcott  Hill  Rd. 

Murphy,  Mrs.  Robert  D.,  404  Wolcott  Hill  Rd. 

O’Brien,  Mrs.  E.  James,  31  Surrey  Dr. 

Palermino,  Mrs.  Donato  A.,  78  Baneberry  Lane 
Pasternak,  Mrs.  Herbert  S.,  25  Farmingdale  Rd. 

Reed,  Mrs.  John  F.,  381  Wolcott  Hill  Rd.  06109 
Ryan,  Mrs.  William  D.,  200  Ox  Yoke  Dr. 

St.  John,  Mrs.  Nicholas  E.,  375  Ridge  Rd. 

Steege,  Mrs.  Theodore  W.,  29  Eastern  Dr. 

Streeto,  Mrs.  James,  217  Highland  06109 
Trench,  Mrs.  James  M.,  12  Eastern  Dr. 

Turner,  Mrs.  Wallace  W.,  102  Clover  Crest  Rd. 

Winalski,  Mrs.  H.  Paul,  280  Forest  Dr. 

WINDSOR  06095 
Faiaz,  Mrs.  E.  K.,  28  Jonathan  Circle 
Hamblin,  Mrs.  Wolcott,  342  Park  Ave. 

Mack,  Mrs.  Daniel,  932  Windsor  Ave. 

Silliman,  Mrs.  Warren  B.,  P.  O.  Box  508,  26  Prospect 

OUT-OF-COUNTY  MEMBERS 

Connors,  Mrs.  Edwin  R.,  25  Lester  Ave.,  Pawcatuck, 
Conn.  02891 

Lowell,  Mrs.  W.  Holbrook,  Jr.,  Collamer  Circle,  Shel- 
burne, Vt.  05482 

Spekter,  Mrs.  Louis,  4915  Albemade,  N.W.,  Washington, 
D.  C.  20016 


Litchfield  County 

CANAAN  06018 
Sellew,  Mrs.  Robert,  Sr.,  West  Main 
Sellew,  Mrs.  Robert,  Jr.,  North  Elm 

COLEBROOK  06021 
Ragland,  Mrs.  Stuart,  Jr.,  Smith  Hill 

HARW1NTON  06790 

Adams,  Mrs.  Arthur,  Scoville  Hill  Rd.,  R.  F.  D.  2 

LITCHFIELD  06759 

Samson,  Mrs.  Daniel,  R.  F.  D.  2,  Sweetbriar  Farm 

NEW  MILFORD  08770 

Barysh,  Mrs.  Noah,  82  Chestnut  Land  Rd. 

OAKVILLE  06779 
Czarsty,  Mrs.  Joseph  C.,  18  Hillside  Ave. 

THOMASTON  06787 
Russo,  Mrs.  Niel,  56  High 
Wight,  Mrs.  Winfield  K.,  24  Goodwin  Court 

WINSTED  06098 

Levy,  Mrs.  Aaron,  Wakefield  Dr.,  Highland  Lake 


Middlesex  County 

CHESTER  06412 
Nadel,  Mrs.  Martin,  East  Liberty 

CLINTON  06413 

Rindge,  Mrs.  Norman  P.,  147  East  Main 


COLCHESTER  06415 
Turano,  Mrs.  Andrew,  Cemetary  Rd. 

CROMWELL  06416 
Adams,  Mrs.  Henry  A.,  384  Main 
Grant,  Mrs.  Richard,  482  Main 
Nelson,  Mrs.  Walter,  360  Main 

DURHAM  06422 

Chace,  Mrs.  Charles  W.,  Cedar  Dr. 

Korn,  Mrs.  Francis,  Jr.,  88  Main 
Voclkening,  Mrs.  Burkhard  W.,  Carriage  Dr. 

EAST  HAMPTON  06424 
Gardner,  Mrs.  Norman,  22  Summit 

ESSEX  06426 

James,  Mrs.  Raymond,  River  Rd. 

Lobb,  Mrs.  Russell  A.,  Long  Hill  Rd. 

HADDAM  06438 

Arena,  Mrs.  Anthony,  Meeting  House  Rd. 

Buckley,  Mrs.  Willard,  Oak  Ridge  Dr. 

Craig,  Mrs.  G.  Mansfield,  Saybrook  Rd. 

Gorin,  Mrs.  Malcolm,  Timms  Hill  Rd. 

Kaufman,  Mrs.  Herbert,  Oak  Ridge  Dr. 

Miller,  Mrs.  Donald,  Timms  Hill  Rd. 

HIGGANUM  06441 
Calhoun,  Mrs.  Hazen  A.,  Main 
Havlicek,  Mrs.  Joseph,  Saybrook  Rd. 

Korab,  Mrs.  John  J.,  Main 

McDowell,  Mrs.  Arthur,  Christian  Hill  Rd. 

KILLINGWORTH  06417 
Welling,  Mrs.  Searle  K.,  Rt.  81,  R.  R.  2 

MIDDLEFIELD  06455 

Fiducia,  Mrs.  Joseph,  Rosemary  Ct. 

MIDDLE  HADDAM  06456 

Campbell-Jacobs,  Mrs.  Richard,  Main 

MIDDLETOWN  06457 
Arafeh,  Mrs.  Mehadin  K.,  Box  351 
Bernstein,  Mrs.  Alan,  Maple  Shade  Rd. 

Cerritelli,  Mrs.  Dominick,  Flynn  La. 

Concannon.  Mrs.  Patrick,  Ballfall  Rd. 

Crampton,  Mrs.  Clair  B.,  158  Mt.  Vernon 
Fischbein.  Mrs.  Frederic,  239  Old  Mill  Rd. 

Frank,  Mrs.  Harry  S..  Stonegate  Apts.,  South  Main 
Ganquili,  Mrs.  Prabhash,  251  Old  Mill  Rd. 
Ghaussy,  Mrs.  Aziz,  547  Main 
Grower,  Mrs.  Julius,  70-B  Rose  Circle 
Harvey,  Mrs.  Sanford,  Ballfall  Rd. 

Harwood,  Mrs.  Clarence  W.,  135  Old  Mill  Rd. 
Kelly,  Mrs.  John  F.,  256  Old  Mill  Rd. 

Kilga,  Mrs.  Lawrence,  15  Intown  Ter. 

LaBella,  Mrs.  Louis  O.,  10  Poinsettia 
Lambe,  Mrs.  Michael,  Orchard  Hill  Rd. 

Longo.  Mrs.  Edward,  George 
Manzi,  Mrs.  Joseph,  195  Old  Mill  Rd. 

McCarthy,  Mrs.  Robert,  59  Home  Ave. 

McKay,  Mrs.  Donald,  118  Bretton  Rd. 

Minor,  Mrs.  Lloyd,  329  Coleman  Rd. 

Palmieri.  Mrs.  Mario,  200  Coleman  Rd. 
Pennington,  Mrs.  Robert  B.,  779  Ridge  Rd. 
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Perlin,  Mrs.  Louis,  199  Nejako  Dr. 

Prins,  Mrs.  Sal  A.,  67  Old  Mill  Rd. 

Rich,  Mrs.  Charles  B.,  3 Yellow  Birch  Rd. 

Roccapriore,  Mrs.  Benjamin,  Olympus  Parkway 
Russman,  Mrs.  Charles,  33  Highland  Ter. 

Schwartz,  Mrs.  Philip  E.,  74  Lisa  Lane 
Shenker,  Mrs.  Benjamin,  46  Pine 
Sherwood,  Mrs.  Henry,  580  Kelsey 
Soreff,  Mrs.  Louis,  148  Margarite  Rd. 

Sweet,  Mrs.  Alfred  N.,  720  Ridge  Rd. 

Thumim,  Mrs.  Mark,  Maple  Shade  Rd. 

Tracy,  Mrs.  F.  Erwin,  202  Old  Mill  Rd. 

Vinci,  Mrs.  Vincent  J.,  Randolph  Rd. 

Yue,  Mrs.  James  Kar-kee,  Coleman  Rd. 

Zavod,  Mrs.  Robert,  1 Yellow  Birch  Rd. 

MOODUS  06469 
Berwick,  Mrs.  Phillip,  Plains  Rd.. 

OLD  SAYBROOK  06475 
Sheehan,  Mrs.  Bernard,  Boston  Post  Rd. 

PORTLAND  06480 
Alexander,  Mrs.  Stanley,  85  High 
Andrus,  Mrs.  Wayne,  Stonegate  Dr. 

Ceuleman,  Mrs.  Cyril,  4 Hall  Hill  Rd. 

Crowther,  Mrs.  Daniel,  Farm  La. 

Epstein,  Mrs.  Joseph,  P.  O.  Box  227 
Knight,  Mrs.  Harry  C„  523  Main 
Lambe,  Mrs.  Thomas,  Scenic  Dr. 

Rosenbaum,  Mrs.  Howard,  87  William 
Siberstein,  Mrs.  Allen,  51  Prospect 
Sosa,  Mrs.  Juan,  Edwards 
Stoane,  Mrs.  Leonard,  7 Clearview  Dr. 

Sweet,  Mrs.  Richard  T.,  15  Summer 
Thomson,  Mrs.  A.  W.,  73  William 
Waldman,  Mrs.  Arthur,  Farm  La. 

OUT  OF  COUNTY 

Gallo,  Mrs.  Sebastian,  18  Robeth  La.,  Wethersfield  06109 

New  Haven  County 

BRANFORD  06405 

Errico,  Mrs.  Austin,  45  Sagamore  Cove  Rd. 

Gillson,  Mrs.  Reginald,  Apt.  25,  Cherry  Hill  Circle 
Kreizek,  Mrs.  Thomas,  16  Arrowhead  La. 

Reisman,  Mrs.  John  P.,  Hearthstone,  Boston  Post  Rd. 

DERBY  06418 

Filan,  Mrs.  James  K.,  17  Fairview  Ter. 

HAMDEN 

Camilleria,  Joseph,  835  Ridge  Rd.  06517 
Cassin,  Mrs.  Carl,  947  Choate  Ave.  06518 
Cipriano,  Mrs.  Anthony,  15  Eastland  Rd.  06517 
Coe,  Mrs.  Ronald  E.,  1727  Whitney  Ave.  06514 
Culotta,  Mrs.  Charles,  2714  Whitney  Ave.  06518 
Golia,  Mrs.  Ulysses,  261  Blake  Rd.  06517 
Greenwald,  Mrs.  Willard,  1125  Ridge  Rd.  06517 
Harvard,  Mrs.  Bell  Martin,  Jr.,  105  Spring  Glen  Ter. 

06517 

Heiger,  Mrs.  Arnold,  4 Hesses  Rd.  06517 
Jaffe,  Mrs.  Samuel,  35  Rodgers  Rd.  06517 
LaFemina,  Mrs.  Nicholas,  60  Dawes  Ave.  06517 
Lavorgna,  Mrs.  M.  H.,  92  Glen  Pkwy.  06517 
McDonnell,  Mrs.  Robert,  978  Ridge  Rd.  06517 


Mendillo,  Mrs.  John  J.,  25  Tokeneke  Dr.  06518 
Olson,  Mrs.  Lowell,  85  River  Rd.  06518 
Pickett,  Mrs.  Lawrence,  205  Blake  Rd.  06517 
Radowiecki,  Mrs.  M.  Walter,  196  Corbin  Rd.  06517 
Richards,  Mrs.  William  R.,  116  Brook  06514 
Scholhamer,  Mrs.  Charles,  9 Killdeer  Rd.  06517 

MERIDEN  06450 
Carey,  Mrs.  William  C.,  136  Eaton  Ave. 

Giddings,  Mrs.  J.  Curtis,  221  Carpenter  Ave. 

Misuk,  Mrs.  Joseph,  111  Hillcrest  Ter. 

Pierson,  Mrs.  Louis  A.,  130  Bradley  Ave. 

Quinlan,  Mrs.  Raymond,  36  Winthrop  Ter. 

MIDDLEBURY  06762 

Audet,  Mrs.  Charles  J.,  Watertown  Rd. 

Bizzozero,  Mrs.  Orpheus  J.,  Curtis  Rd. 

Blain,  Mrs.  Claude,  Central  Rd. 

Falk,  Mrs.  Maurice,  Tyler  Crossing 
Karsh,  Mrs.  J.,  32  Green  Hill  Rd. 

Keggt,  Mrs.  Kristaps,  Whittemore  Rd. 

MILFORD  06460 
Barney,  Mrs.  Walter  E.,  35  Prospect 
Messore,  Mrs.  Giacomo  F.,  18  Brett  Cliff  Rd. 

NAUGATUCK  06770 
Cornacchia,  Mrs.  Rocco,  567  Field 

NEW  HAVEN 

Albom,  Mrs.  J.  J.,  200  Fountain  06515 
Appell,  Mrs.  Harold  S.,  123  York  06511 
Barker,  Mrs.  Creighton,  119  Armory  06511 
Bradbum,  Mrs.  H.  B.,  425  St.  Ronan  06511 
Cheney,  Mrs.  Charles  B.,  104  Huntington  06511 
Chetrick,  Mrs.  Allen,  78  Marlin  Dr.  06515 
Clement,  Mrs.  David,  237  East  Rock  Rd.  06511 
Climo,  Mrs.  Samuel,  25  Woodside  Ter.  08515 
Cole,  Mrs.  Ramsey,  925  Forest  Rd.  06515 
Conte,  Mrs.  Harry  A.,  30  Lincoln  06511 
Cronin,  Mrs.  Michael  T.,  67  Edgehill  Rd.  06511 
Dowaliby,  Mrs.  James,  1135  Forest  Rd.  06511 
Fasano,  Mrs.  Leonard,  831  Prospect  06515 
Freedman,  Mrs.  Barnett,  111  Park  06511 
Holly,  Mrs.  Marshall,  215  Stimpson  Rd.  06511 
Levin,  Mrs.  Hyman,  168  Linden  06511 
Millen,  Mrs.  Samuel  R.,  545  Dixwell  Ave.  06511 
Mongillo,  Mrs.  Frank,  95  West  Park  Ave.  06511 
Nahum,  Mrs.  Louis,  85  Loomis  PI.  06511 
Nodelman,  Mrs.  Jacob,  453  Ellsworth  Ave.  06511 
O’Connor,  Mrs.  Denis,  241  Edwards  06511 
Passarelli,  Mrs.  Nicholas  L.,  2055  Chapel  06515 
Petrelli,  Mrs.  Joseph,  157  East  Rock  Rd.  06511 
Piccolo,  Mrs.  Pasquale,  508  Yale  Ave.  06515 
Silberstein,  Mrs.  Morton,  25  Colony  Rd.  06511 
Silverberg,  Mrs.  Samuel,  140  Laurel  Rd.  06511 
Swirsky,  Mrs.  Morgan  Y.,  280  McKinley  Ave.  06515 
Weil,  Mrs.  Arthur,  307  St.  Ronan  06511 
Zuckerman,  Mrs.  Bernard  D.,  25  Beaver  Hill  Lane  06511 

NORTH  HAVEN  06473 
Baskin,  Mrs.  Arnold  W.,  26  Old  Orchard  Rd. 

Davey,  Mrs.  Lycurgus  M.,  1010  Hartford  Tpke. 

DelGrego,  Mrs.  Arthur  L.,  17  Windsor  Rd. 

Dolinsky,  Mrs.  A.  H.,  12  Crestview  Dr. 

Fezza,  Mrs.  Andrew,  15  Leighton  Ct. 

Fezza,  Mrs.  Michael,  2 Cromwell  Rd. 

Fischer,  Mrs.  Daniel,  22  Windsor  Rd.  East 
Gordon,  Mrs.  Martin,  583  Skiff 
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Hart,  Mrs.  Robert  W.,  2233  Ridge  Rd. 

Hess,  Mrs.  Orvan,  29  Old  Orchard  Rd. 

Kay,  Mrs.  Foster,  33  Cooper  Rd. 

Kessler,  Mrs.  Frederick,  20  Dogwood  Rd. 

Mark,  Mrs.  Harry,  34  Janet  Dr. 

McKeon,  Mrs.  James,  566  Skiff 
Morgan,  Mrs.  Walter,  41  Tokeneke  Dr. 

Parisi,  Mrs.  Anthony,  30  Windsor  Rd. 

Scheig,  Mrs.  Robert,  521  Quinnipiac  Ave. 
Solitare,  Mrs.  Gilbert,  108  Ridgewood  Ave. 
Spackman,  Mrs.  Thomas,  80  Forest  Hill  Rd. 
Tofig,  Mrs.  Rafi,  53  Windsor  Rd. 

Vegliante,  Mrs.  Michael,  22  Primrose  Rd. 

ORANGE  06477 

Aguiar,  Mrs.  Jose,  45  Williamsburg  Dr. 

Allen,  Mrs.  Edward  P.,  505  Ridgeview  Rd. 

Arons,  Mrs.  Marvin,  404  Wildwood  Dr. 

Brodoff,  Mrs.  Murray,  21  Williamsburg  Dr. 
Chang,  Mrs.  S.  C.,  525  Gospel  Lane 
Fenton,  Mrs.  Robert,  357  Longmeadow  Rd. 
Fiskio,  Mrs.  Peter,  166  Englewood  Dr. 

Habib,  Mrs.  Nabil  I.,  839  Robert  Treat  Ext. 
Holden,  Mrs.  Jack,  814  Grassy  Hill  Rd. 
Kinstlinger,  Mrs.  Robert,  516  New  England  Lane 
Kondo,  Mrs.  Koretada,  829  Beechwood  Rd. 

Kreis,  Mrs.  David,  42  Whitney  Lane 
Landau,  Mrs.  S.  Jack,  154  Englewod  Dr. 

Lanzi,  Mrs.  Robert,  64  Hall 

Manjoney,  Mrs.  Richard  C.,  760  Dennis  Dr. 

Marieb,  Mrs.  Norman,  266  Hemlock  Dr. 

Milazzo,  Mrs.  Nicholas,  173  Englewood  Dr. 
Mombello,  Mrs.  Gary,  220  Highland  Ter. 

Petrillo,  Mrs.  Charles,  66  Derby  Ave. 

Rifkin,  Mrs.  Boris,  399  Clark  Lane 
Roth,  Mrs.  Stanley,  412  Wildwood  Dr. 

Sikorski,  Mrs.  Jerzy,  238  Harvester  Rd. 

Turkalo,  Mrs.  j.  R.,  894  Orange  Center  Rd. 
Zagraniski,  Mrs.  Raymond,  48  Whitney  Lane 


OXFORD  06483 

Boissevian,  Mrs.  Andre,  109  Quaker  Farm  Rd. 


SHELTON  06484 

Roach,  Mrs.  Donald,  40  Judson  Circle 
West,  Mrs.  William,  147  Huntington 


WALLINGFORD  06492 

Carrozelia,  Mrs.  John,  222  N.  Whittlesey  Ave. 
Fazzone,  Mrs.  Philip,  290  Cook  Hill  Rd. 


WATERBURY 

Atkins,  Mrs.  S.  M.,  81  E.  Ridge  Dr.  06708 
Backhus,  Mrs.  Louis  C.,  604  Willow  06710 
Beauchamp,  Mrs.  Lawrence,  91  Columbia  Blvd.  06702 
Blank,  Mrs.  Samuel,  Southwest  Rd.  06708 
Burnham,  Mrs.  Bernard,  70  Tower  Rd.  06710 
Crupi,  Mrs.  Claudio,  911  Country  Club  Rd.  06708 
Depetrillo,  Mrs.  Bart,  619  Willow  06710 
Eslami,  Mrs.  Mehdi,  139  EastSeld  Rd.  06708 
Koleshko,  Mrs.  Lawrence,  1022  Bunker  Hill  Ave.  06708 
Lenkowski,  Mrs.  William,  107  West  Ridge  Dr.  06708 
Luria,  Mrs.  Sidney,  124  Avalon  Circle  06710 


Mayo,  Mrs.  Elliott  Russell,  129  Prospect  06702 
Morrill,  Mrs.  Harold,  300  West  Main  06702 
Nanni,  Mrs.  F.  P.,  477  Highland  Ave.  06708 
Nezhad,  Mrs.  Michael,  35  Campfield  Ave.  06708 
Reynolds,  Mrs.  Joseph,  185  Pine  06710 
Rosenbaum,  Mrs.  Hoshell,  161  Avalon  Circle  06708 
Sherman,  Mrs.  Joel,  244-A  Oakville  Ave.  06708 
Sullivan,  Mrs.  Arthur,  Willow  06710 
Summa,  Mrs.  John,  159  Grove  06710 
Torino,  Mrs.  Vincent,  76  Robinwood  Ave.  06708 
Traurig,  Mrs.  Allen,  66  Avalon  Circle  06710 
Veiga,  Mrs.  A.  S.,  55  Eastfield  Rd.  06708 
Vincitorio,  Mrs.  Joseph,  71  Tower  Rd. 

Weisberg,  Mrs.  H.  E.,  50  Gaylord  Dr.  06710 
Whalley,  Mrs.  Evan  J.,  720  Baldwin  06706 


WATERTOWN  06795 

Buckley,  Mrs.  Michael,  82  Nova  Scotia  Hill  Rd. 
Cole,  Mrs.  Clarence  H.,  265  Cutler 
Collins,  Mrs.  Joseph  O.,  326  Woodbury  Rd. 
Root,  Mrs.  James  H.,  Jr.,  87  Highland  Ave. 


WEST  HAVEN  06516 

Milano,  Mrs.  N.  A.,  277  Elm 

Milici,  Mrs.  John  J.,  354  Campbell  Ave. 

Tierney,  Mrs.  Lawrence,  246  Elm 


WOLCOTT  06716 

Damiani,  Mrs.  R.  A.,  1260  Woodtick  Rd. 
DeMarchena,  Mrs.  Julio,  1 Farmingbury  Rd. 
Nunzes,  Mrs.  V.,  8 Evergreen  Dr. 


WOODBRIDGE  06525 

Alpert,  Mrs.  Abraham,  Wolf  Tree  Dr. 

Bender,  Mrs.  Morton,  121  North  Racebrook  Rd. 
Berneike,  Mrs.  Robert,  Hickory  Rd. 

Brink,  Mrs.  Adolph,  14  Beecher  Rd. 

Brochin,  Mrs.  Malcolm,  Hemlock  Hollow  Rd. 
Clark,  Mrs.  Henry,  Jr.,  Indian  Trail 
Corey,  Mrs.  Walter  V.  A.,  37  Spoke  Dr. 
Davidson,  Mrs.  Alan,  15  Edge  Hill  Dr. 
Delpizzo,  Mrs.  A.,  14  Dickinson  Dr. 

Etkind,  Mrs.  Edward,  Brightwood  Rd. 

Fenn,  Mrs.  John,  Hemlock  Hollow  Rd. 
Gagliardi,  Mrs.  Joseph,  Jr.,  Forest  Glen  Dr. 
Goetsch,  Mrs.  John,  Cleft  Rock  Lane 
Goodrich,  Mrs.  Isaac,  13  Salem  Rd. 

Graham,  Mrs.  Andrew,  Barberry  Lane 
Greenberg,  Mrs.  Alvin,  Chestnut  Lane 
Ingenito,  Mrs.  Gabriel,  181  Center  Rd. 
Karlovsky,  Mrs.  Emil,  Cross  Hollow  Rd. 

Kra,  Mrs.  Siegfried,  Pleasant  Hill  Rd. 

Laubstein,  Mrs.  Melvin,  Richard  Sweet  Dr. 
Lawson,  Mrs.  J.  P.,  Brewood  Dr. 

Mattie,  Mrs.  L.  R.  Dogwood  Circle 
Petrie,  Mrs.  Stewart  J.,  16  Wolf  Tree  Dr. 
Polayes,  Mrs.  Irving,  49  North  Racebrook  Rd. 
Savin,  Mrs.  Ronald,  Edgehill  Dr. 

Schioppo,  Mrs.  Dominic  B.,  46  Newton  Rd. 
Sumner,  Mrs.  Martin,  Fox  Hill  Rd. 

Vestal,  Mrs.  Paul,  Amity  Rd. 

Winer,  Mrs.  Paul  Tumblebrook  Rd. 

Wirth,  Mrs.  Michael  N.,  Pine  Ridge  Rd. 
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New  London  County 

BALTIC  06330 

Browning,  Mrs.  S.  Pearce  III,  671  Scotland  Rd.  R.F.D.  1 

COLCHESTER  06415 
I Conrad,  Mrs.  Carl,  R .F.  D.  2,  Palmer  Rd. 


EAST  LYME  06333 

Saxe,  Mrs.  Louis,  3 Colonial  Dr. 

FITCHVILLE  06334 
i Gager,  Mrs.  John  J.,  R.  F.  D,  Gager  Rd. 

GROTON  06340 
Brown,  Mrs.  Walter,  91  Broad 

JEWETT  CITY  06351 

I Gosselin,  Mrs.  Albert,  R.  F.  D.  4,  Jewett  City 
LYME  06371 

Cavicke,  Mrs.  David,  Joshua  Rd. 

Ely,  Mrs.  Julian,  R.  F.  D.  2 

MYSTIC  06355 
Kaplan,  Mrs.  Donald,  Scott  Lane 


NEW  LONDON  06320 
Adams,  Mrs.  Gene,  49  Chapel  Dr. 

Beatman,  Mrs.  Bernard,  16  Niles  Hill  Rd. 
Becker,  Mrs.  Joseph,  2 Henderson  Rd. 

Bobruff,  Mrs.  Jerome,  765  Pequot  Ave. 

Fagan,  Mrs.  Frederic,  19  Glenwood  Ave. 

Hayes,  Mrs.  David,  740  Ocean  Ave. 

Hendel,  Mrs.  Isadore,  336  Pequot  Ave. 

Irwin,  Mrs.  Harold  H.,  158  Williams 
Kamo,  Mrs.  Martin,  814  Ocean  Ave. 

Krinsky,  Mrs.  Charles  M.,  943  Ocean  Ave. 

Lena,  Mrs.  Hugh  F.,  Jr.,  160  Broad 
Loiacono,  Mrs.  Richard,  61  Parkway  South 
Longo,  Mrs.  Vincent,  976  Pequot  Ave. 
Lubchansky,  Mrs.  Jacob,  24  Reyquin 
Mariani,  Mrs.  Roland,  899  Ocean  Ave. 

Murray,  Mrs.  William  J.,  Jr.,  614  Montauk  Ave. 
Olsen,  Mrs.  Robert  C.,  685  Pequot  Ave. 
Peterson,  Mrs.  David,  210  Gardner  Ave. 
Prokesch,  Mrs.  Clemens,  30  Admiral  Dr. 

Spitz,  Mrs.  Hilliard,  17  Henderson  Rd. 

Sulman,  Mrs.  Morris,  737  Pequot  Ave. 

Wies,  Mrs.  Carl,  756  Pequot  Ave. 

NIANTIC  06357 
Dey,  Mrs.  Frederick,  15  Smith  Ave. 

Fulchiero,  Mrs.  Egidio,  9 Laurel  Hill  Drive  So. 
Kramm,  Mrs.  William  A.,  84  Hope 
Scholz,  Mrs.  Dieter,  62  Ledge  Rock  Rd. 

NORTH  FRANKLIN  06254 
Bergendahl,  Mrs.  G.  T.,  Evergreen  Valley  Farm 


NORWICH  06360 
Abey,  Mrs.  Arthur  E.,  55  Wayne 
Albamonti,  Mrs.  Mario  J.,  46  Rockwell 
Archambault,  Mrs.  Henry,  18  Wayne  Dr. 
Barrett,  Mrs.  Frederick,  256  Broadway  Ave. 
Bergendahl,  Mrs.  H.,  17  Huntington  Lane 


Bielecki,  Mrs.  Casimer,  40  Harland  Pi. 

Coletti,  Mrs.  Lawrence,  34  Gulliver  Circle 
Costa,  Mrs.  Pasquale,  44  Gulliver  Circle 
Cranston,  Mrs.  Robert  J.,  43  Ox  Hill  Rd. 

Edgar,  Mrs.  Malcolm  S.,  410  Washington 
Glenney,  Mrs.  Christopher,  16  Huntington  Lane 
Griffin,  Mrs.  Clement,  22  Briar  Hill  Rd. 

Gulino,  Mrs.  Angelo  J.,  15  Campion  Ave. 

Guss,  Mrs.  Louis,  59  Sachem  Rd. 

Harkins,  Mrs.  James  A.,  98  Case 

Joseph,  Mrs.  Julien  L.,  Scotland  Rd.,  R.F.D.  4 

Kalams,  Mrs.  Zanis,  74  Case 

Katz,  Mrs.  Morris  E.,  24  Broad 

Kerrigan,  Mrs.  Robert,  20  Dudley 

Kropp,  Mrs.  Peter,  4 Dellwood  Rd. 

LaPierre,  Mrs.  Warren,  11  Deerbrook  Rd. 

Mahoney,  Mrs.  Joseph,  74  Ox  Hill  Rd. 

Martin,  Mrs.  John,  28  Montgomery  Lane 
Masterson,  Mrs.  Thomas,  23  East  Town 
McGrath,  Mrs.  Thomas  J.  6 Dogwood  Lane 
McKeon,  Mrs.  William,  18  Sherwood  Lane 
Moore,  Mrs.  Maurice,  R.  F.  D.  7,  Laurel  Hill  Rd. 
Oppenheimer,  Mrs.  Kurt,  8 Dupont  Lane 
Parthenis,  Mrs.  Alex,  Box  508,  Norwich  Hospital 
Phillips,  Mrs.  Nicholas  T.,  14  Montgomery  Lane 
Sawyer,  Mrs.  David,  236  Washington 
Schwarz,  Mrs.  H.  Peter,  172  Washington 
Taylor,  Mrs.  K.  Stephens,  34  Rockwell 
Thompson,  Mrs.  Clarence,  324  Canterbury  Tpke. 

Torres,  Mrs.  Clemencio,  172  Harland  Rd. 

Tramontozzi,  Mrs.  Anthony,  R.  F.  D.  4 
Wener,  Mrs.  William,  287  Rear  Harland  Rd. 

Wierzbinski,  Mrs.  Joseph.  36  Sachem  Plains  Rd. 

OLD  LYME  06371 
Hostnik,  Mrs.  William  J.,  Lyme 

OLD  MYSTIC  06372 

Jones,  Mrs.  William,  North  Stonington  Rd.,  Box  164 

QUAKER  HILL  06375 
Jackson,  Mrs.  Daniel  L.,  2 Totoket  Rd. 

Starr,  Mrs.  Richard,  7 Best  View  Rd. 

Wade,  Mrs.  Philip,  55  Scotch  Cap  Rd. 

STONINGTON  06378 
Haines,  Mrs.  Henry,  R.D.  No.  2,  Box  8 

TAFTV1LLE  06380 
Rousseau,  Mrs.  David,  2 North  Second  Ave. 

UNCASVILLE  06382 
Rasmussen,  Mrs.  Norman,  92  Depot  Rd. 

WATERFORD  06385 
Bedrick,  Mrs.  Morton,  141  Oswegatchie  Rd. 

Behringer,  Mrs.  Frederick,  14  Susan  Ter. 

Coulson,  Mrs.  Louis,  58  Ridgewood  Ave. 

Dyer,  Mrs.  Charles  F.,  5 Showandasee  Ave. 

Henkle,  Mrs.  Robert,  170  Niles  Hill  Rd. 

Marchand,  Mrs.  Gilles,  3 Jonathan  Law  Ct. 

Marx,  Mrs.  Frank,  58  Gallup  Lane 
Robinson,  Mrs.  Charles,  12  Baldwin  Dr. 

Wool,  Mrs.  Joseph,  210  Niantic  River  Rd. 

Woodward,  Mrs.  Joseph,  254  Great  Neck  Rd. 
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Windham  County 

ABINGTON  06230 
Valentine,  Mrs.  Bruce  Roberts 

COLUMBIA  06237 

Anderson,  Mrs.  J.  O.,  Rt.  87 
Basden,  Mrs.  Edwin  H.,  Route  87 
Becker,  Mrs.  George  E.,  Lake  Rd. 

COVENTRY  06238 
Bowen,  Mrs.  Robert  Phillip,  High 
Doyle,  Mrs.  Fred,  South  River  Rd. 

DANIELSON  06239 
Chartier,  Mrs.  Gerard,  40  Morin  Ave. 

Jones,  Mrs.  James  Franklyn,  Green  Hollow  Rd. 
Laakso,  Mrs.  Andrew  O.,  213  North  Main 
Robinson,  Mrs.  Lavius,  Jr.,  75  Broad 
Weigel,  Mrs.  Stanley  Joseph,  53Vi  Broad 

DAYVILLE  06241 

Dufort,  Mrs.  Robert,  R.  F.  D.  1,  Box  724 
Raheb,  Mrs.  Edmond,  R.F.D.  1,  Box  702 

EAST  WOODSTOCK  06244 
Klare,  Mrs.  Rudolph  Emil,  Route  169 

JEWETT  CITY  06351 
Kennedy,  Mrs.  George  L.,  5 Maple 

MANSFIELD  CENTER  06250 
Bopp,  Mrs.  Raymond  P.,  Wormwood  Hill  Rd. 

MANSFIELD  DEPOT  06251 
Wandersee,  Mrs.  Edward,  Star  Route 

MOOSUP  06354 
Barry,  Mrs.  E.  Arthur,  45  Prospect 
Woodworth,  Mrs.  John  Albert,  167  Daggett 

POMFRET  06258 

Canty,  Mrs.  William  P.,  Fox  Hill  Rd. 

Eaton,  Mrs.  Harry  E. 

PUTNAM  06260 
Dinolt,  Mrs.  Robert,  119  Prospect 
Hogan,  Mrs.  Austin,  110  Church 
Margolick,  Mrs.  Moses,  Genevieve  Ext. 

Park,  Mrs.  Sowhey,  R . F.  D.  2,  Putnam  Heights 
Phillips,  Mrs.  Karl  T.,  8 Pleasant 
Shepard,  Mrs.  William  Mac,  R.F.D.  No.  2 


SCOTLAND  06264 
Glugover,  Mrs.  Donald,  P.  O.  Box  68 

SOUTH  WINDHAM  06266 
Maurer,  Mrs.  William  S.,  Babcock  Hill  Rd. 

SOUTH  WOODSTOCK  06267 
Painter,  Mrs.  Robert,  Box  128 

STORRS  06268 

Beardsley,  Mrs.  Frederick  A.,  Jr.,  Dunham  Pond  Rd. 

Bird,  Mrs.  Frank,  Bundy  Lane 
Gilman,  Mrs.  Ralph  L.  3 Willowbrook  Rd. 

Kaiser,  Mrs.  Julian,  Hanks  Hill  Rd. 

Rosenberg,  Mrs.  Murray  Z.,  Birchwood  Heights 

THOMPSON  06277 

Meyer,  Mrs.  John  L. 

Waldron,  Mrs.  Sherman,  R.  F.  D.  1,  Box  2 

WILLIMANTIC  06226 
Bolt,  Mrs.  Ernest  A.,  Jr.,  357  Prospect 
Gibson,  Mrs.  Luther  W.,  R.F.D.  No.  4 
Major,  Mrs.  James  W.,  R.F.D.  No.  2,  Box  203 
Roch,  Mrs.  George  E.,  R.F.D.  No.  3,  Box  417 
Rothblatt,  Mrs.  Reuben,  Pigeon  Rd. 

Sandler,  Mrs.  Melvin,  282  Church 

Sikand,  Mrs.  Sage  D.,  R.F.D.  3,  Partridge  Ridge 

Spector,  Mrs.  Nathan,  329  B,  Roanoke  Ave. 

Vernon,  Mrs.  Sidney,  108  Birch 

WINDHAM  06280 

Anderson,  Mrs.  James  T.,  Windham  Center 
Arnold,  Mrs.  Morton,  Windham  Center 
Gillcash,  Mrs.  Robert,  S.,  Box  42  Windham  Center 
Sandler,  Mrs.  Gerald  F.,  Box  115,  Windham  Center 
Whalen,  Mrs.  William,  Windham  Center 

WOODSTOCK  06281 
Diaz,  Mrs.  Arturo,  Route  1,  Box  113 

OUT-OF-COUNTY 

Herbert,  Mrs.  Earl  Avery,  162  Ferguson  Rd.,  Man- 
chester, Conn.  06040 

MEMBERS-AT-LARGE 
Cushman,  Mrs.  George,  Woodbury  06798 
Haxo,  Mrs.  John,  15  Old  Park  Lane  Rd.,  New  Milford 

06776 

Palomba,  Mrs.  Edward,  P.  O.  Box  308,  Main,  Somers 

06071 

Schneider,  Mrs.  William,  109  Talcott  Ave.,  Rockville 

06069 

Sharon,  Mrs.  Michael  R.,  Cripp  Rd.,  Ellington  06029 
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